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Important Notes:

e These recommendations were initially developed by Kaiser Permanente and then modified and endorsed by Safe Med LA and the California Society
of Addiction Medicine’s (CSAM) Committee on Opioids. They are based on recommendations and guidelines from the Centers for Disease Control
and Prevention (CDC), CSAM, and other subject matter experts.

e As with any clinical recommendations, provider judgment should govern considerations involved in high quality and evidence-based patient care.

e Importantly, these recommendations should not be interpreted to require involuntary and/or rapid tapers, which can be more harmful than they
are beneficial by putting patients at risk for poor outcomes such as medical and/or psychiatric decompensation, relapse or illicit drug use,
overdose, and self-harm. Tapering decisions must be made based on the individual circumstances of each case, with careful consideration of the
risks and benefits.

e Prescribers need to be aware of additional local, state, and federal laws and regulations involving opioid prescribing that may supersede these
recommendations.

e Forany prescribing outside of these recommendations, it is highly advised that the reason(s) be documented in the patient’s medical record.

e These recommendations do NOT pertain to palliative care, end-of-life (hospice), or active cancer treatment.

FOCUS AREA #1 — SAFE OPIOID PRESCRIBING

FOCUS AREA RECOMMENDATIONS
Patients with acute non-surgical pain
1. If an opioid is needed, offer a non-refillable prescription with a maximum 3-day supply.
*Rarely will more tablets be required. However, clinically appropriate exceptions may be considered on a case-by-case
basis and in these instances should require additional patient assessment to justify that the benefits outweigh the risks.
Patients with acute post-procedural and/or post-surgical pain
1. If an opioid is needed, recommend offering a non-refillable prescription with a maximum 5-day supply.
*Rarely will more tablets be required. However, clinically appropriate exceptions may be considered on a case-by-case
basis and in these instances should require additional patient assessment to justify that the benefits outweigh the risks.
2. Ifalonger course of opioid therapy is needed to manage severe pain, avoid more than 10-12 days total to decrease the risk
of side effects and long-term dependence.
Additional Risk Mitigation Strategies
Goals of Pain Treatment with Opioids and Expectation-Setting
1. Treat with opioids at the lowest effective dose for the shortest duration of therapy necessary for severe pain management,
realizing there may be specific situations in which a longer course may be needed.
2. Avoid new dependence/addiction by deferring the use of opioids and employing non-pharmacologic and non-opioid
therapies first, reserving opioids for only when necessary.

Use safer opioid
prescribing practices in
opioid-naive patients
with severe, acute pain
to avoid overprescribing
and minimize potential
for physical dependence
and/or addiction.
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3.

4.

Consider opioids only when benefits are likely to outweigh risks. Studies show increasing rates of drug dependence after
just 3-5 days of opioid prescribing, with potential adverse long-term consequences.

Engaging patients in discussions about their pain and setting realistic expectations regarding pain management is critical.
Rather than “zero pain,” the preferred aim is to achieve “functional pain,” whereby pain is controlled to a degree that
patients can function.

Opioid Formulation and Dosing Considerations

5.

10.

Consider non-opioid pharmacotherapy initially
o Consider short-acting opioids such as hydrocodone or oxycodone for patients with acute, severe pain when other
non-opioid medications, such as acetaminophen and/or ibuprofen, are not sufficient.
Avoid combination medication such as Norco® or Vicodin®
o Instead, consider opioid monotherapy (e.g., oxycodone or immediate-release morphine), as monotherapy allows for
the maximization of non-opioid medications such as acetaminophen or ibuprofen.
Avoid tramadol as a first-line opioid therapy for acute pain.
o Tramadol’s analgesic effects are less than hydrocodone or oxycodone and its onset of action requires several days of
therapy for maximal effect.
Avoid long-acting opioid prescriptions (including XL, SR and ER formulations, methadone, and fentanyl patches) for patients
with acute pain.
Avoid range dosing (e.g., “one-two tablets every four to six hours”). Instead, provide more specific dosing directions (e.g.,
“use 1 tablet every six hours”).
When opioids are required for pain management, buprenorphine is FDA-approved for pain and possesses a safer risk profile
compared to full agonist opioids as a result of its ceiling effect as a partial agonist at the opioid receptor. In particular,
buprenorphine for pain may be considered in the following instances:
o Severe acute pain in patients with a history of opioid use disorder (OUD) that requires opioids (e.g., severe trauma in
patient with current or historical heroin use in emergency room)
o As asafer choice for patients with long-term, high-dose opioid use

Reassessing Risks/Benefits

11.

