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Acknowledgement 

This guide was developed by Cigna's clinician-based opioid taper workgroup, which includes clinicians with 
expertise in primary care, musculoskeletal surgery (orthopedic and spine), pain management, behavioral 
health, addictionology, and pharmacy. Its goal is to support primary care providers (PCPs) in their 
assessment and management of patients with pain. The guide focuses on safe, patient-centered tapering 
from opioids, and provides alternative and complementary treatment options based on the latest information 
from the Centers for Disease Control and Prevention (CDC), the Substance Abuse and Mental Health 
Services Administration (SAMHSA), the American Society of Addiction Medicine (ASAM), and the U.S. 
Department of Health & Human Services (HSS).  

Overview 

In recent decades, a dramatic increase in opioid medication prescriptions has been accompanied by an 
increase in opioid overdoses1, with more than 33,000 opioid overdose deaths occurring in 20152 alone. Opioid 
misuse and addiction can happen fast, and it can be deadly. One in five people are at an increased risk of 
opioid addiction after taking opioids for just 10 days.  

Higher prescribed opioid doses are associated with overdose risk3-5, opioid use disorder (OUD), depression, 
fracture, motor vehicle accident, and suicide6-10. Dose reduction, or drug discontinuation, or opioid tapering, 
may decrease these risks. Evidence-based guidelines recommend tapering when the risks outweigh the 
benefits11,12. 

Helping your patients to decrease or discontinue long-term opioid therapy (30 days or greater) can present a 
challenging clinical scenario, especially for patients on high doses (greater than 90 morphine equivalent 
doses [MEDs]), with moderate to severe chronic pain, and co-occurring mental health disorders, such as 
depression, anxiety, and post-traumatic stress disorder (PTSD])13. Some individuals who have been on 
opioids for years or decades may require years to taper their dose.  

It is important to incorporate evidence-based protocols, validated assessments, alternative therapies, and 
non-pharmacologic treatment options, as well as maintain a therapeutic alliance with your patient. This will 
help to promote successful tapering, and decrease the risks related to opioid use, including overdose.  

Purpose and scope 

The purpose of this resource guide is to provide PCPs with evidence-based clinical tools to promote effective 
management of high-risk patients with pain who are taking opioids. The goal is to help decrease risks related 
to opioid use, and drive success in tapering opioid use safely and compassionately. 

Please note: These guidelines are not intended for patients who are in active cancer treatment, acute care 
(hospitalized), receiving palliative care or end-of-life care, or have sickle cell disease. 

This resource guide includes:  

 Evidenced-based treatment guidelines for tapering opioids. 

 Validated assessment tools14 to assess and determine referral needs. 

 Management of opioid withdrawal symptoms. 

 Care coordination and referral recommendations: Behavioral health, pain management specialists, 
and alternative services and therapies 

 Considerations for managing OUD in pregnancy. 

 Naloxone prescribing considerations. 

 Substance use disorder (SUD) relapse prevention and recovery tips. 

 Provider-patient communication tools and resources. 
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Assessment: Determine risk and treatment needs 

Review patient history 

To assess and determine the risk of overdose and the risks related to long-term opioid use, it’s important to 
review the patient’s history. 

Pain management  

 Assess what type of pain the patient has.  

 Determine how long the patient has had this pain.  

 Find out what has been done to address the pain. Evaluate what has been effective and what has not 
been effective.  

 Use evidence-based pain and functional assessments, such as the Oswestry Low Back Pain 
Disability Questionnaire (Exhibit C) or The Veterans Rand 12-Item Health Survey (VR-12) (Exhibit H). 
Determine if a referral to a pain specialist is indicated.  

Pharmacy  

 Review medications and treatments (e.g., dose, length of time taking this medication), as well as all 
other medications that have already been tried and optimized, including high-risk medications (e.g., 
opioids, benzodiazepines, and sleep aids).  

 Follow your state’s prescription drug monitoring process (PDMP). Determine if non-opioid therapies 
have been optimized.  

 For additional information, go to the PDMP Training and Technical Assistance Center website 
(PDMPAssist.org). 

Medical history  

 Assess risks, such as respiratory disease, sleep apnea, or other comorbidities that may make the 
individual susceptible to opioid toxicity or respiratory distress, or conditions where safe opioid use has 
not been established, such as in pregnancy. 

 If the patient is pregnant and you suspect SUD or OUD, see “Management of substance use 
disorders in pregnancy” on page 14.  

 Evaluate overall nutritional intake (a poor diet contributes to inflammation) and nutritional 
supplements being taken (type, dosage, frequency considered for drug or nutrient interactions). 

Oversedation risk  

 Assess for risks of oversedation as evidenced by physical symptoms (e.g., nodding off, stupor, or 
overdose based on observation and family member or caregiver accounts).  

 If present, taper the dose and educate the patient, family, and caregiver(s) on how to identify an 
overdose and use Naloxone. 

Ability to control use of medications  

 Assess the patient’s ability to control use of medications and take them as prescribed via a urine 
toxicity screen and PDMP verification (to help you identify requests for early medication refills and 
unusual high-risk medication-fill patterns).  

 If the patient has difficulty controlling use of the medications, consider adjusting, tapering, or stopping 
use based on risk.  

 Provide education on how to identify an overdose and use Naloxone. 

  

http://www.pdmpassist.org/
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Behavioral 

 Assess comorbid behavioral conditions (SUD or OUD).  

 Access validated assessments to screen for risk, and support treatment plan and care coordination 
needs. 

 Educate and make a referral to behavioral health (counseling, medication management, or both) if a 
patient has a positive screen for depression or anxiety. 

 Patient Health Questionnaire (PHQ)-4 

 Generalized Anxiety Disorder-7 (GAD-7)  

 PHQ-9   

 SAMHSA Suicidal Assessment tool SAFE-T if patient scores high on the PHQ-9  

 Screen for mania or bipolar disorder. 

 Mood Disorder Questionnaire (MDQ) 

 Screen for SUD or OUD. (If a patient has SUD or OUD, or risk factors for it, and there is a positive 
screen, consider tapering the opioid, along with medication-assisted treatment (MAT) or detoxification 
based on the risk, need, or both.) 

 Opioid Risk Tool (ORT) 

 Current Opioid Misuse Measure® (COMM) 

 CAGE-AID 

 Determine if there is a history of overdose, suicide, or both 

 Assess for co-occurring substance use (e.g., alcohol, cocaine, methadone) 

Social and family support  

 Review history, such as death, divorce, job loss, recent move, incarceration, homelessness, family 
and social support, and work and productivity. 

