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Opioid Tapers Decision Tool 

Opioids are associated with many risks and it may be determined that they are not the optimal 
treatment for a particular Veteran.  Reasons for tapering opioids may include the following:  1 

                 
*Morphine milligram equivalent/day 

When this decision is made, special attention must be given to assure that the Veteran does not feel 

abandoned.  Prior to any changes being made in opioid prescribing, a discussion should occur 

between the veteran, family members/caregivers, and the provider either during a face-to-face 

appointment or on the telephone.   

Using all the following strategies will help in the transition: 

Assure that the Veteran Does NOT Feel Abandoned 
Discussion  Ask about goals Educate the Veteran  

 Listen to the Veteran’s story 

 Let  the Veteran know that 
you believe that their pain 
is real 

 Include family members or 
other supporters in the 
discussion 

 Ask the Veteran how they 
feel about tapering 

 Draw out their goals 
for life (not just being 
pain free)  

 Have the Veteran fill 
out the Personal 
Health Inventory 
(PHI)*  

 Ask how we can 
support them during 
taper 

 Bio-Psycho-Social Model 
o PHI’s “Whole Health” approach* 

 Offer Veterans pain education groups   (especially 
Cognitive Behavioral Therapy (CBT) or Acceptance 
and Commitment Therapy (ACT) for Pain, if 
available) 

 Commit to working with the Veteran on other 
options for improved function and some decrease 
in pain 

Slowly tapering opioids is usually the best way to decrease opioid risks while not “cutting off” the Veteran. 

*PHI: http://healthforlife.vacloud.us/index.php/components-of-proactive-health-and-well-being 
Offer Non-opioid Medications as appropriate to manage pain.  
(More information on risk evaluation can be found in Pain Management Opioid Safety VA Educational Guide 2014 page 20-21.) 

 

Taper 
Opioid

Severe 
unmanageable 
adverse effects

Non-adherence to 
the treatment 
plan or unsafe 

behaviors

Concerns related to an 
increased risk of 

substance use disorder

(behaviors, age < 30, 
family history)

Lack of 
effectiveness of 

therapy or patient 
requests to 
discontinue 

therapy 

Dosage indicates 
high risk of adverse 
events (e.g. doses 

over 90 MME/day*)
Concomitant use of 

medications that 
increase risk (e.g. 
benzodiazepines)

Medical comorbidities 
that can increase risk 
(lung disease, sleep 
apnea, liver disease, 

renal disease, fall risk)

Mental health 
comorbidities that 
can worsen with 
opioid therapy 

(PTSD, depression, 
anxiety)

http://healthforlife.vacloud.us/index.php/components-of-proactive-health-and-well-being
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Watch for “Red Flags” and Screen for Additional Disorders  
 
 
 
 
 
 
 
 
 

Assure screening and treatment is offered for conditions that can complicate pain management before 

initiating opioid taper:1 

- Mental health disorders (e.g. PTSD, anxiety disorders, depressive disorders) 

o IF suicidal then activate suicide prevention plan 

-  “Moral Injury” (inner conflict)  

o Treatment via Psychologists or Chaplains is available  

- Substance Use Disorders  

- Central Sensitization (Fibromyalgia, Chronic Headaches, or many kinds of chronic abdominal and pelvic pains) 

- Medical complications (e.g. lung disease, hepatic disease, renal disease, or fall risk) 

- Sleep Disorders including sleep apnea 

Offer a naloxone kit as part of Opioid Overdose Education and Naloxone Distribution (OEND) to patients at 

increased risk of overdose.  Keep in mind patients can remain at increased risk of overdose after VA Opioids 

have been discontinued due to the availability of opioids in the community. 

Opioid Prescribing Recommendations: 2016 CDC Guidelines: 1 

When opioids are used in the treatment of chronic pain, providers should consider the following: 

 Prescribe the lowest effective dosage 
 Use caution when prescribing opioids at any dosage 
 Avoid prescribing opioids and benzodiazepines concurrently when possible 
 Reassess evidence of individual benefits and risks for all patients on opioid therapy 
 For patients on doses of > 50 MME/day and/or patients with comorbidities that increase opioid risk, 

arrangements should be made to increase the frequency for follow-up 
 Avoid increasing doses to > 90 MME/day  

 
Considerations when formulating a plan for opioid taper: 
1. Determine if a dose reduction is reasonable or if complete discontinuation is more suitable 
2. Several factors go into the speed of taper selected  

  gradual tapers are often the most tolerable and can be completed over a few months 

  the longer the duration of previous opioid therapy, the longer the taper should be 
3. Initial daily dose reduction of 10% every 4 weeks until 1/3 of the original dose is reached, then smaller dose 

reductions (e.g. 5%) every 4 weeks may be optimal for a successful taper3 
4. More rapid tapers may be required in certain instances 
5. Strongly caution patients that it takes as little as a week to lose their tolerance and that they are at  

risk of an overdose if they resume their original dose. 