Reassess risks and benefits of opioid use periodically with patient to determine if ongoing opioid therapy continues to be
advisable. If increases in opioid dosages are needed, update treatment plan accordingly.

Prescribing to Minors

12.

In accordance with SB 1109, a provider is required to discuss specified information with the minor, the minor’s parent or
guardian, or another adult authorized to consent to the minor’s medical treatment before the first prescription for a minor
in a single course of treatment with opioid medication. That information includes the following:
o The risks of addiction and overdose associated with the use of opioids.
o Theincreased risk of addiction to an opioid to an individual who is suffering from both mental and substance abuse
disorders.
o The danger of taking an opioid with a benzodiazepine, alcohol, or another central nervous system depressant.
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Exceptions to this mandate include emergency care, emergency surgery, or if in the provider’s professional judgment,
fulfilling the requirement would be detrimental to the minor’s health or safety or in violation of the minor’s legal rights
regarding confidentiality.

Utilization of CURES

13. Consult CURES (per SB 482) the first time a controlled substance is prescribed. Exemptions include a non-refillable 7-day
supply for Emergency Department visits or a non-refillable 5-day supply after a surgical procedure.
14. Consult CURES (per SB 482) every 4 months if opioid medications remain part of the patient’s treatment plan.

Naloxone

15. Providers MUST offer naloxone to any patient under the following conditions (per AB 2760):
o >90 MME/day of prescribed opioids
o Concurrent prescription of opioids with a benzodiazepine
o Patient determined to be at increased risk for overdose, including those with a history of a substance use disorder
(SUD).
16. Consider other situations when patients on opioids should be prescribed or dispensed naloxone due to increased risk of
overdose:
o =50 MME/day
o >64yearsold
o Patient is exposed to peers with higher potential for misuse, overdose, and/or illicit drug use (e.g., teens, college
students)
17. Educate patients and family members on overdose identification and how to use naloxone.
Medications for Addiction Treatment (MAT)
18. Ensure individuals with an opioid use disorder (OUD), either directly in primary care/mental health settings or through a
facilitated referral to an addiction specialist, are offered MAT (see Focus Area #5 below for additional details).
Treatment Agreements
19. Although there are varying perspectives on the benefit of Treatment Agreements (aka “Pain Contracts”), they can be useful
to initiate and document a conversation with the patient regarding the risks of opioids (links to sample Treatment
Agreements can be found in the References/Resources below).
Urine Drug Screening
20. Recommend monitoring therapeutic adherence and assess for intoxicants with urine drug screening before starting opioids
for chronic pain and then on an ongoing basis at a frequency appropriate to the patient’s risk factors. Traditional urine
toxicology testing does not include fentanyl and buprenorphine. If there is clinical concern for use of these substances, add
this testing.
Safe Drug Storage and Disposal
21. Advise patients to keep all opioids and other medications in a safe, secure, and non-public location.
22. Urge patients and family members to safely and responsibly dispose of expired, unwanted, and/or unused medications,
including opioids (see the References/Resources below for additional details on safe drug disposal information).
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FOCUS AREA #2 — AVOID ESCALATING OPIOID DOSES

FOCUS AREA

RECOMMENDATIONS

Avoid escalating opioid
doses and placing
patients at higher risk of
overdose and death.

1. The recommended starting dose for acute pain is less than or equal to 20 MME/day, and the maximum suggested dosage of

opioids is up to 49 MME/day in opioid-naive patients.* Avoid increasing the dose of opioids to 50 MME/day or higher. If
patients are already on doses 50 MME/day or higher, these recommendations should not be interpreted to require
involuntary and/or rapid tapers, which can be more harmful than they are beneficial by putting patients at risk for poor
outcomes such as medical and/or psychiatric decompensation, relapse or illicit drug use, overdose, and self-harm. Tapering
decisions must be made based on the individual circumstances of each case, with careful consideration of the risks and
benefits.

