This sample SOP has been developed by members of the South Yorkshire Opioid Safety Group for GP practices to adopt or adapt according to their local needs. We recommend deleting, replacing or completing areas with red text.

[Insert Practice Name Here]
Standard Operating Procedure (SOP) 
for Initiating and Reviewing Opioids for Non-Cancer Pain
Audience
All clinicians involved in the prescription and review of opioids.  All new starter clinicians as part of induction.
Purpose
This SOP supports safe prescribing and reduces the risk of harm associated with prescribed opioid medication. It is used alongside national and local guidance, including the South Yorkshire Opioid Prescribing Resource, to ensure consistent, evidence‑based practice.
Background
Pain lasting more than 3 months is defined as chronic or persistent pain.  It is common, affecting between one-third and one-half of the UK population (approximately 28 million adults) at some point in people's lifetime.   Chronic pain may be:
· Chronic secondary pain – associated with an underlying condition causing inflammation or tissue damage (e.g. arthritis)
· Chronic primary pain – pain without clear ongoing tissue damage, or disproportionate to findings (e.g. fibromyalgia) - NICE patient decision aid.
Pain is complex and many factors can affect or be affected by pain, including work, leisure time, relationships, sleep and mood.  Management of chronic pain is individualised. It may not be possible to eliminate pain, but focusing on self-management and maintaining daily function can improve quality of life.
Current evidence indicates opioids are generally ineffective for most individuals with chronic pain and carry substantial safety risks, especially when used long-term (e.g.  tolerance, dependence, overdose, hormone and immune system effects, hyperalgesia, increased risk of falls, cognitive impairment). A patient-centred, function-focused approach to pain management, prioritising non-opioid therapies and informed decision-making is taken.  
Non-pharmacological resources and patient information e.g. MHRA: Opioid Medicines And The Risk Of Addiction and Driving and Pain are shared with patients where applicable.

Our practice prescribes in line with the FPM Opioids Aware campaign’s oral morphine equivalent (OME) threshold of 90mg day, with an ideal limit of 50mg/day.  This was reduced from 120mg/day due to new evidence highlighting increased harm these high doses, without proportional benefit. 
Recommended General Practice Standards:
· Use a shared decision-making approach.  If the clinician does not believe it is in the patient’s best interest to prescribe, do not issue a prescription and clearly document the rationale.  Where the decision to prescribe an opioid is made following a shared discussion of goals, plans, risks and benefits, agree and document a treatment plan, including the expected duration of treatment. 
· Ask patients to confirm a treatment agreement, outlining their responsibilities when taking a dependency-forming medicine and the expected standards of behaviour (e.g. consider the Ardens Opioid Agreement template).
· Consider referral for ongoing care for all or part of the patient’s healthcare, depending on pain complexity and individual needs.
· Offer non-pharmacological support / advice at each review irrespective of whether a prescription is issued.  Discuss self-management strategies that encourage appropriate physical activity, provide reassurance about the safety of movement and signpost to relevant health and wellbeing services.
· Remind suitable patients that the practice has a zero-tolerance policy regarding staff abuse. Any threats or abusive behaviour towards staff result in transfer of care.
Opioid Prescribing
Initiating Opioids:
· Do not initiate opioids for chronic primary pain. 
· Avoid initiating an opioid  in chronic secondary pain where possible (see SY ICB Opioid Prescribing Resource page 7 for summary of NICE recommendations on opioid use in secondary pain). If a short trial of opioid is felt to be necessary:
· Warn patient about risks (including tolerance, unintentional fatal overdose and side effects), limitations and practice policy 
· Agree treatment goals and a plan. 
· Discuss the approximate duration of treatment, a strategy for ending treatment, and provide tapering information.
· Schedule a review (preferably with the same clinician) within 2-4 weeks of initiation and stop if not helpful.
· Use IR (immediate release) preparations rather than MR (modified release).
· Avoid prescribing a full month’s quantity e.g. go up to 100 x 30mg codeine or equivalent per month as a maximum (consider dihydrocodeine if lack of response to codeine.  This may be due to CYP2D6 variability, leading to differences in effectiveness and side effects from codeine).
· If a patient requests further escalation, discuss the case with colleagues to achieve consensus; and record the decision and plan in the medical notes.  
· Do not routinely add opioids from hospital discharge notes or clinic letters to the repeat prescription without further review (when prescribed for non-cancer pain).
Opioid choice and caution in individuals at increased risk:
· Tramadol – use caution: 
· Common side-effects include confusion; constipation; dizziness; drowsiness; dry mouth; euphoric mood; flushing; hallucination; headache; increased sweating; feeling sick, palpitations. 
· Important drug interactions, include the risk of serotonin syndrome with tramadol alone or in combination with other serotonergic drugs (e.g. SSRIs). 
· Tramadol has an anticholinergic cognitive burden (ACB Calculator) score of 2. An ACB score of 3+ is associated with an increased cognitive impairment and mortality; and may increase the risk of dementia when taken for > 3 years (see reference in linked article).
· SY ICB does not support the routine long-term (greater than 3 months) co-prescribing of opioids and gabapentinoids for neuropathic or chronic, non-cancer pain in adults South Yorkshire Position Statement Prescribing of Gabapentinoids.pdf
· Co-prescribing benzodiazepines and opioids carries a risk of potentially fatal respiratory depression (See MHRA Drug Safety Update, March 2020),
· There is potential high demand for opioid and gabapentinoid medication on the black market. 
· Assess risk and consider physical and mental health comorbidities, including emotional influences on pain are considered (see Opioid risk tool).
Opioid Prescriptions
· The practice will not add opioid prescriptions for non-cancer pain to the repeat prescriptions list. In other cases (e.g. when used for cancer pain), the practice will use system prompts and review dates to limit issues. 
· Agree in advance either the number of prescriptions or duration of continued treatment that would trigger a clinical review. 
· Issue a maximum supply of a 30 day prescription. 
· Include full directions on all opioid prescriptions; avoid “as directed”.
· Exercise caution when issuing early prescriptions, particularly in the event of lost prescriptions and repeated holiday requests. Where necessary, obtain proof of legitimacy and record all details in the patient’s medical notes.