Reminders 

 When concerns exist specific to destabilizing a behavioral health condition (e.g., SUD) or a medical 
health condition (e.g., severe hypertension or unstable coronary artery disease [CAD]), consider 
seeking a specialist consultation and support prior to tapering. 

 Spontaneous abortion and premature labor have been associated with opioid withdrawal during 
pregnancy. Refer to or consult with a specialist. 

 When a patient’s screen identifies him or her as being at a high risk, and the individual remains on 
opioids to treat pain, consider an increased level of monitoring. 

  

http://www.psychiatrictimes.com/all/editorial/psychiatrictimes/pdfs/scale-PHQ4.pdf
http://www.integration.samhsa.gov/clinical-practice/GAD708.19.08Cartwright.pdf
http://www.cqaimh.org/pdf/tool_phq9.pdf
https://www.integration.samhsa.gov/images/res/SAFE_T.pdf
https://www.integration.samhsa.gov/images/res/MDQ.pdf
https://www.drugabuse.gov/sites/default/files/files/OpioidRiskTool.pdf
https://www.integration.samhsa.gov/images/res/CAGEAID.pdf
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When to taper, wean, or discontinue opioid treatment 

Prior to tapering, engage patients in shared-decision making, including patient’s values, goals, concerns, and 
preference. During the tapering process, use an interdisciplinary approach to support alternative and non-
pharmacological and pharmacological management. 

Tapering may be right for patients who: 

 Have medical comorbidities that can increase risk (e.g., lung disease, sleep apnea, liver disease, 
renal disease, fall risk, advanced age, pregnancy). Use caution when there is chronic use of opiates. 

 Are requesting a dosage reduction. 

 Do not have a clinically meaningful improvement in pain and function (e.g., at least 30% improvement 
on the three-item Pain, Enjoyment, General Activity [PEG] scale). 

 Are on dosages ≥ 50 morphine milligram equivalent (MME) day, without benefit, OR taking opioids 
that are combined with benzodiazepines. 

 Experience an overdose OR other serious adverse event involving opioids or other substances. 

 Show early warning signs for overdose risk, such as confusion, sedation, or slurred speech. 

 Do not adhere to the treatment plan OR exhibit unsafe behaviors (e.g., they ask for early refills, report 
the drugs as lost or stolen, buy or borrow opioids, do not obtain a urine drug screen [UDS], or the 
UDS is aberrant). 

 Have an increased risk of SUD due to other concerns (e.g., aberrant behaviors, 30+ years of age, 
family history, personal history of SUD).  

 Show signs of SUD (e.g., work or family problems related to opioid use, difficulty controlling use). 

 Use other medications that increase risk (such as benzodiazepines). 

 Have mental health comorbidities that can worsen with opioid therapy (e.g., PTSD, depression, 
anxiety). 

Prior to tapering, weaning, or discontinuing opioid treatment 

 Address both pain and OUD in patients with chronic pain who have developed OUD from opioid 
analgesic therapy. The risk of overdose and other adverse events may increase if you either taper the 
opioid analgesic or continue to prescribe the opioid without providing OUD treatment. Refer to the 
Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) for OUD criteria.   

 Assess for clinical red flags that warrant a medical specialist referral or additional 
diagnostics, including:  

 Progressive numbness or weakness 

 Progressive changes in bowel or bladder function 

 History of cancer 

 Unexplained weight loss  

 Signs of infection (e.g., fever, recent skin or urinary infection, immunosuppression, IV drug 
use) 

 Address treatment and support for conditions that complicate pain management before 
initiating the taper (e.g., PTSD, suicidal thoughts, depression, anxiety, bipolar disorder). 

 If an OUD is present, MAT may be appropriate. Treatment options include opioid agonist 
therapy (OAT) – buprenorphine/Naloxone (Suboxone®) or methadone maintenance Extended 
Release (ER) Injectable Naltrexone (Vivitrol®)  

 If an OUD is suspected, recommend a behavioral evaluation to further assess treatment 
needs. 
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 Frame the conversation around tapering as a safety issue and shared decision approach. See 
“The BRAVO Protocol” on page 8.  

 Discuss a reasonable taper timeline. Agree to a start date, a completion date, and a shared plan. 

Example of a slow taper: 

Current opioid: Morphine SR 120 mg two times per day (bid) 
Calculate total daily opioid dose: Total daily dose- 240 mg per day 
Calculate daily opioid dose reduction – typically 5-10% 

5%= 12 mg 
10%= 24 mg 

Reduce dose every two to four weeks, depending on your patient’s response and tolerance to the 
taper. 

Example of rapid taper: 

Current opioid: Morphine SR 120 mg bid-  
Taper/reduction plan: Decrease morphine SR 120 mg bid to 90 mg bid x 3 days, 60 mg bid x 3 
days, then 30 mg bid x 3 days, then15 mg bid x 3 days, then 15 mg every bedtime (qhs) x 3 days, 
then stop. 

If multiple drugs are involved, determine where the highest risk lies and begin tapering that agent first. 
Assure that the support system, including behavioral supports, are in place for the patient. 

 Determine the rate of taper based on the degree of risk (e.g., 5-10 percent decrease per month to 
promote successful taper). 

 Incorporate a pain flare-up management plan to support the patient’s shifting pain levels during the 
taper (see Resources and tools below).  

 Provide information to the patient and establish behavioral supports before starting the taper. 

Resources and tools 

 PEG Scale – To assess pain and function (baseline and follow up), go to the Washington State 
Agency Medical Directors’ Group website (AgencyMedDirectors.wa.gov > Assessment Tools > Pain, 
Enjoyment of Life, General Activity (PEG). 

 Pain flare-up management plan – Go to the U.S. Department of Veterans Affairs website (VA.gov) > 
Health Care > More Information and resources: Veteran’s programs for health and wellness > Health 
Needs & Conditions > Health Topics A-Z > P > Pain Management > Veterans/Public > Self-
Management > Resources > Flare-Up Management and Planning (PDF). 

