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Learning Objectives

1. Introduce strategies for inheriting patients with chronic pain

2. Introduce compassionate tapering guidelines

3. Review resources for appropriate public health community response



Controlled Substance Stewardship:

Overview



Four Principles of Opioid Stewardship

1. There is no evidence for benefit from opioids in the treatment of chronic pain for a population of people 
and for some of the most common conditions for which opioids are prescribed (back pain, headaches, 
fibromyalgia, neuropathic pain and chronic regional pain syndrome) there is evidence of no benefit.

2. For people on daily opioids for chronic pain the lifetime prevalence of opioid use disorder (using DSM V 
criteria) may be as high as 35%, so in the instance of a challenging tapering experience this must be part of 
the differential diagnosis.

3. Emotional trauma and significant mental illness are much more likely to be present in people with chronic 
pain and should always be assessed and addressed.

4. The best approach to the treatment of chronic pain is almost always multi-faceted and pharmacologic 
interventions are not the most important of those approaches.



Controlled Substance Stewardship:
Strategies for Inheriting Patients with Chronic Pain 



Overview of Lesson Goals

• Acknowledge how unsettling a provider transition can be for both patients and the care team 

• Review responsibilities of the inheriting provider in navigating transitions 

• Offer reassurance that this work is difficult, but possible and can ultimately be very rewarding 

• Emphasize the importance of not externalizing responsibility 

• Discuss strategies for staff education & staff and provider safety 

• Address the potential for Board complaints to arise as a result of this work

• Understand that the distinction between physiologic dependence and a use disorder is not 

categorical 



Responsibilities of the Providers & Care Team

• Ensure consistent, aligned messaging to the patient 

• Reassure patients that this is being done well, that you care for them, 
and that you will be there to support them through the process 

• Repeat #1 and #2 



Language Examples for Navigating Conversations with Patients

“As better information has become available, we have learned that your dose of opioid has much 
higher risks than lower doses.
• Your risk of accidental overdose is increased 900%.
• Your risk of dying sooner than you otherwise would is increased 300%.
• You are increased risk of injury.
• You are at risk for becoming the victim of a crime.

As many as 4 out of 10 people taking opioids will develop an addiction, and they may not even know it.  
Taking opioids for even a short time causes dependence.  That means that you would have withdrawal 
symptoms if the meds were stopped suddenly.  Higher doses of opioids have not been shown to help 
and may actually increase your pain. Also, there are no studies that prove there is actual benefit from 
taking opioids for a long time and for problems like headaches, back pain, fibromyalgia and neuropathy 
good studies show that opioids do NOT help. Additionally, opioids increase the risk of heart disease, 
erectile dysfunction, severe constipation, depression, and suicidality.”



Language Examples for Navigating Conversations with Patients

We are going to gradually reduce your dose of opioid over time.  I know that this will be hard for you and 
that it is frightening.  My team and I will work with you and be here for you as we make this change.  We 
will offer a variety of resources and treatments to help with your pain and to help you cope with this 
change in your treatment plan.  I am confident that this is the right choice for you and that you will be 
safer and better when we complete this process.



Role of Other Members of the Care Team

• Behavioral health providers can play a vital, supportive role in helping 
have these difficult conversations with patients

• Use same messaging as PCPs, emphasize that patient will be supported 
every step of the way 

• Verbal and non-verbal communication of other care team members can 
have a profound impact: “We care about you, and we realize that this is 
difficult. We are here for you.” 



The Mechanics

Address medication changes in person if possible.
• NO blame, assume responsibility appropriately

Take a gradual approach if possible.
• 10% reduction at a time

Frequent follow ups and check ins.

Reframing of the PURPOSE of medication.
• “You no longer take this medication for pain, it’s only to keep 

you from being sick while we take you off.”

Consideration of different fear driven patient behaviors.



Controlled Substance Stewardship:
Strategies for Compassionate Tapering



Schmidt’s CSS Model: Compassionate Tapering

Start with Patient Centered Language

“I’ve been thinking a lot about your care.  As new information becomes available it is more and more 
apparent that these medications are not the right ones for your problem, and I think we need to move to 
a safer and more effective treatment plan.  I know this will be difficult for you and I know it is frightening 
to consider.  I will work with you and be available for you and we will get there together.”

OR

“I’ve been thinking a lot about your care.  As new information becomes available it is more and more 
apparent that your dose is unsafe, offers no benefit and may be making your pain worse.  I think we 
need to reduce your dose to a safer level. I know this will be difficult for you and I know it is frightening 
to consider.  I will work with you and be available for you and we will get there together.”



Schmidt’s CSS Model: Compassionate Tapering

Other Strategies Include:

• Put the plan in writing
• Frame the discussion around the patient and their safety
• Normalize the common reactions (i.e. anxiety, insomnia, achiness)
• Monitor while you taper (pill counts, UDS, PMP)
• Rate of taper can be customized but should be inexorable
• Talk to the patient about the nature of addiction, repeatedly
• Never reverse
• Rarely plateau
• No early refills, ever
• Constantly reassure
• Resist disparaging prior prescribers
• Use the force
• Maintain close contact, especially once taper is complete



Schmidt’s CSS Model: Compassionate Tapering

Risk Factors Driving Faster Tapering:

• COPD
• Sleep Apnea
• Heart disease
• On Benzodiazepines
• Suspicion of abuse or diversion
• Substance Use Disorder
• Post-Traumatic Stress Disorder
• Bipolar, schizophrenia, other SPMI



