ALGORITHM A: Assessment ALGORITHM B: Start OT Trial ALGORITHM C: Discontinue OT

VA/DoD Clinical Practice Guideline for the
Management of Opioid Therapy (OT) for Chronic Pain
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TABLE 6 Short-Acting, Orally Administered Opioids TABLE 6 Short-Acting, Orally Administered Opioids (continued) TABLE 7 Use of Long-Acting Opioids (Continued) TABLE 7A Opioid Recommendations for Special Populations TABLE 11 Opioids for Chronic Pain in Special Populations Equianalgesic and Conversion Doses for

Patients Previously Receiving Other Opioids
Est. OrAL

TABLE 12

ANALGESIC: ANALGESIC: ANALGESIC: FoR USE IN PATIENT WITH SWALLOWING DIFFICULTY:

S
= = = ca | E S| =
ONSET (MiN) ONSET (MiN) Onser (Miw) S S S SE |Ep| 3| =
SHORT-ACTING INTIAL Pea (Min) SHORT-ACTING INTIAL Peak (MiN) LoNG-AcTING INiTIAL ORAL Peak (Min) + Fentanyl Transdermal ) g g S 5 § = § =] § S EquianatGesic | INimiaL CONVERSION DOSE
Opioi Dosace DosAGE TITRATION DurATioN (H) Opioi Dosace DosAGE TITRATION DurATION (H) Opiom* Dosage DosAGE TITRATION DuraTioN(H) ° 'I;IAyd Lorgorph(cz;\e |(0r|al §o|1)1t|on, Rectal suppository) S & = § §|=E5(SE| & 0PI0ID AGENT Dost (M) (Nor EquiANALGESIC)
« Methadone (Oral solution 8 |5 23| S -
Morphine (Oral solution, Rectal itory) MEepicarion = = & = & Codeine 180t0200* | 30mgevery4to6h
Codeine 30mgevery | Increase dose as needed and 151030 Tapentadol 50mg « Subsequent dose is 50, 75, or 100 mg — Methadone 25to10mgorally |« Increments of 2.5 mg every 30060 * Morphine {Ural solution, Kectal suppository _
(alone orin 4t06h tolerated to a maximum of 360 mg/ | 30t0 60 every every 4 to 6 h, adjusted to analgesia 60 every 8to 12h 8 h may be made every — + Oxycodone (Oral solution) Codeine ® X | A& | X | azs ™ | A Fentanyl — For converting ONLY to fentanyl from another
combination with day (4000 mg/day APAP; 2000 mg/ 4106 4t06h and tolerability 4106 More frequent 5to7 days 41012 TR TR transdermal | opioid, use about 12 mcg/h fentanyl transdermally
APAP or ASA) day APAP in chronic alcoholics) « Second dose may be given 1h L « Start low and go slow Fentanyl = = A = s | uco for every 45 mg of oral morphine or equivalent
administration ARXS | ARS Aty C "
i « Fentanyl Transdermal Transdermal (see Table 7, Initial Fentanyl Transdermal Dosage)
« Ceiling effect occurs at doses after the first dose if necessary (every 6 h) may be NOTE: USE EXTREME CAUTION Hyd y hone (Rectal : i i i
>60 mg/dose + Maxrecommended dose: necessary during 70 AVOID OVERDOSAGE DUE T0 LONG PLASMA i rohmorr}Ronte (I ecta s;;ppo)sntory) Hydrocodone ALY | A | A:H ot | opc Hydrocodone | 30 50% t0 67% of estimated oral equianalgesic dose
Zl?l())s?(?uzatﬁg;tygay’ 600 mg on initiation to ’ggﬁ;ﬁ’;ﬁﬂgﬁfﬁ;’g %mlrm /2’;’25(/47;55 WiTH * Vorphine (rectal suppository. - A B Hydromorphone | 7.5 50% to 67% of estimated oral equianalgesic dose
Hydrocodone | 5to10mg |« Increase dose as needed and 151030 ' maintain analgesia TABLE 8 OT Titrate to Effect Hydromorphone | A &% | A&¥ | gpp | AL® B | P Methadone 20 acute Methadone-to-morphine dosage proportion (%)
(in combination every tolerated 30t0 60 Tramadol © 25mg o Increase by 25 mg as separate doses <60 _ _ A _ b 2to 4 chronic | is dependeqt on morphine-equivalent dose of
with APAP, ASA, 4to6h « Maximum dose: 60 mg/day (4000 4108 (aloneorin every every 3 day to 100 mg/day (25 mg ~120to Morphine 15 mg every « Total daily increments of 30060 SERIDUS Methadone ) ARY | ALE A Bt previous opioid
or IBU) %%/gay %AP;APAP X E\(;’rz\\g)ination with | morning gVEW 6h) y o S0mald 32t406 CR/SR 8t0 12 h (CR/SR) <30 to 40 mg/day may 300 60 EFFECTS Moroh cux | ABX [, .o o | o Morphine 30 50% to 67% of estimated oral equianalgesic dose