Consider using alternative non-pharmacologic and non-opioid therapies to prevent escalation of opioid doses.

There is no evidence to support the use of ever-increasing doses of opioids for non-cancer pain and there is clear evidence
that this can lead to harm.

Clinical judgment should govern specific patient conditions or situations. Exceptions should require additional patient
assessment to justify that the benefits outweigh the risks.

4. When necessary and possible, consider consultation with a pain or palliative specialist.

* Qpioid-naive versus opioid-tolerant

Opioid-naive patients are often defined as patients who have not used any form of opioids (legal or illegal) in the previous 6
months. Opioid-tolerant patients have previous recent use of opioids (legal or illegal) that may result in requiring higher
doses of opioids to achieve similar pain-relieving results.
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FOCUS AREA #3 — AVOID DANGEROUS MEDICATION COMBINATIONS

FOCUS AREA RECOMMENDATIONS

Avoid medication
combinations that place
a patient at higher risk
of overdose and death.

1. Avoid concurrent prescribing of opioids and benzodiazepines and/or other sedative-hypnotics (e.g., drugs for insomnia, such
as zolpidem or eszopiclone, skeletal muscle relaxants, and barbiturates) due to significantly increased risk of opioid overdose
and death. Some evidence also suggested increased risk of overdose and death with concurrent prescribing of gabapentin
and pregabalin.

2. Ifa patientis unable to discontinue concurrent use of a benzodiazepine, other sedative-hypnotics, or skeletal muscle relaxant
with opioids, the risks and benefits of the combination should be discussed with the patient. Lower starting dosages of
opioids are recommended (e.g. 20 MME/day) when concurrently prescribed with benzodiazepines and/or other sedative-
hypnotics. Justification for dosage and drug combinations should be documented in the medical record.

3. The CDC recommends urine drug screens should be ordered upon initiation of opioids for chronic painful conditions and then
yearly after that to evaluate if the patient is taking legal or illicit drugs and to verify the patient is taking the medications as
prescribed.

4. Providers must offer naloxone to any patient under the following conditions (per AB 2760):

o >90 MME/day of prescribed opioids
o Concurrent prescription of opioids with a benzodiazepine
o Patient determined to be at increased risk for overdose, including those with a history of substance use disorder (SUD)
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FOCUS AREA #4 — SAFE TAPERING PRACTICES

FOCUS AREA

RECOMMENDATIONS

For chronic pain
patients, safely taper
down from higher-dose
opioids to lower, safer
doses.

*Excludes palliative,
end-of-life (hospice), and
active cancer patients.

Tapering schedules should be individualized, performed safely, minimize symptoms of opioid withdrawal, and maximize pain
treatment with non-opioid and non-pharmacologic therapies (see the References/Resources below for Sample Tapering
Guidelines).

Although safely tapering down from higher-dose opioids is recommended, involuntary and/or rapid tapers can lead to more harm
than benefit by putting patients at risk for poor outcomes such as medical and/or psychiatric decompensation, relapse or illicit
drug use, overdose, and self-harm. Tapering decisions must be made based on the individual circumstances of each case, with
careful consideration of the risks and benefits.

1.

Rapidity of voluntary tapering should be patient-specific and completed in a safe manner. Tapering may range from 5-10%
per week to 5-10% per month or longer when necessary depending on the risk of harm, patient’s clinical need, and/or
clinical judgment.

During a taper of prescription opioids, the patient should be carefully monitored through clinical visits and urine toxicology
testing. Some patients will exhibit symptoms of an opioid use disorder during a taper. For these individuals, they would
benefit from transition to buprenorphine-naloxone for pain and OUD.

Decreasing or discontinuing opioids is a high-risk time for patients, and management of withdrawal symptoms is critical to
the success of any taper regimen. Management may include slowing the taper, providing as-needed medications for
symptoms, or transition to buprenorphine-naloxone for a person with pain and an OUD. Given the pharmacology of
buprenorphine and its ceiling effect as a partial agonist at the opioid receptor as opposed to a full agonist, its risk profile
makes it a safer alternative compared to full agonists, particularly for patients with long-term, high-dose opioid use. Most
importantly for patients, observational evidence indicates that pain control is improved among patients with chronic pain
who transition from high-dose opioids to buprenorphine.