Review of Opioid Prescriptions 
· Consider activating the Ardens protocol for opioid prescribing to highlight multiple issues without a review.
· Review patients on long-term opioids every 6 months or more frequently. See SY ICB Opioid Prescribing Resource for tapering schedules.
· At each review, ask "Have you thought about reducing and giving up your opioids?"
· Continue treatment only where there is clear on-going evidence of benefit (improvement in pain and function).
· If pain remains severe despite opioid treatment it suggests the opioid is not working; taper and withdraw the opioid, even if no other treatment is available.  Do not stop an opioid suddenly. 
· Where possible book reviews with the same prescriber. 
· Inform other healthcare providers of the treatment plan, especially during tapering (e.g. community pharmacy). As recommended (SY ICB Opioid Prescribing Resource p.7), add a SNOMED code as a problem so clinicians out of hours (e.g., NHS 111) can view it. 
· Advise patients to taper the opioid dose between ‘flare-ups’.
· See practice top tips for opioid review and patient risk.  Avoid abrupt discontinuation.
Patients transferring from another GP surgery
· Obtain accurate clinical information before initiating any prescribing. It may take time to obtain the necessary medical records and information regarding a patient’s condition. In line with practice policy, do not prescribe dependency-forming medicines before completing a comprehensive clinical assessment and obtaining sufficient information.
· Continuation of previously prescribed opioid medications is not guaranteed. Following assessment, a clinician may decide not to continue an opioid if it is inappropriate or unsuitable. In accordance with practice policy, do not prescribe dependency-forming medicines if previous prescribing was clinically unjustified.
· Base opioid prescribing on clinical assessment and need. The clinician determines the appropriate strength and type of opioid, if indicated, which may differ from the medication prescribed by a previous GP practice, in line with safe prescribing standards and clinical guidelines.
Refer to the Summary of Product Characteristics (SPCs) and BNF


Opioid Traffic Light System for Reviews
Opioid reduction is undertaken in partnership with the patient, with shared decision-making and as part of a holistic approach to pain management. Prescribers have a professional duty to minimise harm from prescriptions; there may be instances where a prescriber feels unable to continue opioid prescriptions, even if the patient preference is to continue. In this situation, opioid prescriptions are not stopped abruptly.  A second opinion should be offered and a practice/MDT meeting undertaken if appropriate.   Consider when specialist input maybe required e.g. pain clinic, substance misuse, mental health.  If in doubt or feeling pressure to prescribe outside of guidance, discuss at practice / MDT meeting.
In addition to the indications below; it is important to taper / stop an opioid if the underlying painful condition resolves or the patient receives a definitive pain-relieving intervention (e.g., joint replacement).
Lower Risk Patients – Encourage Reduction
· Dose: less than 50mg oral morphine equivalent per day
· No significant side effects 
· Review at least annually, ideally every 6 months.
· Discuss with the patient about reducing opioids at every appropriate opportunity.   If pain flares or function dips after a reduction, support and encourage to persevere; symptoms often settle as the body readjusts with  pain settling to pre-reduction levels. If pain doesn’t  settle and the patient felt significantly better on the higher dose, consider returning to the previous dose. 








Medium Risk Patients - Persevere More Strongly to Reduce
· Dose: between 50-90mg oral morphine equivalent per day, especially where opioids do  not provide useful pain relief and exposure to harm increases.* 
· And/or where the opioid is not providing significant relief
· Review at least every 6 months.
· We would need to encourage these patients more strongly to reduce. If we agree to delay for any reason this should be revisited more frequently i.e. every 3 months  rather than every 6 months. If a patient starts reduction and then feels they need to go back up, this should be brought for a practice meeting/MDT for wider discussion
*Opioids Aware has reduced the recommended oral morphine equivalent (OME) threshold from 120mg to 90mg/day, with an ideal target of 50mg/day.








 
High Risk Patients – Reduce / Stop
· Dose: 90mg oral morphine equivalent per day, or more; especially when opioid is not providing useful pain relief and with increased risk of harm.
· Dangerous combinations e.g. opioid and gabapentionoid, especially in over 65s.
· Drug seeking behaviour or signs of misuse.
· Intolerable side effects.
· Review at least every 3 months (indication for tapering/stopping)
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