 The Bravo Protocol – See the next page or visit the Oregon Pain Guidance Clinic 
(OregonPainGuidnace.org > Pain Treatment guidelines > Tapering – Guidance & Tools > BRAVO 
Overview > BRAVO Detailed Guidelines: BRAVO Protocol for Tapering – Detailed Description 

  

https://www.va.gov/PAINMANAGEMENT/Veteran_Public/Veteran_docs/FUMP.pdf
http://www.agencymeddirectors.wa.gov/Files/AssessmentTools/1-PEG%203%20item%20pain%20scale.pdf
http://www.agencymeddirectors.wa.gov/Files/AssessmentTools/1-PEG%203%20item%20pain%20scale.pdf
https://www.va.gov/PAINMANAGEMENT/Veteran_Public/Veteran_docs/FUMP.pdf
https://www.oregonpainguidance.org/wp-content/uploads/2019/02/Tapering-BRAVO-Guidelines-Lembke.pdf?x91687
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The BRAVO Protocol  

B = Broaching the Subject  

 Suggesting an opioid taper can trigger anxiety. 
 Identify this feeling for patients, normalize it, and express empathy. 
 Make clear that the opioid taper was carefully considered, was not impulsive, and is not punitive. 

R = Risk – Benefit Calculator  

 Consider the risks of long-term opioid therapy, and weigh against the benefits in this patient. 
 Is MED > 90 mg? Are there medical comorbidities? Are there side effects? Is there a lack of 

functional improvement? Is there a lack of significant pain relief despite dose increases? 
 Is there dangerous co-prescribing, such as benzodiazepines? If there is, what do you taper first? 

A = Addiction Happens  

 Misuse of opioids in long-term opioid therapy is common, and can predict subsequent addiction. 
 Physical dependence, withdrawal, and tolerance by themselves do not define addiction. 
 Addiction refers to behaviors associated with opioid use. Think of the four c’s: Control, compulsion, 

craving, and continued use (despite consequences). 
 Normalize the concept of addiction to medications prescribed for pain, and reassure patients that 

there are effective treatments. 

V = Velocity Matters  

 Tapering too fast is the most common mistake physicians make. 
 It’s OK to take breaks in the taper schedule, but never go backward during the taper. 
 Validate the patient’s experience of opioid withdrawal, which may initially increase body pain. Pain 

from withdrawal will resolve, and doesn’t mean any underlying condition is worsening. 
 Use other medications to mitigate some of the symptoms of withdrawal. 

O = Other Strategies for Coping with Pain 

 Teach patients these three dialectical behavioral techniques: 

       1.  STOP: Stop, Take a breath, Observe internal and external experiences, and Proceed mindfully. 

       2.  Opposite action skills: Act opposite to a negative emotional urge when pursuing values or goals. 

       3.  Radical acceptance: Accept reality as it is, and not as you wish it would be. 
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How to taper, wean, and discontinue opioids 

Tapering plans should be individualized and minimize symptoms of opioid withdrawal, while maximizing pain 
treatment with non-pharmacological therapies and non-opioid medications. It’s important for your patient to be 
part of the planning process to buy in and adhere to an agreed-upon plan. To help ensure his or her 
understanding, have the patient repeat the plan back to you.  

When undertaking an opioid taper plan, keep in mind that although there may be a taper schedule in place, 
you may need to deviate from it (e.g., pause), or adjust the rate, intensity, or duration of the taper, depending 
on how your patient is responding to it, including pain, function, withdrawal symptoms, and other life events. 

The CDC recommends decreasing the original dose by 10 percent each week as a reasonable starting point. 
Some patients who have taken opioids for a long time may find that a slower taper (such as 5-10 percent 
each month) is easier. Once the smallest available dose is reached, you can extend the interval between 
doses. You may stop opioids when your patient is taking them less than once per day. For longer-acting 
drugs and more stable patients, use a slower taper plan. For shorter-acting drugs and less stable patients, 
use a faster taper plan.  

For additional information, refer to the CDC Pocket Guide: Tapering Opioids for Chronic Pain (see Resources 
and tools below).  

General approach: 

 Determine opioid formula (short vs. long acting). 

 Establish dosing interval (scheduled and consistent dosing is preferred to dosing as needed, to 
manage pain and decrease withdrawal symptoms). 

 Use a MED calculator to help plan your tapering strategy. Examples include: 

 CDC Opioid Prescribing Guideline Mobile App.  

 Oregon Conversion Calculator (Oregon Pain Guidance) Online MED calculation tool. 

 Establish rate of taper based on your patient’s health history, preferences and risk factors. 

 Proactively consider adjuvant medications, such as antidepressants, gabapentin, nonsteroidal 
anti-inflammatory drugs (NSAIDs), clonidine, and anti-nausea antidiarrheal agents. 

 Adjust the rate and duration of the taper according to the patient’s response (i.e., pain, function, 
and withdrawal symptoms).  

 Don’t reverse the taper. However, you may slow or pause the rate while monitoring and managing 
withdrawal symptoms. 

 Frequent follow up. See the patient frequently during the process, and stress the importance of 
behavioral supports.  

 Consider UDS, pill counts, and PDMP to help determine adherence. 

Resources and tools 

 CDC Pocket Guide: Tapering Opioids for Chronic Pain – Go to CDC.gov > More > Injury, 
Violence & Safety > Opioid Overdose Prevention > Information for Providers > Guideline Resources > 
Clinical Tools > Pocket Guide: Tapering Opioids for Chronic Pain.  

 Opioid Conversion Calculator (Oregon Pain Guidance) Online MED calculation tool – Go to 

OregonPainGuidance.org > Tools > Opioid Conversion Calculator > MED calculator.  

Caution: Reducing the dose immediately or rapidly over a few days or weeks may result in severe 
withdrawal symptoms and is best carried out in a medically-supervised setting. 

https://www.cdc.gov/drugoverdose/pdf/clinical_pocket_guide_tapering-a.pdf
https://www.cdc.gov/
https://www.cdc.gov/drugoverdose/pdf/clinical_pocket_guide_tapering-a.pdf
https://www.oregonpainguidance.org/
https://www.oregonpainguidance.org/opioidmedcalculator/
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 CDC Opioid Prescribing Guideline Mobile App – Go to CDC.gov > More > Injury, Violence & 
Safety > Opioid Overdose Prevention > Information for Providers > Guideline Resources > Mobile 
App. You can also view a PDF. 

Management of opiate withdrawal 

Opioid withdrawal syndrome refers to the wide range of symptoms that occur after stopping or dramatically 
reducing the dose of opioid drugs after heavy and prolonged use. For short-acting opioids, such as heroin and 
oxycodone, symptoms usually emerge within 12 hours of the last opioid use, peak within 24-48 hours, and 
diminish over three to five days. For long-acting opioids, withdrawal symptoms generally emerge within 30 
hours of the last exposure, and may last up to 10 days.  