The goal is to minimize risk and maximize benefit for individual patients. While striving to taper patients to < 90 MME/day of
opioids is reasonable, involuntary and/or rapid tapers can lead to more harm than benefit, particularly when the individual
circumstances of each case is not considered. Patients with a long history of high-dose opioids or with medical and/or
psychiatric co-morbidities may be unable to be safely maintained at < 90 MME/day of opioids. In these cases, the risk of
medical and/or psychiatric decompensation, relapse or illicit drug use, overdose, and self-harm must be considered when
determining the best tapering approach and final stabilizing opioid dose.

Patients who are on a combination of benzodiazepines or other sedative-hypnotics along with an opioid medication are at
higher risk for an overdose and death. Discussion with the patient and family regarding the ongoing risks and benefits is
paramount. Tapering of either the opioid or sedative-hypnotic to the lowest effective dose in a safe, voluntary manner is
recommended.

Strongly consider safely tapering down or transitioning patients from full agonist opioids to the partial agonist buprenorphine
if the patient:
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o Experiences overdose or another serious adverse event
o Has or exhibits other risk factors for overdose
o Has a concomitant opioid use disorder
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FOCUS AREA #5 — CONCURRENT DRUG AND ALCOHOL USE

FOCUS AREA

RECOMMENDATIONS

Avoid combining opioids
with drugs and alcohol 2.
due to higher risk of
overdose and death.

Carefully consider the use of opioid medications in individuals with a history of illicit drug, cannabinoids, and/or alcohol use.*
The risk of overdose and development of an opioid use disorder (OUD) is higher in these cases, and therefore the provider
should carefully evaluate the use of opioids to justify that the benefits outweigh the risks.

*Importantly, substance use is not an indication for involuntary and/or rapid taper of a patient with long-term opioid use.
While concurrent use of opioids and substances with depressant effects (e.g., alcohol, sedatives, etc.) does result in higher
risk for overdose and death, involuntary and/or rapid tapers can also result in similar poor outcomes, and thus clinical
decisions in these instances must balance overall risks and benefits in each individual case. Opioids can be offered to
individuals who also use cannabinoids, but the concurrent use of cannabis and opioids is associated with cognitive
impairment and other risks.

The risks, benefits, and alternative therapies for pain should be reviewed with the patient and family. The patient’s informed
consent should be documented in the medical record.
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FOCUS AREA #6 — OPIOID USE DISORDER AND MEDICATIONS FOR ADDICTION TREATMENT

FOCUS AREA RECOMMENDATIONS

1. Clinicians should screen for substance use disorders in patients, including opioid use disorder (OUD), when prescribing
opioids. The diagnosis of a substance use disorder (SUD) is more likely when aberrant medication taking behaviors and
functional and social impairments that result from substance use (including prescription opioids) are present (see the
References/Resources below for screening and referral resources).

2. Primary care providers should provide patients with medications to treat OUD (e.g., buprenorphine-naloxone, naltrexone) or
should refer these patients to a clinician who offers medications for opioid use disorder. Providers can become waivered by

It is important for the DEA to prescribe buprenorphine-naloxone for opioid use disorder by maintaining a DEA certificate and obtaining X-
providers to recognize waiver training (see the References/Resources for information on treatment for substance use in primary care settings).
opioid use disorder. 3. Emergency department providers should administer buprenorphine to patients presenting with signs and symptoms of
Initiation and/or referral opioid withdrawal, and, if the patient has an opioid use disorder, refer these patients to appropriate community-based
for ongoing treatment is substance use treatment (see the References/Resources below for information about treatment of opioid use disorders in
vital. hospital settings and screening and referral resources).

4. When a patient confirmed to be receiving outpatient methadone or buprenorphine-naloxone maintenance treatment is
admitted to a hospital for a non-substance use disorder medical condition, the hospital should continue these maintenance
medications. In these instances where methadone or buprenorphine maintenance treatment are continued in a hospital
setting, a separate federal license or X-waiver for buprenorphine is not necessary (see the References/Resources below for
information about treatment of opioid use disorders in hospital settings).

5. When opioids are prescribed to individuals with a history of substance use, employ all appropriate opioid risk mitigation
strategies (see “Additional Risk Mitigation Strategies” in Focus Area #1 above for more details).
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