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Learning Objectives

1. Discuss the key recommendations for opioid taper and rotations from the 

2017 Canadian Guideline for Opioid Therapy in Chronic Non-Cancer Pain

2. With regards to opioid therapy adjustments:  

o Identify when an opioid taper or rotation would be indicated

o Describe how one would facilitate a conversation about tapering with patients

3. Apply clinical principles to guide an approach for opioid tapers or rotations.  

4. Describe common challenging opioid taper scenarios through case 

discussions.  
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National Opioid Prescribing Trends

Canada is one of the top two

countries having the highest

prescription opioid

consumption in the world (2015)

https://ppsg.medicine.wisc.edu/chart
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Cases of Opioid related Morbidity/Mortality - Ontario

https://www.publichealthontario.ca/en/DataAndAnalytics/Pages/Opioid.aspx#/drug

Data last updated: 2018-09-13 
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Efficacy of Opioids

ÅOpioids may have little to no difference in pain compared to NSAIDs, TCAs 

or nabilone

ÅOpioids may have little to no difference in improvements in physical 

function compared to NSAIDs, anticonvulsants, TCAs or nabilone

ÅOpioids have a moderate effect on pain (10-20% difference on pain 

scale)           

ÅOpioids have a small effect on function (<10% change on function 

scale)

Canadian Guideline for Opioids for Chronic Non-Cancer Pain 2017
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Efficacy of Opioids-SPACE trial 

Kreb EE et al JAMA 2018

P 240 Veterans Affairs patients with moderate to severe chronic back pain or hip/knee osteoarthritis pain

Mean age- 58.3 years; women (13.0%)

I Step 1- morphine IR, oxycodone, or hydrocodone/acetaminophen

Step 2 -morphine SR, oxycodone SR. 

Step 3 was transdermal fentanyl.

C Step 1- acetaminophen and NSAIDs

Step 2 -nortriptyline, amitriptyline, gabapentin) and topical analgesics (ie, capsaicin, lidocaine). 

Step 3 pregabalin, duloxetine and tramadol

O Primary outcome: pain-related function (Brief Pain Inventory [BPI] interference) 

Secondary outcome: pain intensity (BPI severity scale)

Primary adverse outcome: medication-related symptoms (patient-reported checklist)

Å Groups did not significantly differ on pain-related function

Å Pain intensity significantly better in the nonopioid group than opioid group (4 vs 3.5)

Å Adverse medication-related symptoms occurred more in the opioid group

12-month, single blind, randomized trial

Max: 100 MEQ
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Risks of Opioids

Side effects ÅConstipation

ÅPuritis

ÅDry mouth 

ÅFragmented sleep 

ÅCognitive dulling, Dizziness

ÅNausea, vomiting

Medical Complications ÅSexual dysfunction 

ÅOsteoporosis and fractures

ÅImmune dysfunction

ÅAbuse and misuse ~5-10%

ÅIncrease pain perception -ñhyperalgesiaò

ÅCentral sleep apnea
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Opioid Dose and Mortality

Gomes T. et al. Arch Intern Med 2011
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Opioid Dose and Overdose

Risk/year of fatal and non-fatal opioid overdose in patients with 

chronic pain is DOSE dependent 

Å<20mg MED:  0.1% (fatal), 0.2% (non-fatal) 

Å 20-49mg MED:  0.14% (fatal)

Å50-99mg MED:  0.18% (fatal), 0.7% (non-fatal)

Å>100mg MED:  0.23% (fatal), 0.8% (non-fatal)

Busse J.W et al. 16th World Congress on Pain-Poster 2016. 2017
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Balancing Act
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Å Ten key recommendations

Å Qualifying remarks, values and preferences are 

important parts of the Guideline recommendations 

meant to facilitate accurate interpretation.

Å Strong recommendations indicate that all or almost 

all fully informed patients would choose the 

recommended course of action

Å Weak recommendations indicate that the majority 

of informed patients would choose the suggested 

course of action, but an appreciable minority would 

not. 
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Canadian Guidelines for Opioids 2017 

Initiation and Dosing of Opioids for CNCP

WEAK RECOMMENDATIONS STRONG RECOMMENDATIONS

Consider adding opioids in patients without current or past 

substance use disorder, or other active psychiatric disorders

Optimize non-opioid pharmacotherapy and non-

pharmacological therapy, rather than a trial of opioids

For patients with active psychiatric disorders, stabilize the 

disorder before a trial of opioids is considered.   

For patients with an active substance use disorder we 

recommend against the use of opioids

For patients with a history of substance use disorder, continue 

nonopioid therapy rather than a trial of opioids.  

Restrict to less 90mg morphine equivalents daily rather 

than no upper limit or a higher limit on dosing

For patients who are beginning opioid therapy, restrict the 

prescribed dose to less than 50mg morphine equivalents daily.
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Canadian Guidelines for Opioids 2017

Rotation and Tapering of Opioids for CNCP

For patients who have persistent problematic pain and/or problematic adverse effects on 

opioids rotation to other opioids rather than keeping the opioid the same

WEAK 

For patients who are currently using 90mg morphine equivalents of opioids per day or more

taper opioids to the lowest effective dose, potentially including discontinuation, rather than 

making no change in opioid therapy.