Although distressing, opioid withdrawal syndrome is rarely life-threatening. However, abrupt discontinuation of 
opioids is not recommended because it may precipitate withdrawal, lead to strong cravings, and result in a 
failed taper and potential relapse. 

Consider using the Clinical Opiate Withdrawal Scale (COWS) assessment to better monitor and manage 
patient’s withdrawal symptoms during the opioid taper process. (See Exhibit A). 

Resources and tools 

 ASAM National Practice Guideline for the Use of Medications in the Treatment of Addiction 
Involving Opioid Use: Tapering Opioids for Chronic Pain – Go to ASAM.org > Resources > 
Clinical Resources > the ASAM National Practice Guideline > National Practice Guideline.  

    

  

Stage Grade Physical signs and symptoms Treatment options 

Early 
withdrawal 
(8-24 hours 
after last 
use) 

1 
Lacrimation, rhinorrhea, 
diaphoresis, yawning, 
restlessness, insomnia 

Antihistamine or trazadone 

2 
Piloerection, myalgia, arthralgia, 
abdominal pain 

 NSAIDs or acetaminophen for muscle and joint pain 

 Loperamide or bismuth subsalicylate for abdominal 
cramping 

Fully 
developed 
withdrawal 
(1-3 days 
after last 
use) 

3 
Tachycardia, hypertension, 
tachypnea, fever, anorexia 

 Clonidine for autonomic symptoms 

 Ondasetron or H2 blocker for nausea 

4 
Diarrhea, vomiting, dehydration, 
hypotension 

 Loperamide for diarrhea 

 Oral rehydrating solutions 

Post-acute 
withdrawal 
syndrome 
(PAWS) 

NA 
Mood swings, anxiety, iritability, 
anhedonia, fatigue, poor 
concentration, insomnia 

 Assessment of behavioral health comorbidities 

 Relaxation techniques 

 Self-care 

 Relapse prevention strategies 

https://www.cdc.gov/
https://www.cdc.gov/drugoverdose/prescribing/app.html
https://www.cdc.gov/drugoverdose/prescribing/app.html
https://www.cdc.gov/drugoverdose/pdf/App_Opioid_Prescribing_Guideline-a.pdf
https://www.asam.org/
https://www.asam.org/docs/default-source/practice-support/guidelines-and-consensus-docs/asam-national-practice-guideline-supplement.pdf
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Intervention and treatment  

Behavioral health referral considerations 

Outpatient 

You may want to consider cognitive behavioral therapy, referring the patient to a psychiatrist, or both in 
cases where there is: 

 Higher opioid doses or longer-term opioid use requiring behavioral intervention.  

 Polypharmacy with narcotics (opioids with benzodiazepines or other sedatives).  

 Active addiction, history of addiction, or a SUD requiring intervention (e.g., (MAT). 

 A positive behavioral health assessment screen (e.g., depression – PHQ-4 and PHQ-9; anxiety – 
GAD-7) or other behavioral health diagnosis. 

 Limited improvement, continued pain, fear avoidance affecting recovery, or no behavioral health 
treatment. 

 Disability or pending disability. 

 MAT for patients with OUD or SUD 

Do not attempt to initiate tapering with patients who have an OUD or SUD, as it may increase the risk for 
potential overdose or suicide. Instead, a referral for MAT is recommended. This therapy is recommended for 
patients who need and want to quit their use of opiates, including heroin. It uses FDA-approved medications, 
in combination with counseling and behavioral therapies, to provide a "whole-patient" approach to the 
treatment of OUD or SUD. Refer to the DSM-5 for OUD criteria.   

Three medications are commonly used to treat opioid addiction: 

 Methadone – clinic-based opioid agonist that does not block other narcotics while preventing 
withdrawal; daily liquid dispensed only in specialty regulated clinics 

 Naltrexone – office-based, non-addictive opioid antagonist that blocks the effects of other narcotics; 
daily pill or monthly injection 

 Buprenorphine – office-based opioid agonist or antagonist that blocks other narcotics while reducing 
withdrawal risk; daily dissolving tablet, cheek film, or six-month implant under the skin 

Note: It is important that the patient achieves abstinence through a medically supervised opioid withdrawal or 
other means. SAMHSA has developed the MATx mobile app for providers, which allows immediate access to 
vital information about MAT for OUD.  

Benefits of MAT  

MAT has proven to be effective in helping patients curb opioid cravings. It decreases opioid use, opioid-
related overdose deaths, criminal activity, and transmission of infectious disease for patients with a SUD. 
MAT increases social functioning and treatment retention. Patients with OUD or SUD who are treated with 
medication are more likely to remain in therapy compared with those who did not receive medication. 

Inpatient detoxification 

You may want to consider inpatient detoxification for patients who need: 

 Around-the-clock intensive, psychiatric, medical, and nursing care, including continuous observation 
and monitoring. 

 Acute management to prevent harm or significant deterioration of functioning, and ensure the safety 
of the individual or others.  

 Medications to be prescribed and frequently adjusted, as indicated, to assure that the individual has a 
safe and effective withdrawal from alcohol, sedative-hypnotic medications, or opiates. 

http://www.psychiatrictimes.com/all/editorial/psychiatrictimes/pdfs/scale-PHQ4.pdf
http://www.cqaimh.org/pdf/tool_phq9.pdf
http://www.integration.samhsa.gov/clinical-practice/GAD708.19.08Cartwright.pdf
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 Daily monitoring of medication effects and side effects to assure a safe taper and withdrawal. 

Resources and tools 

 SAMHSA: Mental Health and Substance Use Disorders – Go to the SAMHSA website 

(SAMHSA.gov) > Find Treatment > Learn More: Mental Health and Substance Use Disorders. 

Recovery and relapse prevention 

  

Symptoms or triggers to use Relapse prevention tips 

 Withdrawal symptoms (e.g., anxiety, nausea, physical 
weakness) 

 Post-acute withdrawal symptoms (e.g., anxiety, 
irritability, mood swings, poor sleep) 

 Poor self-care (stress management, eating, sleeping) 

See Management of Opiate Withdrawal (see page 10). 

 People (old friends who use drugs) 

 Places (where the patient used drugs or used to buy 
them) 

 Things (that were part of using drugs or that remind the 
patient of using them) 

 Uncomfortable emotions (Hungry, angry, lonely, tired 
[HALT]) 

 Play the tape of what happens when using drugs. 