mg/day in chronic  Subsequent increments of 50 mg/day 0 be made every 2 days 81024 ) orphine FOR RBD v s . . .
alcoholics) for hydrocodone + APAP may be made every 3 day to 200 mg/ ER t030 mg every Acceptable Pain - - Oxycodone 151020 50% to 67% of estimated oral equianalgesic dose
combination, or 37.5 mg/day (1000 day (50 mg every 6 h) 24 (ER) DoSE oF Oxycodone ARS N’f, ALY BH# | PC Oxymorphone | 10 50% to 67% of estimated oral equianalgesic dose
mg/day 1BU) for hydrocodone + IBU o Aftertitration, may give OrioiD _ a _ Tapentadol ND(50 t0 100%) | 50to 100 mg every 4to 6 h
combination 50to 100 mg every4to 6 h Oxymorphone X AR® | gppgp | ARE B# | PC ;
« Maximum daily dose: Oxycodone 10 mg orally « Mayincrease to 20mgevery 12 | 30to 60 Tramadol © ND(50to 100%) | 25 mg every morning
« Indivi . 400 mg/ day (Maximum 4000 mg/day R every 12h h after 1or 2 days 90to0 180 Tapentadol A S0X X0 | o5 | A ¢ | x® ND = No Data
DRI ig%ehvery ltgfe“rlzla(tiggl Igotsltersa;ef;;?ge f}?/:?yand ;g Eg zg APAP; 2000 mg/day APAP in chronic + Thereafter, the total daily dose 8t012 : : - A 1 e Many other equianalgesic dosing tables are available that may provide equivalent doses different from those shown here. @
e e el 4106 alcoholics) may be increased by 25% to itiation : Titration : Maintenance = = X = | x + | pc 1 The initial dose of the new drug applies to patients who are not tolerant to the new opioid and should
to 6 h may be necessary to 50% of the current dose every 1 TIME Tramadol @ ALy | ALS | gy | ALE ¢ be given at 50% to 67% of the calculated dose for all potent opioids except fentany! and methadone to
THIS GUIDELINE DOES NOT RECOMMEND THE USE OF or2 days allow for incomplete cross-tolerance (the new drug may haye more relative analgesic eﬂj(aty qnd
Morphine 10to30mg |« Individually titrate as needed and 15t0 60 LoNG-ACTING OPIOID AGONISTS FOR As-NEEDED (P.R.N.) ADMINISTRATION TABLE 9 Time Drugs of Abuse Can be Detected in Urine X =Not Recommended A =Use Caution g, = Reduce Dose RBD =Removed by Dialysis ND =NoData :j’;‘;;eo‘;‘;";“z egfs;’;); ; ?J:ﬁefffma e Z";Zfz g%’f{%’#’;ﬂ% ’:}‘I’ffg f?g[’l‘; n’:’:;fé’;’é; fgf‘:’("mj
every4h tolerated 60 t0 90 . L. L se OF previous opiold (aiso see b 08ing neco it icrain.
y 2106 TABLE 7 Use of Long-Acting Opioids Oxymorphone | 5mgorally « Mayincrease by 5to 10 mg = Pregnancy Lactation Risk: B = No evidence of risk in humans; C = Risk cannot be ruled out, but Initial d"“".".';bg,dbe’t’fd”;’,dzal’”d' )T(he’.’qge"ts ’"Ed’“"/f["’;d’t"’"’ ;’;’e’wtt‘?"‘{: dose; ”"d/ryp‘? of
ANALGESIC: ER every 12h every 12, every3to7days |1 (fasted state) Codeine 48 hours Eotential benefits mayljustif potential risk; UC= Usually compatible; either not excreted into B e orver ot ey ol e aecernes o rfigbilty sfopit cober o fottors oy
i Y — Heroi hi 48h uman breast milk in clinically significant amounts or not expected to cause toxicity in infant; response and adverse experiences, and the accuracy and reliability of opioid conversion factors may
Oxycodone 5mgevery |s Increase dose as needed and tolerated| 10to 15 P INSET (Min) eroin (morphine) ours PC= Probably compatible; no or imited human data; * human data suggest risk; human data allinfluence tl?e cho:ceofstart/rfg‘dose‘ Forrjenranyl, see Tablfe 8 o
(alone orin 6h « For combination products, maximum | 30t0 60 00”5' f””G LNITIAL OrAL ) . Peak (MiN) Hydromorphone 2-4 days suggestriskin 3rd trimester; # Risk category Dif prolonged periods or high doses atterm # When converting from weak opioid analgesics to stronger opioids, use the recommended nitial doses
AT dose is limited by APAP or ASA content|  3t06 PIOID 0SAGE 0SAGE TITRATION Duration(H) Tramadol 100 mg once daily | « Increase by 100 mg every — Methodone 3 days i - d while breastfeedi be based ons of ‘Zjﬁ’};ﬁfﬁ,‘;’;’u‘j’fﬁ,’g‘;’},’f’rﬁ{},‘Z_,’,V,“;’,fff:f;’,fj,fZ‘gf,‘n‘isf,i“”ffﬂ,',‘;‘,’,f,’,;’Zﬂfﬁﬂﬂ;"h"jjf‘,’,f,'fbf?,f ffmb,,-sf,ed
