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1.   

RED – Never  
 

1. Prescribe more than one opioid long-term e.g. codeine and tramadol. 
2. Prescribe opioids solely for neuropathic pain unless all anti-neuropathic pain medications and 

interventions have been considered. 
3. Increase a dose to more than 120mg morphine / 24 hours or equivalent without specialist 

advice. The risk of harm increases substantially above this dose with no additional benefit. 

 

AMBER – Exercise caution! 
 

1. Avoid co-prescribing benzodiazepines, pregabalin or gabapentin with opioids due to the 
increased risk of serious side-effects e.g respiratory depression. 

2. Avoid opioid lozenges or liquid preparations as these are quickly absorbed and metabolised, 
leading to tolerance and addiction. 

3. Be alert for behaviours that may indicate dependence or addiction e.g. early ordering of 
scripts, repeated lost prescriptions or medication, DNA for review, doctor hopping. 

 

GREEN – Always  
 

1. Make patients aware of potential side-effects and long-term risks with opioids. 
2. Explain to patients: 

a. The aim of treatment, which is to improve function and quality of life.  
b. That pain reduction from medication of 30-50% is generally considered a good 

outcome2. It is unrealistic to expect 100% relief from any medication.  
c. The importance of non-pharmacological methods of pain management (in conjunction 

with medication) e.g. The Pain Toolkit, local self-management programmes 
3. Agree treatment plans and goals with patients and document all discussions. 
4. Review psychosocial triggers and mental state, particularly for those complaining of 

worsening symptoms, as these have a significant effect on pain control. Consider treatment 
following NICE guidelines if depression is identified. 

5. If neuropathic pain is identified treat with appropriate medication, e.g. amitriptyline 
6. Put in place an action plan if addiction behaviours are identified. This may include adding an 

alert to the patient’s records, reducing quantities to weekly/daily amounts and frank 
discussions with the patient about the risks. All relevant staff should be aware of this plan.  

7. Consider weaning off and discontinuing drugs where benefit is doubtful. 
8. Consider opioid induced hyperalgesia in patients on high opioid doses. If suspected, try 

decreasing the dose, preferably leading to discontinuation.  
9. Ensure arrangements for follow-up and review are in place, and adhered to. Once stable, 

review at a minimum of every six months. 
10. Remember if you sign the prescription you are legally responsible. Follow General 

Medical Council guidance: Good practice in prescribing and managing medicines and 
devices. “You are responsible for the prescriptions you sign and for your decisions and 
actions when you supply and administer medicines and devices or authorise or instruct others 
to do so. You must be prepared to explain and justify your decisions and actions when 
prescribing, administering and managing medicines.3 
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