 Talk to someone who isn’t using drugs for support. 

 Go to a meeting or a recovery group, or speak with 
your counselor, doctor, or a trusted advisor. 

 Improve self-care – get good sleep, eat nutritious 
food, and increase activity level. 

 Relationships and sex (can be stressful if anything 
goes wrong) 

 Isolation (gives patient too much time to be with their 
own thoughts) 

 Pride and overconfidence (the patient thinks he or she 
doesn’t have a drug or alcohol problem, or that it is 
behind them) 

 Go to a meeting or a recovery group, or speak with 
your sponsor or counselor, doctor, or a trusted 
advisor. It’s important to build a clean and sober 
recovery network. 

 Create a daily structure focused on maintaining 
recovery, and schedule time with someone you trust 
(e.g., your sponsor or a support person engaged in 
successful recovery). 

 Go to counseling (highly recommended to support 
relapse prevention). 

https://www.samhsa.gov/
https://www.samhsa.gov/find-help/disorders
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Overdose prevention: Naloxone 

Naloxone prescribing considerations 

Naloxone is a medication approved by the U.S. Food and Drug Administration (FDA) to prevent overdose by 
opioids. SAMHSA and the CDC provide guidance on when providers should consider including Naloxone as 
part of a patient’s opioid prescription, such as when the patient: 

 Takes high doses of opioids (greater than or equal to 50 MME). 

 Has a comorbid condition that may make them at risk for an overdose (e.g., breathing disorders, 
pregnancy, prior overdose, mental health conditions). 

 Is currently using a benzodiazepine. 

 Is completing mandatory opioid detoxification or abstinence programs. 

Other considerations to prescribe Naloxone include when the patient:  

 Is over the age of 65. 

 Lives in a household where there are other people at risk of overdose, such as children or someone 
with a SUD. 

 Has difficulty accessing emergency medical services (e.g., due to distance, remoteness, lack of 
transportation, homelessness, or no phone service). 

 Recently received substance use treatment, was incarcerated, or had a period of abstinence with a 
history of drug abuse. 

 Has a history of suicide attempt(s) or overdose. 

 Has a concurrent prescription or is taking over-the-counter medications such as:  

 Antipsychotics 

 Antiepileptics 

 Muscle relaxers 

 Hypnotics 

 Antihistamines 

For elderly patients, review the BEERS medication list for possible drug interactions.  

Note that the CDC guidelines advocate co-prescribing Naloxone for anyone who is taking a daily MME of 50 
mg or more, and have risk factors for a possible opioid overdose. In your risk-management plan for those on 
high-dose chronic opioid therapy, consider the value of co-prescribing Naloxone, and educating the patient on 
how to use it in the home.  

When Naloxone is prescribed, it is important to educate the patient’s caregivers and support system 
on the safe administration of Naloxone in case an overdose occurs and to prevent overdose death. 

 

Resources and tools 

 SAMHSA: Medication-assisted treatment – Go to SAMHSA.gov > Programs > Medication-Assisted 

Treatment > Medication for Opioid Overdose Naloxone.  

https://www.samhsa.gov/
https://www.samhsa.gov/medication-assisted-treatment/treatment/naloxone
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Management of substance use disorders in pregnancy 

Considerations for pregnant women with OUD 

 Make a referral for SUD treatment to safely monitor and manage the patient and fetus. 

 Consider pharmacotherapy, which is preferable to medication withdrawal, followed by drug-free 
psychosocial treatment to decrease the rate of a potential relapse.  

 Counsel the woman about options with a shared-decision approach. For example, the choice of 
pharmacotherapy (methadone versus buprenorphine) is often a shared decision.  

 Conduct a pretreatment maternal evaluation, which should include:  

 Detailed psychosocial history.  

 Screening for hepatitis C, sexually transmitted diseases, and other infections.  

 Sonographic examination of the fetus.  

 Determine if additional steps need to be taken after initial stabilization and initiation of 
pharmacotherapy. 

 Evaluate the need for outpatient antepartum fetal testing, such as a non-stress test and biophysical 
profile. It may not be needed when a woman demonstrates good compliance by a negative UDS, and 
shows no standard indications for fetal surveillance. 

 Consider additional fetal surveillance when there is evidence of recidivism, polysubstance use, or 
there are other indications such as preeclampsia or fetal growth restriction. It is reasonable to test 
one to two times per week during the third trimester.  

 Recommend an ultrasound to assess fetal growth between 28 and 32 weeks of gestation. Growth is 
more likely to be a concern in women who have ongoing illicit drug use. A clinical suspicion of fetal 
growth restriction (such as lagging fundal height) may indicate the need for an ultrasound 
examination and management of the pregnancy in the same manner as for any pregnancy 
complicated by impaired fetal growth.  

 Do not treat acute intrapartum and postpartum pain with additional doses of methadone or 
buprenorphine. During labor and after the birth, administer pain control in women with OUD in a 
similar way that you would for women without this disorder. However, do not administer mixed agonist 
and antagonist opioid analgesics, such as pentazocine, nalbuphine, and butorphanol, as they may 
displace methadone from the mu receptor and precipitate acute withdrawal.  

 Closely monitor postpartum women, as they are at a particularly high risk of an opioid use relapse 
due to multiple stressors. As in all postpartum women, it’s important to screen for depression and 
offer postpartum contraception.  
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Addendum: Additional tools and resources 

Non-opioid strategies for chronic pain 

Covered services 

The services listed below are considered medically necessary when the service is available in the applicable 
benefit plan document, and the criteria in the coverage policy is met:  

Medical 
condition 

Medical interventions covered Behavioral health interventions covered 

Chronic 
back pain 

 Spinal manipulation  

 Massage  

 Acupuncture  

 Multidisciplinary rehabilitation physical therapy  

 Surgical intervention (e.g., lumbar fusion)   

 Chiropractic services  

 Epidural injections 

 Facet joint injections  

 Sacroiliac injections  

 Mechanical traction in the clinic setting  

 Electrical stimulation  

 Trigger point injections 

 Radiofrequency joint ablation for facet mediated pain  

 Spinal cord stimulation 

 Nutritional evaluation and counseling 

 Cognitive behavioral therapy (CBT) 
delivered alone or as a component of 
an integrated, multimodal, and 
interdisciplinary pain management 
program  