Schmidt’s CSS Model: Compassionate Tapering

Expect Pushback Be Prepared for the Risks

Patient Pushback Provider Response/Outcome

Anger Patience

Tears Empathy

Insults Require civility

Threats Set firm limits

Misbehavior Ditto (be understanding)

Complaints to boards Support from board

Negotiating Calm, compassionate persistence

Suicide Threats Usual care- opioids don’t prevent suicide

• Withdrawal Symptoms
• Increased Pain (rebound 

hyperalgesia)
• Dropout

• Depression is a predictor
• Think about mild OUD

• Relapse
• Depression is a predictor
• Think about mild OUD



Schmidt’s CSS Model: Compassionate Tapering

Tapering: The Nitty Gritty

• No evidence to support one medication over 
another

• Can use the medication the patient has been taking
• Can switch medications
• CAVEAT:  long-acting opioid conversions require a 

dose reduction
• When tapering long acting, may need to switch to

short acting once lowest increment is reached
• Utilize a Tapering Calculator resources
• Outcomes improve with CBT
• Use Caution with Methadone

A reminder:  



Nursing Functional Assessment

• Patient education regarding use of opiates
• Pain Disability Index
• Adverse childhood events/trauma screening
• Sleep Quality Index
• Depression screening

Team-Based Approach to Tapering

Pre-Visit Planning

• Morphine Equivalents
• Taper progression
• Most Recent PMP
• Most recent drug screen



Team-Based Approach to Tapering

Team Visits

• Care Management referral
• Care team presence at office visit

• Standing order protocols for UDS and pill 
counts

• PMP review protocol and management 

Care Team Monitoring & Management 
of PMP and UDS

• Vetting of refills for opiates
• Joint protocol for taper management

Care Team Prescriptions Refill and 
Taper Management



For More Information:
On The Schmidt Institute or 

Controlled Substance Stewardship

Contact:

Katie Butler 
Director of Operations
The Schmidt Institute

kbutler1@covh.org

(207) 745 4695

mailto:kbutler1@covh.org


Resources for Public Health 
Community Response



Universal Precautions for Controlled Substance Prescribing

• Patient-provider agreement including informed consent (yearly)
• CHECK THE PMP
• Urine/oral toxicology (yearly)
• Document FUNCTIONAL improvement
• Consider random pill counts
• Use alternatives to opioids/benzos, lowest effective dose, shortest duration, lowest 

number of pills
• See patients regularly
• Make an exit strategy & discuss de-prescribing at every visit
• DOCUMENT WELL-especially during a “public health crisis”



Guidelines to Know if you Prescribe Controlled Substances

• Maine Law Chapter 488
• Maine Licensing Boards Chapter 21 (Chronic Pain) and 11 (Buprenorphine)

• Chapter 21
• Chapter 11

• CDC Opioid Prescribing Guidelines 2016/2022
• Opioid Prescribing Guidelines

https://www.maine.gov/md/sites/maine.gov.md/files/inline-files/Chapter%2021%2005.27.20.pdf
https://www.maine.gov/md/sites/maine.gov.md/files/inline-files/Chapter%2012%20Office%20Based%20Treatment%20of%20Opioid%20Use%20Disorder.pdf
https://www.cdc.gov/drugoverdose/pdf/prescribing/Guidelines_Factsheet-a.pdf


One-Page Resource

QI and Compliance for Opioids, Chronic Pain, and Managing Chronic Pain (MAT)

https://micismaine.org/wp-content/uploads/2021-MICIS-qi-for-opioids-2021.pdf


Higher-Risk Prescribing

• MME>90
• Opioid & benzodiazepine combinations
• Significantly higher than average numbers of acute opioid scripts-for 

surgeons/proceduralists
• Significantly higher than average numbers of acute benzodiazepine scripts-for 

surgeons/proceduralists
• PMP identification of prescribers at the far right of the curve allows for opportunities 

for further evaluation and referral to resources
• Can we use proactive measures to prevent patient disruptions?



Drop Down Menu



Data-Mandatory Use



User Profile- My Profile 



RxSearch- Prescriber Report & MyRx



GetMaineNaloxone.org  



Resources

• Maine Substance Use Disorder Learning Community
• Maine Independent Clinical Information Service
• Center for Quality Improvement, Maine Medical Association
• The Schmidt Institute's Controlled Substance Stewardship Program
• How to Utilize NarxCare
• Maine PMP
• Maine OPTIONS Program
• Get Maine Naloxone
• Maine Drug Data

For immediate assistance with the PMP:  207-287-2595, Option 2 or PMP@maine.gov
Elisabeth.Mock@Maine.gov [I work part-time so may not answer immediately]

https://mesudlearningcommunity.org/
https://micismaine.org/education-topics/
https://qclearninglab.org/
https://theschmidtinstitute.org/our-work/
https://pharmacy.ks.gov/docs/librariesprovider10/ktracs/user-guides/risk-indicator-score-explanation.pdf?sfvrsn=ebe8aa01_6
https://www.maine.gov/dhhs/obh/providers/prescription-drug-monitoring-program
https://knowyouroptions.me/
https://getmainenaloxone.org/
https://mainedrugdata.org/
mailto:PMP@maine.gov
mailto:Elisabeth.Mock@Maine.gov

