
                  

 

 

 

 

This guideline is to inform practitioners of the Standard of Care for providing safe and effective pain 
management, through the utilization of opioid medications. 

1. INITIATION OF OPIOID MEDICATION FOR ACUTE PAIN 
A. Determine if higher dose non-opioid pain medication has been tried and failed.  

1. Examples of such medications include, but are not limited to: ibuprofen 600-800 mg every 6-8 
hours, naproxen 500 mg every 8-12 hours, acetaminophen 1000 mg every 6 hours 

B. Determine patient’s level of pain and set goal for degree of pain relief that will be expected for 
dose and duration of selected opioid medication. 

C. Utilize Table A below for recommendations on which agents to use and number of tablets/MME 
targets, given patients reported pain level. 

D. Limit day supply quantity to the shortest reasonable duration 
1.  Acute pain control:  7 days 
2.  Emergency department discharge: 7 days 
3.  Post-surgical: 14 days 

TABLE A 
   OPIOID LIMITS BASED ON PAIN LEVEL 

 
 

Pain 

 
 

Average MME 

 
Prescription TOTAL 

MME 

 
Common average 
DAILY pill counts 

 
Commonly associated 
injuries, conditions, 

surgeries 
Minor  pain (1-3) No opioids 0 total MME  

 
---- 

Molar removal, sprains, non-
specific low back pain, 
headaches, fibromyalgia (new 
diagnosis), undiagnosed 
dental pain 

Moderate pain (4-7) 24 MME/day 0 to 3 days: 72 MME 
1 to 5 days: 120 MME 

4 hydrocodone 5mg, 
or 3 oxycodone 5 
mg, or 3 
hydromorphone 2 
mg 

Non-compound bone 
fractures, most soft tissue 
surgeries, most outpatient 
laproscopic surgeries, should 
arthroscopy 

Severe pain (8-10) 32 MME/day 0 to 3 days: 96 MME 
1 to 5 days: 160 MME 

6 hydrocodone 5 
mg, or 4 oxycodone 
5 mg, or 4 
hydromorphone 2 
mg 

Many non-laproscopic 
surgeries, maxillofacial 
surgery, total joint 
replacement, compound 
fracture repair 
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2. CHRONIC OPIOID UTILIZATION  
A. Purpose of therapy should be explicitly stated in the patient’s medical record; prescribing 

provider should indicate in the note, the initiation of therapy with stated goals and any 
documentation of opioid tapering. 

B. When authorizing prescriptions, it is imperative to add the duration that the quantity will be 
supplied for, “to last XX days”. 

C. Goals of treatment 
1. Improvement in functional status 
2. Improvement of 1-2 steps on the visual/analogue scale 
3. Improvement moves from severe to moderate, moderate to mild, or mild to none 
4. Achieving level of function desired 
5. It is important to note, that a decrease in the level of pain intensity that is not accompanied by 

improved function, is not considered meaningful. 
 

3. TAPERING OPIOIDS 
A. Opioid doses can be tapered for the purpose of utilizing a lower chronic dose or for complete 

discontinuation. 
B. Patients and providers should work together to determine if and when to taper opioids. Tapering 

is encouraged when, 
1. The patient requests dose reduction. 
2.  The patient does not have clinically meaningful improvement in pain and function. 
3.  Opioid dosages ≥ 50 MME/day without benefit and when used in combination with 

benzodiazepines. 
4.  Tolerance develops with long-term opioid utilization. 
5.  The patient shows signs of substance use disorder (e.g. work or family problems related to 

opioid use or difficultly controlling use). 
6. Suspicion arises that patient is no longer adhering to their pain contract. 

C. Tapering opioid doses should be done slowly over a period of time and patients should be offered 
support from other healthcare professionals to cope with any real or perceived withdrawal 
symptoms. 
1. Inform patients that most people have improved function without worse pain after tapering 

opioids. 
1. Acknowledge that while pain can initially be worse, this worsening of pain is brief. 

2.  General tapering guidance: 
1. Begin with a 10% reduction in original dose, each reduction should occur over a one week 

period. 
2. Some patients will respond better to a slower taper, i.e. 10% reduction in dose over one 

month periods. 
3. Utilize TABLE B, TABLE C and TABLE D for specific tapering instructions 

D. Considerations when tapering opioids 
1.  Adjust the rate of duration of the taper according to the patient’s response. 
2.  Once a patient beings a taper, do not reverse it; it may be necessary to pause or significantly 

slow the taper to monitor and manage withdrawal symptoms. 
3.  Once the smallest available dose is reached, the interval between doses can be extended and 

opioids can be stopped when taken less than once a day. 

 

 

 

 



TABLE B 
  KATRINA DIASTER WORKING GROUP SUGGESSTED TAPERING REGIMENS 
(AAPM 2005) 

1 Reduction of daily dose by 10% each day 
 Or 
2 Reduction of daily dose by 20% every 3-5 days 
 Or 
3 Reduction of daily dose by 25% each week 

 

 

TABLE C 
          CA SUGGESTED TAPERING REGIMENS FOR SHORT-ACTING OPIOIDS (USVA 2003) 

1 Decrease dose by 10% every 3-7 days 
 Or 
2 Decrease dose by 20-50% per day until lowest available dosage form is reached (e.g. 

5 mg oxycodone) 
  
3 Then, increase the dosing interval, eliminating one dose every 2-5 days 

 

TABLE D 
 VA SUGGESTED TAPERING REGIMENS FOR LONG-ACTING AGENTS (USVA 2003) 

Methadone  
 • Decrease dose by 20-50% per day to 30 mg/day, then  
 • Decrease by 5 mg/day every 2-5 days to 10 mg/day, then 
 • Decrease by 2.5 mg/day every 3-5 days 
  
Morphine CR 
(controlled-release) 

 

 • Decrease dose by 20-50% per day to 45 mg/day, then 
 • Decrease dose by 15 mg/day every 2-5 days 
  
Oxycodone CR 
(controlled-release) 

 

 • Decrease dose by 20-50% per day to 30 mg/day, then 
 • Decrease dose by 10 mg/day every 2-5 days 
  
Fentanyl  
 • First convert to another opioid, such as morphine CR or 

methadone and follow drug specific taper protocol 
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