CBT encourages customers to adopt an 
active, problem-solving approach to 
cope with the many challenges 
associated with chronic pain. Specific 
modalities include: 

o Relaxation training 

o Cognitive restructuring 

o Behavioral activation 

o Biofeedback 

 Group and supportive therapy  

 Behavioral services for caregivers 

Chronic 
neck pain 

 Acupuncture  

 Physical therapy  

 Chiropractic services 

 Mechanical traction in the clinic setting 

 Surgical therapy (e.g., cervical fusion, IVD)  

 Nutritional evaluation and counseling 

Same as above 

Knee 
osteoarthritis 

 Acupuncture  

 Surgical intervention 

 Unloading or offloading knee braces  

 Nutritional evaluation and counseling 

Same as above 

Hip 
osteoarthritis  

 Acupuncture  

 Surgical Intervention  

 Nutritional evaluation and counseling 

Same as above 

Fibromyalgia 

 Acupuncture  

 CBT  

 Multidisciplinary rehabilitation   

 Nutritional evaluation and counseling 

Same as above 

Chronic 
headache 

 Acupuncture  

 Spinal manipulation  

 Biofeedback  

 Nutritional evaluation and counseling 

Same as above 
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Services not covered 

The services listed below are excluded from coverage.They are considered experimental investigational or 
unproven, not medically necessary, or both.  

Medical 
condition 

Medical interventions not covered Behavioral health interventions not covered 

Chronic back 
pain 

 Low-level laser 

 Yoga  

 Mindfulness-based stress reduction 

 Epidural adhesiolysis  

 Axial/spinal decompression therapy  

 Extracorporeal shock wave therapy 

 Home traction  

 Mechanical devices (e.g., Medex, Cybex)  

 Patient-operated spine unloading devices 

Hypnotherapy 

Chronic neck 
pain 

 Low-level laser 

 Alexander technique  

 Home traction 

Hypnotherapy 

Knee 
osteoarthritis 

 Ultrasound therapy  

 Pulsed electromagnetic therapy 
Hypnotherapy 

Hip 
osteoarthritis 

 Tai chi  

 Qigong 
Hypnotherapy 

Fibromyalgia 

 Massage therapy 

 Yoga 

 Tai chi 

 Mindfulness-based stress reduction 

 Biofeedback 

 Nutrition supplements 

Hypnotherapy 

Chronic 
headache 

 Massage therapy 

 Yoga 

 Tai chi 

 Mindfulness-based stress reduction 

 Biofeedback 

 Nutrition supplements 

Hypnotherapy 
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Validated assessments 

We recommend using validated assessment tools to help evaluate a customer’s functional status and address 
multidisciplinary treatment needs. 

Pain and functional assessments  

 Functional Status and Pain Screening Tools for Low Back Pain fact sheet (See Exhibit B.) 

 Oswestry Disability Index (ODI) (See Exhibit C.) 

 Keele STarT Back Screening Tool (See Exhibit D.) 

 Visual Analog Scale (VAS) for pain (See Exhibit E.) 

 Verbal Rating Scale (VRS) for pain (See Exhibit F.) 

 Numeric Rating Scale (NRS) (See Exhibit G.) 

 The Veterans Rand (VR-12) Online Health Survey (See Exhibit H)   

Behavioral assessments 

Resource Link 

Behavioral Screening Tools for Depression, 
Anxiety, and Substance Abuse fact sheet 

See Exhibit I. 

PHQ-4  OregonPainGuidance.org > Tools > Assessment Tools: PHQ-4 

PHQ-9 
Center for Quality Assessment and Improvement in Mental Health 
website (CQUAIMH.org) > STABLE Measures & Toolkit > Toolkit > 
Depression screening > Patient Health Questionnaire-9 

GAD-7 questionnaire 
SAMHSA-HRSA Center for Integrated Health Solutions 
(Integration.SAMHSA.gov) > Clinical Practice > Screening Tools > 
Anxiety Disorders Screening Tools > GAD-7 

Mood Disorder Questionnaire (MDQ)  
Integration.SAMHSA.gov > Clinical Practice > Screening Tools > 
Bipolar Disorder Screening Tools > The Mood Disorder Questionnaire 

CAGE-AID questionnaire 
Integration.SAMHSA.gov > Clinical Practice > Screening Tools > Drug 
& Alcohol Use Screening Tools > CAGE AID 

Opioid Risk Tool (ORT) 
National Institute on Drug Abuse website (DrugAbuse.gov) > Medical & 
Health Professionals > Screening Tools and Prevention > Screening 
and Assessment Tools Chart > Opioid Risk Tool 

  

http://www.rehab.msu.edu/_files/_docs/Oswestry_Low_Back_Disability.pdf
http://www.rehab.msu.edu/_files/_docs/Oswestry_Low_Back_Disability.pdf
https://www.oregonpainguidance.org/app/content/uploads/2016/05/PHQ-4.pdf?x91687
https://www.oregonpainguidance.org/
https://www.oregonpainguidance.org/app/content/uploads/2016/05/PHQ-4.pdf?x91687
http://www.cqaimh.org/pdf/tool_phq9.pdf
http://www.cqaimh.org/
http://www.cqaimh.org/pdf/tool_phq9.pdf
http://www.integration.samhsa.gov/clinical-practice/GAD708.19.08Cartwright.pdf
https://www.integration.samhsa.gov/
https://www.integration.samhsa.gov/clinical-practice/GAD708.19.08Cartwright.pdf
https://www.integration.samhsa.gov/images/res/MDQ.pdf
https://www.integration.samhsa.gov/
https://www.integration.samhsa.gov/images/res/MDQ.pdf
http://www.integration.samhsa.gov/images/res/CAGEAID.pdf
https://www.integration.samhsa.gov/
https://www.integration.samhsa.gov/images/res/CAGEAID.pdf
https://www.drugabuse.gov/sites/default/files/files/OpioidRiskTool.pdf
https://www.drugabuse.gov/
https://www.drugabuse.gov/nidamed-medical-health-professionals/screening-tools-prevention
https://d14rmgtrwzf5a.cloudfront.net/sites/default/files/opioidrisktool.pdf
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Pathways for engagement 

The optimal method for engaging your patient in managing pain and addressing behavioral needs will vary, 
depending on his or her readiness level. Use the guide below to help make this determination. 

  

Patient readiness level Intervention or action 

Level 1:  

Patient understands his or her clinical 
condition and the risk of opioids, and 
welcomes the specialist referral (i.e., 
behavioral, pain management referral, 
or other). 

The provider will:  

Refer the patient to a specialist. 

Level 2:  

Patient is ambivalent or resistant to 
the referral. 

