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OOBJECTIVES

PPART I: Recognizing A Problem
• Identify patients who will benefit from an opioid taper.
• Contrast opioid addiction vs. dependence. 
• Discuss the neurobiology of addiction.
PART II: Tapering
• Review basic guidelines for tapering opioids.
• Discuss communication strategies for managing patients expectations during the tapering process.
PART III: The Fear of Withdrawal
• Identify the opioid withdrawal syndrome.
• Review management options for opioid withdrawal.
PART III: Buprenorphine As An Adjunct Therapy
• Define complex persistent opioid dependence.
• Review the COWS scale and buprenorphine induction protocols.

RRecognizing A Problem
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WWho?

• Who is included:
• Pain > 3 months or past the 

time of normal tissue healing.
• Exclusions active cancer 

treatment, palliative care, end-
of-life care.

WWhen?

• Requests dosage reduction.

• No clinically meaningful 

improvement in pain & function.

• Dose ≥ MME/day

• Opioids + Benzodiazepines

• Experiences OD or adverse event.

• Signs of opioid use disorder PEG Scale 
(Pain, Enjoyment, General Activity)



“ Addiction is a brain disease. This is not a 
moral failing. This is not about bad 
people who are choosing to continue to 
use drugs because they lack willpower.

WWhy?

Michael Botticelli

DDEPENDENCE

Frequent & repeated use of opioids leads to 
structural/physiological changes in the brain.

Normal brain function requires the presence 
of opioids.

Drug withdrawn withdrawal syndrome.
Physical dependence can occur without 
addiction!

AADDICTION

Apprimary, chronic disease of brain reward, 
motivation, memory, and related circuitry.
Characterized by compulsive drug seeking & 
use despite harmful consequences.
Involvescycles of relapse and remission.

AAddiction: The Reward Pathway
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NNeuroadaptation

Volkow ND, Koob GF, McLellan AT. Neurobiologic Advances from the Brain Disease Model of Addiction.  NEJM.  2016;374:363-371.

SchuckitMA.  Treatment of opioid use disorders.  NEJ M. 2016;375:357-368

DSM-V Criteria

Triad:
• Loss of Control
• Physiologic 

Changes
• Consequences

Severity:
2-3 = Mild
4-5 = Moderate
6+ = Severe

TTapering
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TThe Bravo Protocol

B= Broaching The Subject
R= Risk-Benefit Calculator
A= Addiction Happens
V= Velocity Matters (And So Does Validation)
O= Other Strategies For Coping With Pain

BBroaching The Subject

Suggesting an opioid taper can trigger 
anxiety (or terror).
Identify this feeling for patients, 
normalize it, and express empathy.
Make clear that an opioid taper was 
carefully considered, not impulsive, nor 
punitive.

RRisk-Benefit Calculator

Side 
Effects

FunctionPain 
Relief

AAddiction Happens

VVelocity Matters

by 5-10% of the starting dose 
every 1-2 weeks.
Keep same dosing schedule.
It’s okay to take breaks in the 
taper, but never go backward!
Continually validate their 
experience about opioid 
withdrawal.

OOther Strategies For Coping With Pain



CCommunication

Know that the fear of withdrawal can prolong 
patient’s use of opioids.
Educate on symptoms, how patients may feel, 
and reassurance that it won’t last forever.
Safety is a concern, “We know better, so we 
need to do better.”
Positive reinforcement & frequent follow-up.

l,

TThe Fear of Withdrawal

OOpioid Withdrawal

Features of opioid withdrawal reflect 
sympathetic activity and physiologic changes 
secondary to dependence SAMHSA 2018
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COWS: 
Clinical Opioid Withdrawal Scale

• Can be added to flowsheets tab in Excellian.

• 11 Item Scale

• Typically don’t exceed lowest without objective findings.

• Increase points for symptom severity.

• Scoring:

• Mild = 5-12

• Moderate = 13-24

• Severe 25-36

WWhy Treat Withdrawal Symptoms?