Warning!!! 
If a patient is taking more than their prescribed dosage of opioids, before deciding to change therapy, look for the 
following “Red Flags” which may indicate a need for urgent evaluation: 2 

- Progressive numbness or weakness 
- Progressive changes in bowel or bladder function 
- Unexplained weight loss 
- History of internal malignancy which has not been re-staged  
- Signs of infection (fever, recent skin or urinary infection, immunosuppression, IV drug use) 
Arrange Primary Care and/or Emergency Department urgent/emergent evaluation if any of the above are present 
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During the Taper: Example Opioid Tapers 

Example Tapers for Opioids 3-7 

Slowest Taper (over years) 
Reduce by 2-10% every  4-8 
weeks with pauses in taper as 
needed 
Consider for patients taking high 
doses of long acting opioids for many 
years 

Slower Taper (over months 
or years) 
Reduce by 5-20% every 4 
weeks with pauses in taper 
as needed 
MOST COMMON TAPER 

Fast Taper (over weeks) 
Reduce by 10-20% every 
week  
 

Rapid Taper (over days)** 
Reduce by 20-50% of first 
dose if needed, then 
reduce by 10-20% every 
day 
  

Ex: morphine SR 90mg Q8h = 270 
MEDD 
 
Month 1: 90mg qam, 75mg noon, 
90mg qpm [5% reduction] 
Month 2: 75mg qam, 75mg noon, 
90mg qpm  
Month 3: 75mg (60mg+15mg) 
Q8h 
Month 4: 75mg qam, 60mg noon, 
75mg qpm 
Month 5: 60mg qam, 60mg noon, 
75mg qpm 
Month 6: 60mg Q8h 
Month 7: 60mg qam, 45mg noon, 
60mg qpm 
Month 8: 45mg qam, 60mg noon, 
45mg qpm 
Month 9: 45mg Q8h 

Continue taper based on Veteran 
response, pausing the taper as 
needed.* 

Ex: morphine SR 90mg Q8h = 
270 MEDD 
 
Month 1: 75mg 
(60mg+15mg) Q8h [16% 
reduction] 
Month 2: 60mg Q8h 
Month 3: 45mg Q8h 
Month 4: 30mg Q8h 
Month 5: 15mg Q8h 
Month 6: 15mg Q12h 
Month 7: 15mg QHS* 
*can consider morphine IR 
15mg ½ tablet (7.5mg) twice 
daily 

Ex: morphine SR 90mg Q8h 
= 270 MEDD 
 
Week 1: 75mg SR Q8h 
[16% reduction] 
Week 2: 60mg SR (15mg x 
4) Q8h  
Week 3: 45mg SR (15mg x 
3) Q8h  
Week 4: 30mg SR (15mg x 
2) Q8h 
Week 5: 15mg SR Q8h 
Week 6: 15mg SR Q12h 
Week 7: 15mg SR QHS x 7 
days, then stop 

Ex: morphine SR 90mg Q8h 
= 270 MEDD 
 
Day 1: 60mg SR (15mg x 4) 
Q8h [33% reduction] 
Day 2: 45mg SR (15mg x 3) 
Q8h 
Day 3: 30mg SR (15mg x 2) 
Q8h 
Day 4: 15mg Q8h 
Days 5-7: 15mg Q12h 
Days 8-11: 15mg QHS, 
then stop 
 

*Pauses in the taper may allow the patient time to acquire new skills for management of pain and emotional distress while 
allowing for neurobiological equilibration.  **Rapid tapers can cause withdrawal effects and patients should be treated with 
adjunctive medications to minimize these effects; may need to consider admitting the patient.  If patients are on both long 
acting and short acting opioid the decision on which formulation to be tapered first needs to be individualized based on 
medical history, mental health diagnoses, and patient preference.  Data shows that overdose risk are greater with long acting 
preparations. 
 