References to support managing 
difficult conversations 
(OregonPainGuidance.org > Tools > 
Patient-Provider Communication) 

 VEMA Tool for Managing Difficult 
Conversations  

 Difficult-Conversations-Real-Life-
Examples-and-Helpful-Hint 

The provider will: 

 Educate the patient about the: 

o Need for specialized 
management by additional health 
care providers or specialists. 

o Side effects, limited long-term 
ineffectiveness, and risks of long-
term opioid use. 

 Consider a behavioral health 
referral, and continue to work with 
the patient. 

After education or behavioral health 
referral, the provider will: 

 Refer the patient to a health care 
provider or specialist. 

If the patient refuses a referral, 
the provider may: 

 Consider developing a 
collaborative tapering plan,  
providing a list of specialist 
providers within the Cigna 
network, redirecting care, or 
terminating treatment and 
rendering emergency 
coverage for 60 days (or per 
practice policy). 

 Schedule an interdisciplinary 
phone call with a specialist 
(i.e., pain, behavioral, or both), 
with the patient in attendance, 
if the patient agrees to the 
consultation.  

OR  

Continue to work with the 
patient, and attempt 
engagement at a later date 
(at the provider’s discretion). 

Level 3: 

The patient refuses to: 

 Entertain any changes in opioid 
use. 

 Consult with or be referred to a 
specialist. 

 Accept education about opioids.  

 Engage in any type or behavioral 
health or substance abuse 
interventions, and wants opioids 
only. 

The provider may: 

 Consider tapering and terminating the patient from the practice, providing 
a list of pain management providers within the Cigna network, and 
rendering emergency coverage for 60 days only. 

 Continue to work with the patient, and attempt engagement at a later date 
(at the provider’s discretion). 

http://professional.oregonpainguidance.org/wp-content/uploads/sites/2/2016/09/VEMA-Difficult-Conversations-1.pdf
http://professional.oregonpainguidance.org/wp-content/uploads/sites/2/2016/09/VEMA-Difficult-Conversations-1.pdf
http://professional.oregonpainguidance.org/wp-content/uploads/sites/2/2016/09/Difficult-Conversations-Real-Life-Examples-and-Helpful-Hints.pdf
http://professional.oregonpainguidance.org/wp-content/uploads/sites/2/2016/09/Difficult-Conversations-Real-Life-Examples-and-Helpful-Hints.pdf
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Provider resources 

  

Resource Link 

CDC Guideline for Prescribing Opioids for 
Chronic Pain 

CDC.gov > More > Injury, Violence & Safety > Opioid Overdose 
Prevention > Information for Providers > Guideline Overview > 
Guideline for Prescribing Opioids for Chronic Pain 

Nonopioid Treatments for Chronic Pain 
CDC.gov > More > Injury, Violence & Safety > Opioid Overdose 
Prevention > Information for Providers > Guideline Resources > 
Clinical Tools > Nonopioid Treatments for Chronic Pain 

Treating pain: What you should know See Exhibit J .  

Prescribing Opioids for Chronic Pain 
Surgeon General’s pocket card offering 
guidance on safe prescribing according to 
CDC guidelines 

TurntheTideRx.org >Treatment Options > TurnTheTideRX pocket card 
> Prescribing Opioids for Chronic Pain 

 

Medication Use Agreement  

American Academy of  Family Physicians 

CignaforHCP.com > Resources > Pharmacy Resources > Pharmacy 
Clinical Programs > Opioid Resources > Enhanced Narcotic Therapy 
Management – Pain Medication Use Agreement from American 
Academy of Physicians 

Calculating Total Daily Dose of Opioids 
for Safer Dosage 

CDC.gov > More > Injury, Violence & Safety > Opioid Overdose 
Prevention > Information for Providers > Guideline Resources > 
Clinical Tools > Calculating Total Daily Dose of Opioids for Safer 
Dosage 

Opioid Dose Calculator State of 
Washington 

Agency Medical Director’s Group, State of 
Washington 

AgencyMedDirectors.wa.gov > Opioid Dose Calculator  > Web-based 
Opioid Dose Calculator 

Cigna's Opioid Prescriber Pledge 

Cigna for Health Care Professionals website 
(CignaforHCP.com) 

CignaforHCP.com > Resources > Pharmacy Resources > Pharmacy 
Clinical Programs > Opioid Resources > Opioid Quality Improvement 
– Opioid Quality Improvement Pledge 

Decisions in Recovery: Treatment for 
OUD  

SAMHSA  

Web page: http://archive.SAMHSA.gov/MAT-Decisions-in-Recovery/ 

Supportive handbook (free): 

http://store.samhsa.gov/shin/content//SMA16-4993/SMA16-4993.pdf 

Enhanced Narcotic Therapy Management 
CignaforHCP.com 

CignaforHCP.com > Resources > Pharmacy Resources > Pharmacy 
Clinical Programs > Opioid Resources > Enhanced Narcotic Therapy 
Management  

Acute Pain Flow Sheet  

For the evaluation and treatment of acute 
pain 

 Go to Oregonpainguidance.org > Tools > Flow Sheets > Acute and 
Chronic Pain Flow Sheets 

The Art of Difficult Conversations  

Oregon Pain Guidance 

OregonPainGuidance.org >  Resources > Difficult Conversations > 
Handouts: The Art of Difficult Conversations  

Pain: Considering Complementary 
Approaches (eBook) 

National Center for Complementary and 
Integrative Health (NCCIH) 

NCCIH.NIH.gov > All Health Topics from A-Z > Pain >  Consumer 
Information on Pain > Pain eBook  