APAP or ASA) X‘&?mg‘{ day‘forlboi'ghi‘ZOOO mg/day Fentanyl 25 meg/h « Increments should be based on | 12 to 18 (h) RD If converting from 5£;¥5lbisgﬂii’” analgesia ;i E Morphine 48-72 hours (@ ’,;g’;::itgz t:)l;s;:ort— t’e,;; fzgg.azfey of‘llhrv:n;ceOTrZZSr?nee ;Zg::;:{ zr :/;,i/e‘;]'::;zi::#:niﬁaul y for conversions between either tapentadol or tramadol and pure opioid agonists.
in chronic alcoholics) Transdermal transdermally supplemental opioid doses, | 24t072 () Tramadol IR, start | and t0l€rabitty. Oxycodone 2-4days b e with cauton. g pregnancy 9 - - .
System every72h using a ratio of 12 meg/h 481072 at24-hdosage | * Maxdose: 300 mg/day e approached with cation. ‘ o TABLE 13 Opioid Conversion Instructions
o Indivi ; transdermal fentanyl for ever ; R TABLE 10 Supplemental Therap (b) Codeine is metabolized to morphine by CYP 2D6; both pass into breast milk in small amounts . o
Oxymorphone l\(l)etro 240t21g Itgfe"rla“tj:g lytitrate s needed and 34t_0 ® CONTRAINDICATED 45mg/24h ofsuppl):amental U ggﬂxwﬁ%rgﬁggst y usually considered insignificant; however, caution in known or suspected ultra rapid metabolizers 1. Determine the total 24-hour dose of the current opioid.
4 in non-opioid P : TYPE OF THERAPY | DESCRIPTION OF PAIN EPISODE of CYP 20; 2006 case report of death in a nursing infant of CYP 206 ultra rapid metabolizer mother 2. Using the estimated equianalgesic dose, calculate the equivalent dose of new
6 h (may 4 " oral morphine equivalent 100-mg increment ' ) >t LA
startat5 tolerant patients ) Rescue Insufficient analgesia during dosage titration associated with high morphine levels in breast milk (Koren et al,2006) analgesic for the desired route of administration.
mgto 12 meg/h dose has . a,n:gfi;]ni:ir;n&grslzstﬁte Le?‘;tt ?nd:r)é Controlled Release (CR)/Sustained Release (SR) Extended Release (ER) (© Manufacturerdoes notrec‘aml‘nend use while breast feeding; classified as compatible by the 3. When convert'in.g to a different opioid, for mos t ag?”“r the‘starting conversion dose
improve not been evaluated | eriharovery 6 day P.0. = Per Os (orall); . = Transdermally Breakthrough | Unpredictable exacerbation of chronic pain otherwise controlled on American Academy of Pediatrics of the new opioid should be 50% to 67% of the equianalgesic dose because of
tolerability) asaninitial dose thereafter as necessary * Check local farmuh;,y for available formulations Pain stable maintenance doses of opioid (d) Caution: For usein patients with prolon‘geleTc Methqdone is the anlqung-aaing opioid incomplete cross-tolerance. (For fentanyl, see conversion doses in Table E5).
ava:lableqs an f””"”’”""”‘ See fuIlguﬂelmefarDasmg Recommendations. 4. Take the 24-hour starting dose of the new opioid and divide by the frequency of
Incident Pain Predictable, activity-related exacerbation of chronic pain otherwise () Less effective with decrease CYP 2D6 activity. administration to give the new dose for the new route.
IMPORTANT NOTE: For active duty DoD personnel cared for at VA facilities (e.g. convalescent leave or Poly Trauma center care) or transitioning to permanent VA care, it is imperative VA provide and continue See FDAWarning: Tramadol has warning regarding suicide and overdose risks. controlled on stable maintenance doses of opioid (1) Per productnformation. Consider rescue opioid therapy during the conversion process.

their DoD prescribed medications, regardless of formulary status until return of care to DoD or evaluated by their permanent VA provider. Ref VA Pharmacy Benefits

t Check local formulary for available formulations.
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