 
Example taper: How to communicate the dose reduction to the veteran 
Patient is currently taking Morphine SR 60mg 1 tablet every 8 hours.  Goal is to reduce dose of Morphine to SR 
30mg every 8 hours using a slow taper.  Dose will reduce by 15mg every 10 days. 
Using Morphine SR 15mg tablets, follow the schedule below: 

 Morning Afternoon Evening 

Days  1 to 10 4 tablets = 60mg 3 tablets  = 45mg 4 tablets = 60mg 

Days 11 to 20 3 tablets = 45 mg 3 tablets = 45mg 4 tablets = 60mg  

Days 21 to 30 3 tablets = 45mg  3 tablets = 45mg  3 tablets = 45mg 
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Scenario 1:  Veteran is tolerating the taper 
 

 
 

Scenario 2:  Veteran is resisting further reduction 

 
 
 

During the taper: Follow up with the veteran  
Follow up 

Slowest Taper (over years) 

When: 
1-2 weeks after starting 
taper then monthly  
 
 
 
Who:  
Provider, RN, Clinical 
Pharmacy Specialist 
 
How: 
Clinic  and/or telephone 

Slower Taper (over months) 

When: 
1-2 weeks after starting 
taper then monthly before 
each reduction 
 
 
Who:  
Provider, RN, Clinical 
Pharmacy Specialist 
 
How: 
Clinic  and/or telephone  

Faster Taper (over weeks) 

When: 
Weekly  before each dose 
reduction 
 
 
 
Who:  
Provider, RN, Clinical 
Pharmacy Specialist 
 
How: 
Clinic and/or telephone 

Rapid Taper (over days) 

When: 
Daily before each dose 
reduction or if available offer 
inpatient admission for rapid 
taper if clinically appropriate 
 
Who:  
Specialist, Provider, RN, 
Clinical Pharmacy Specialist 
 
How:  
Hospital, clinic or telephone 
 

Monitor the following pain outcome measures before and during the taper: Patient Function* and Pain Intensity, Sleep,  
Physical activity, Personal goals, Stress Level 

Providers will need to determine whether a telephone follow up or in clinic follow up is appropriate based on the risk 
category of the veteran.  A veteran with high risk due to a medical condition may have decompensation during the taper 
and may require a clinic visit over telephone follow up. If there are issues with the veteran obtaining outside 
prescriptions or other aberrant behaviors during the taper may also be better served with a clinic visit to address. 

*Quality of Life Scale for patients with pain: https://www.theacpa.org/uploads/documents/Quality_of_Life_Scale.pdf 

 

Follow up in the first  
1-2 weeks of taper

If veteran doing well 
and felling comfortable

Continue strategy of 
reducing to Morphine 
SR 30mg every 8 hours

Follow up in the first 
1-2 weeks of taper

If veteran feeling anxious 
and resisting another 

reduction

If safe, remain at 
Morphine SR 45mg every 8 

hours, schedule 
reassessment in 1 month

Review the risk of the taper vs 

the benefit of remaining at the 

current dose at each step in 

the taper and, if necessary, 

adjust the speed of the taper 

according to the response of 

the veteran 

Follow up in 2-4 weeks to 

determine the next step 

in the taper 
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During the Taper: Managing Withdrawal Symptoms8 

Short term oral medications can be utilized to assist with managing the withdrawal symptoms especially when 
prescribing fast tapers. Do not treat withdrawal symptoms with an opioid or benzodiazepine.  
 

 Withdrawal symptoms may not be seen with a gradual taper 

 Early symptoms generally resolve 5-10 days following opioid dose reduction/cessation but may take 
longer depending on the half-life of the opioid (e.g. methadone).  

 Some symptoms of withdrawal (dysphoria, insomnia) and prolonged craving may take longer 

 Patients with chronic pain may find that symptoms such as fatigue and general well-being improve 
over time and gains in functioning are possible 
 

Early Symptoms 
Hours to Days 

Late Symptoms 
Days to Weeks 

Prolonged Symptoms 
Weeks to Months 

 Anxiety/restlessness 

 Rapid short respirations 

 Runny nose, tearing eyes, 
sweating 

 Insomnia  

 Dilated reactive pupils 

 Runny nose, tearing eyes 

 Rapid breathing, yawing 

 Tremor, diffuse muscle spasms/aches 

 Pilo-erection 

 Nausea and vomiting; diarrhea 

 Abdominal pain 

 Fever, chills 

 Increase white blood cells if sudden 
withdrawal 

 Irritability, fatigue 

 Bradycardia 

 Decreased body 
temperature 

 Craving  

 Insomnia 

 