https://www.cdc.gov/
https://www.cdc.gov/drugoverdose/pdf/Guidelines_Factsheet-a.pdf
https://www.cdc.gov/
https://www.cdc.gov/drugoverdose/pdf/nonopioid_treatments-a.pdf
https://turnthetiderx.org/
https://turnthetiderx.org/wp-content/uploads/2016/08/PocketGuide_FINAL6.pdf
https://cignaforhcp.cigna.com/web/public/guest
https://cignaforhcp.cigna.com/public/content/pdf/resourceLibrary/prescription/enhancedNarcTherapyMgmnt/medUserAgreement.pdf
https://cignaforhcp.cigna.com/public/content/pdf/resourceLibrary/prescription/enhancedNarcTherapyMgmnt/medUserAgreement.pdf
https://www.cdc.gov/
https://www.cdc.gov/drugoverdose/pdf/calculating_total_daily_dose-a.pdf
https://www.cdc.gov/drugoverdose/pdf/calculating_total_daily_dose-a.pdf
http://www.agencymeddirectors.wa.gov/
http://www.agencymeddirectors.wa.gov/Calculator/DoseCalculator.htm
http://www.agencymeddirectors.wa.gov/Calculator/DoseCalculator.htm
https://cignaforhcp.cigna.com/web/public/guest
https://cignaforhcp.cigna.com/public/content/pdf/resourceLibrary/prescription/enhancedNarcTherapyMgmnt/THN-2016-589_cignaOpioidPrescriberPledgeFillable2.pdf
http://archive.samhsa.gov/MAT-Decisions-in-Recovery/
http://archive.samhsa.gov/MAT-Decisions-in-Recovery/
http://store.samhsa.gov/shin/content/SMA16-4993/SMA16-4993.pdf
http://store.samhsa.gov/shin/content/SMA16-4993/SMA16-4993.pdf
https://cignaforhcp.cigna.com/web/public/guest
https://cignaforhcp.cigna.com/web/public/resourcesGuest/!ut/p/z1/hY_NDoIwEISfhqu7xIhciVHA-EOEROjFrLVAEylNqSb49PbAlTCn3fl2kh1gUAJT9JUNWdkreru9YsHjGoeBn-SYxMfsgGmGu9TP8zWGCPelA-YwzihCqFx-O5_fQA4MmBE1VB4O0orBQ95y7aERQ_8xXJzk05AZPdQtmY74eJvAMFl71ZLi4nUhw3sredEKQ3o8k6JGdELZlXaDa8KWntVd-StqHf0B8PwWOw!!/dz/d5/L2dBISEvZ0FBIS9nQSEh/
https://cignaforhcp.cigna.com/web/public/resourcesGuest/!ut/p/z1/hY_NDoIwEISfhqu7xIhciVHA-EOEROjFrLVAEylNqSb49PbAlTCn3fl2kh1gUAJT9JUNWdkreru9YsHjGoeBn-SYxMfsgGmGu9TP8zWGCPelA-YwzihCqFx-O5_fQA4MmBE1VB4O0orBQ95y7aERQ_8xXJzk05AZPdQtmY74eJvAMFl71ZLi4nUhw3sredEKQ3o8k6JGdELZlXaDa8KWntVd-StqHf0B8PwWOw!!/dz/d5/L2dBISEvZ0FBIS9nQSEh/
https://www.oregonpainguidance.org/
https://www.oregonpainguidance.org/app/content/uploads/2016/05/Acute-and-Chronic-Pain-flow-sheets.pdf?x91687
https://www.oregonpainguidance.org/app/content/uploads/2016/05/Acute-and-Chronic-Pain-flow-sheets.pdf?x91687
https://www.oregonpainguidance.org/
https://www.oregonpainguidance.org/wp-content/uploads/2017/11/art-of-difficult-conversations.pdf?x91687
https://nccih.nih.gov/
https://nccih.nih.gov/health/pain/ebook
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Customer resources 

  

Resource Link 

Low Back Pain See Exhibit K. 

Low Back Pain: Exercises See Exhibit L. 

Treating pain: What you should know See Exhibit J.  

Your Health: How to Talk to your Doctor 
about Pain 

See Exhibit M.  

Your Health: How to Safely Store and Get 
Rid of Opiate Pills and Patches 

See Exhibit N.   

Pain Management: Keeping a Pain Diary See Exhibit O.  

Nonopioid Treatments for Chronic Pain 

CDC 

CDC.gov > More > Injury, Violence & Safety > Opioid Overdose 
Prevention > Information for Providers > Guideline Resources > 
Clinical Tools > Nonopioid Treatments for Chronic Pain 

Mediterranean Eating Plan 

VA 

VA.gov/PatientCenteredCare > Resources > Whole Health Education 
for Veterans > Whole Health Veteran Education Handouts > Food and 
Drink > How to Eat a Mediterranean Diet 

An Introduction to Food and Drink for Whole 
Health  

VA 

VA.gov/PatientCenteredCare > Helpful Resources > Whole Health 
Education for Veterans > Whole Health Veteran Handouts > Food and 
Drink > An Introduction to Food and Drink for Whole Health 

https://www.cdc.gov/
https://www.cdc.gov/drugoverdose/pdf/nonopioid_treatments-a.pdf
file://///WDCnap512/home1$/C37194/Medical%20Only/Cigna%20Collaborative%20Care/CAC%20General/Resource%20Guide%20-%20High%20Risk%20Opioid%20Mgmt/CDC.gov/drugoverdose/pdf/nonopioid_treatments-a.pdf
https://www.va.gov/PATIENTCENTEREDCARE/
https://www.va.gov/PATIENTCENTEREDCARE/Veteran-Handouts/docs/MedDiet_508Final_9-4-2018.pdf
https://www.va.gov/PATIENTCENTEREDCARE/
https://www.va.gov/PATIENTCENTEREDCARE/Veteran-Handouts/docs/IntroFoodDrink_508Final_9-4-2018.pdf
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Exhibits  

Exhibit A: Clinical Opiate Withdrawal Scale (COWS) 
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Exhibit B: Functional Status and Pain Screening Tools for Low Back Pain 
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Exhibit C: Oswestry Low Back Pain Disability Questionnaire 
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Exhibit D: The Keele STarT Back Screening Tool 
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Exhibit E: Visual Analog Scale for pain 
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Exhibit F: Visual Rating Scale for pain 
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Exhibit G: Numeric Rating Scale for pain 
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Exhibit H: The Veterans Rand 12-Item Health Survey  
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Exhibit I: Behavioral Screening Tools for Depression, Anxiety, and Subtance Abuse 
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Exhibit J: Treating Pain 

 



PATIENT-CENTERED SAFE OPIOID TAPERING RESOURCE GUIDE September 2019 

PCOMM-2019-571.     © 2019 Cigna. Some content provided under license. Page 40 of 48 



PATIENT-CENTERED SAFE OPIOID TAPERING RESOURCE GUIDE September 2019 

PCOMM-2019-571.     © 2019 Cigna. Some content provided under license. Page 41 of 48 

Exhibit K: Low Back Pain 
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Exhibit L: Low Back Pain Exercises 
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Exhibit M: How to Talk to Your Doctor About Pain 
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Exhibit N: How to Safely Store and Get Rid of Opioid Pills and Patches 
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Exhibit O: Pain Management: Keeping a Pain Diary 
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