Help patient to have a successful taper/withdrawal 
experience.
Due to physical dependence, nearly all patients may 
experience symptoms of withdrawal.
Will complicate attempts to taper.

PPharmacologic Treatment Options: Opioid Withdrawa

NNon-PPharmacologic Treatments: Opioid Withdrawa

Symptom Intervention

Restlessness, sweating or tremors Cold packs
Fan
Showering

Nausea, GI Upset Ginger (lozenge or inhaler)
Tea

Diarrhea Bland diet
Increased clear liquids

Muscle pain, myoclonus Stretching
Showering
Heating Pad

Pain Repositioning
Aromatherapy (Mandarin, Spearmint)

Agitation, Anxiety Reduce stimulation
Distraction activities

Insomnia Lavender
Avoid screen time before bed
White noise 

Evidence Based Facts

Tapering improves function, quality of life, and pain control. 
Multidisciplinary pain programs have strong clinical efficacy and empirical data 
supporting their cost-efficiency. 
High quality evidence of safety and comparative efficacy is lacking for ultra-rapid 
detoxification
Opioid tapers rarely cause significant and long term increases in pain. 
Office-based buprenorphine treatment can be considered for patients with both 
chronic pain and opioid use disorder



BBuprenorphine As An 
Adjunct Therapy

MMilestones In Treatment

CCan I Prescribe It For Pain?

YYes.

“limitations and requirements [relating to addiction treatment] in no way impact 
ability of a practitioner to utilize opioids for the treatment of pain when acting in 
usual course of medical practice. Consequently, when it is necessary to discon
pain patient’s opioid therapy by tapering or weaning doses, there are no restrict
with respect to the drugs that may be used. This is not considered detoxification
is applied to addiction treatment.”

CCan I prescribe it for addiction?

Yes.

But you need 8 hours ofCMEtraining/certification & a DEA 
“X” waiver.
Limited to certain formulations – tablets, SL film, implant.
Open to NP & PA, but require additional training/CME 
hours (24 vs. 8).

HHow expensive is it to get the training?

Right now, it’s free!

And can be done online!

https://pcssnow.org/medication-assisted-treatment/

WWhat is buprenorphine?

• Partial Agonist – μ Opioid 
Receptor

• Binds with high affinity & 
dissociates slowly.

• Blocks other opioids from 
binding.

• respiratory depression
• Weak Antagonist – k Opioid 

Receptor
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Belbucca = Pain 
Only

Sublocade =
Montly SQ
Injection

Probuphine =
Subdermal Implant 

WWhen To Consider  Buprenorphine

Meet criteria for opioid use disorder.
Complex Persistent Opioid Dependence (CPOD)

Desire to continue taking opioids for treatment of pain.
Withdrawal anhedonia, sleep disturbance, & hyperalgesia 

may not reverse within days.

Tapering poorly tolerated.

WWhat Distinguishes CPOD From OUD

No craving.
No compulsive use.
No harmful use that is not medically directed.

Patient takes opioid exactly as prescribed.
Social disruption is attributed to pain and not 
OUD
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HHow To Transition

As a precautionary measure, a factor of 30:1 to 90:1 (morphine milligram equivalents to 

buprenorphine) is used when converting from other opoiods to buprenorphine. 

Addiction does not use a conversion factor.

Dose is based on need to control cravings and prevent relapse.

BID dosing for pain may be more effective.

EExample Plan

1. 12-48 hours with no opioids to initiate withdrawal.
2. See in clinic; assess for withdrawal (COWS).
3. Discharge with home induction protocol.

2 mg TID PRN daily for the first week (for patients on 150 
MEDD or less) .

Symptom driven.

Withdrawal medications.
4. Nurse check-in during week.

DDay #7 Follow-Up

1. Assess symptoms, pain control.
Dose adjustment?

2. PDMP check.
3. Compliance Drug Screen
4. Refill
5. Weekly/bi-monthly compliance checks & medication refills.

EExample Buprenorphine Calculation: Based On Total Daily MM

30:1

MME/Day

IIf this seems too 
complicated…

RRefer to a specialist!



LLight Bedtime Reading?