Consider Use of Adjuvant Medications During Taper 9-16
  

Generally Not Needed if Utilizing a Gradual Taper
 

Withdrawal symptoms 
(not  effective for 
anxiety, restlessness, 
insomnia, and muscular 
aching) 
 
 

o Clonidine 0.1 -0.2 mg oral every 6-8 hours; hold dose if blood pressure <90/60 mmHg 
(0.1-0.2 mg  2-4 times daily is commonly used in the outpatient setting)  
o Recommend test dose (0.1 mg oral) with blood pressure check one hour post dose ; 

obtain daily blood pressure checks; increasing dose requires additional blood 
pressure checks 

o Reevaluate in 3-7 days; taper to stop; Average duration 15 days 
o Baclofen 5mg 3 x daily may  increase to 40 mg total daily dose6-9  

o Revaluate in 3-7 days; average duration 15 days 
o May continue after acute withdrawal to help decrease cravings 
o Should be tapered when baclofen is discontinued 

o Gabapentin start at 100-300mg and titrate to 1800-2100mg divided in 2-3 daily doses 
o Can help reduce withdrawal symptoms and help with pain and sleep 

Anxiety, dysphoria, 
lacrimation, rhinorrhea 

o Hydroxyzine 25-50 mg three times a day as needed 
o Diphenhydramine 25 mg every 6 hours as needed 

Myalgias o NSAIDs (e.g. naproxen 375-500 mg twice daily or ibuprofen 400-600 mg four times daily) 
o Acetaminophen 650 mg every 6 hrs as needed 

Sleep disturbance o Trazodone 25-300 mg orally at bedtime  

Nausea o Prochlorperazine 5-10 mg every 4 hrs as needed 
o Promethazine 25mg orally or rectally every 6 hours as needed 
o Ondansetron 8mg every 12 hours as needed 

Diarrhea o Loperamide 4 mg orally initially, then 2mg with each loose stool, not to exceed 16 mg 
daily 

o Bismuth subsalicylate 524 mg every 0.5- 1 hour orally, not to exceed 4192 mg/day 
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Opioid Use Disorder (OUD) 

Many studies show that a significant subset of patients on chronic opioid therapy will have opioid use 

disorder. It is helpful to determine if this is one of the comorbidities impacting opioid safety. If Opioid 

Use Disorder is diagnosed it is important to work with Substance Use Disorder (SUD) providers and 

others trained in treatment of OUD with Medication Assisted Treatment (Buprenorphine/Naloxone, 

Methadone, or Naltrexone) to determine if this is indicated as part of the patient’s treatment plan.  

 

Online Resources Available: 
Brainman & Understanding Pain (2-3 min): http://www.dvcipm.org/clinical-resources/joint-pain-education-project-jpep 
Videos for Veteran to Understand Their own role in Healing (American Chronic Pain Association (ACPA):  

 Four flat tires: http://www.theacpa.org/a-car-with-four-flat-tires 

 Veterans in Pain: http://www.theacpa.org/video/veteransinpain 
Videos Instructing on Self-paced Exercise: 

 Exercise Guidelines: http://www.youtube.com/watch?v=gN-WwxfPIZo 
Other Web based Education for Back Pain, Neck Pain, and Headaches: 

 http://www.nlm.nih.gov/medlineplus/tutorials/backexercises/htm/_yes_50_no_0.htm 

 http://www.knowyourback.org/Pages/BackPainPrevention/Exercise/ExerciseVideo.aspx 

 http://www.knowyourback.org/Documents/Cervical_Exercise.pdf 

 http://www.nlm.nih.gov/medlineplus/tutorials/headacheandmigraine/htm/lesson.htm 
Deep Breathing Exercises: 

 http://www.youtube.com/watch?v=YdsipKCACac 

 http://www.t2.health.mil/apps/breathe2relax  (Phone app) 
Progressive Muscle Relaxation Techniques: 

 http://www.militaryonesource.mil/deployment?content_id=269532 
VA Dashboards that can identify high risk veterans on opioid therapy:: 

 OTRR (VSSC Opioid Therapy Risk Report) 
https://securereports2.vssc.med.va.gov/ReportServer/Pages/ReportViewer.aspx?/PC/Almanac/PAIN_ProviderWEB&r
s:Command=Render 

 STORM tool  https://spsites.dwh.cdw.portal.va.gov/sites/OMHO_PsychPharm/Pages/Real-Time-STORM-
Dashboard.aspx 
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