WEAK 

For patients who are using opioids and experiencing serious challenges in tapering: a formal 

multidisciplinary program.

STRONG
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When are Opioids not Appropriate?

Relative Contraindications Absolute Contraindications

Å Low back pain, headache, and 

fibromyalgia

Å Irresponsible opioid management

Å Social instability

Å Acute psychiatric instability, high 

suicide risk

Å Past substance abuse

Å Pregnancy

Å Current substance abuse

Å Absence of pathology

Å Illegal activity: diversion, prescription 

forgery, active illicit drug use, history 

of significant illegal activity

Canadian Guideline for Opioids for Chronic Non-Cancer Pain 2010, 2017
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WHEN to Consider Tapering

NO Benefit 
(Pain and 
Function)

Adverse 
effects

Medical 
complications

Ó 90 
Morphine 
equivalent 

dose

Misuse Risks

Consider Opioid TAPER

nationalpaincentre.mcmaster.ca/opioid/
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WHY Consider a Taper

ÅAvailable evidence and clinical experience suggest that the BENEFITS of a 

taper include:

ïSame or improved subjective pain ratings

ï Improved function and mood

Why does tapering help?

ÅResolution of end-dose withdrawal symptoms

ÅOpioid-induced fatigue, sedation, dysphoria

ÅPatients more active, energetic so pain perception improves

Baron M et al. J Opioid Manag 2006 

Harden P et al.  Pain Med. 2015

Krumova et al.  Clin J Pain 2013
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HOW to Prepare for a Taper

ÅMobilize team-allied health, patientôs friends/family supports

ÅOptimize non-opioid agents as well as non-pharmacological strategies

ÅAddress mood and sleep issues

ÅStrategies

ÅOpioid rotation 

ÅOpioid tapering 

ÅProactive management of withdrawal symptoms
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HOW to Intervene 

ÅDevelop a Therapeutic Relationship 

ÅTrust, respect, support, non-judgmental

ÅNo power imbalance or negotiation 

ÅEmpathy towards their pain and suffering

ÅAssess readiness for change

ÅManage expectations

ÅMay take several encounters
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Clinical Precautions

1. Pregnancy: Rapid and severe opioid withdrawal is associated with premature labour and 

spontaneous abortion.

2. Unstable medical and psychiatric conditions: Opioid withdrawal can cause significant anxiety 

and insomnia which may exacerbate unstable medical and psychiatric conditions.

3. Misuse to opioids (multiple doctors or ñstreet use:ò ) Outpatient tapering is unlikely to succeed 

if patient regularly accesses opioids from other sources; such patients are usually best 

managed in an opioid agonist treatment program (methadone or buprenorphine).

4. Concurrent medications: Avoid sedative-hypnotic drugs (benzodiazepines)

Canadian Guideline for Opioids for

Chronic Non-Cancer Pain 2010, 2017
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Opioid Taper ïScenarios

1. If a patient is on both short and long-acting opioids how should one initiate the taper?
Å Consolidate and rotate all opioids to one new, extended-release oral opioid. 

Å Ask patient to consider which formulation they may want to start tapering

2. How rapid can opioids be tapered?
Å Dose reduction can range from 5-10% of the total daily dose every 3 days, weekly, monthly or every 2 months. 

Å Once 1/3 of the original dose is reached, smaller dose reductions (e.g. 5% every 2Ȥ4+ weeks) may be required. 

The taper rate can vary from patient to patient 

3. What is the role of short/fast acting opioids during a taper?
Å Avoid fasting acting opioids- fluctuations in short-acting opioids delay the taper process and may increase inter-

dose withdrawal symptoms

Å May be a role at the end of tapers, when extended-release medications are at the lowest available strength and 

patients are not able to discontinue further 

Murphy et al. CPJ 2018



Toronto Academic Pain Medicine Institute

Opioid Taper Precautions

ÅWarn patients not resume original dose of opioids after their taper 

has begun

ïIncreased risks of overdose

ÅProvide opioid overdose education and 

dispense naloxone kit

ÅIt takes as little as ~3-7 days to lose 

tolerance, patients are at risk of 

overdose if they resume original dose
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Opioid Taper Precautions

ÅNEVER QUICKLY OR ABRUPTLY STOP OPIOIDS

ÅPatients experience severe withdrawal and may turn to the illicit 

market for relief, or obtain from other sources

ïThey are then at high risk for overdose because of lost tolerance

ïFentanyl added to illicit opioids



Opioid Rotation- Approach  

Å Patients who have not responded to or do not tolerate one 
opioid may respond to a switch 

Å 2004 Cochrane review most reports concluded that opioid 
switching is a useful clinical technique for improving pain 
control and/or reducing opioid-related side effects.

Å Rotation to other opioids may result in a large improvement 
in pain and physical function

Å Discount new opioid dose by 50% to account for incomplete 
cross tolerance 

Quigley C. Cochrane Database SystRev. 2004

Canadian Guideline for Opioids for Chronic Non-Cancer Pain 2017


