Drug Conversion Charts

· Breakthrough p.r.n doses within these charts are based on the traditional 1/6 of total regular daily dose of opioid. 
· Each patient should be assessed on an individual basis. 
· Some variation in the dose required will exist between patients as outlined in the above sections.

· Be cautious when converting between different opioids. 
· The conversion tables below act as a guide but consideration should be given to wide inter-individual variation that exists in both patients and drugs.

· Consider a dose reduction when switching opioids.
Table 42 - Dose conversions of weak opioids to oral morphine 
	Drug
	Conversion
	Dose in 24 hours

(mg)
	Approximate oral morphine equivalent in 24 hours

 (mg)

	Codeine 
	To obtain equivalent oral morphine dose divide by 10
	240
	24

	Dihydrocodeine 
	
	240
	24

	Tramadol 
	
	400
	40


Table 43 - Recommended strong opioid dose conversions

	Convert from
	Convert to
	Calculation

	Oral morphine


	SC morphine
	Divide by 2

	
	Oral oxycodone
	Divide by 2 

	
	Oral hydromorphone
	Divide by 7.5

	
	SC diamorphine
	Divide by 3

	
	SC oxycodone
	Divide by 3

	Oral oxycodone


	SC oxycodone
	Divide by 1.5

	
	SC morphine
	Equivalent

	
	SC diamorphine
	Divide by 1.5

	SC morphine
	SC diamorphine
	Divide by 1.5 

	
	SC oxycodone
	Divide by 1.5

	SC diamorphine
	SC oxycodone
	Equivalent 


Table 44 - Recommended starting dose for buprenorphine patch 
	Oral codeine dose (mg / 24 hours)
	Oral morphine dose (mg / 24 hours)
	Buprenorphine patch strength (microgram/hr)
	4 hourly p.r.n dose of oral morphine (mg) 
	Fentanyl patch strength approximate equivalent

(microgram/hr)

	
	
	BuTrans®

Change patch ONCE a week
	
	

	120mg
	12
	5 *
	2
	-

	240mg
	24
	10 
	5
	-

	
	48
	20
	7.5 - 10
	12

	
	
	Transtec®

Change patch twice a week
	
	

	
	84
	35
	15
	25

	
	126
	52.5
	20
	37

	
	168
	70
	30
	50


* For patients on BuTrans 5 microgram/h patch, p.r.n codeine may be adequate

These recommendations are based on a PO morphine:TD buprenorphine dose ratio of 100:1 derived from published data, which is in keeping with the buprenorphine manufacturer's dose ratio range of 75–115:1 (see SPC; it is an approximation, so be aware of individual variation).

Commencing fentanyl patches and conversion charts
· Fentanyl patches are not recommended for patients who are strong opioid naïve. 

· Consider buprenorphine patches for opioid naïve patients requiring transdermal strong opioid (Table 44)

· Before commencing fentanyl patches consider how long the patient has been taking strong opioids. 
· The recommended starting dose depends on the patient’s level of opioid tolerance. 
Column A in Table 45 – Conversion from strong opioid to fentanyl patch

· Patients stabilised on strong opioid regime over several weeks
Column B in Table 45 – Conversion from strong opioid to fentanyl patch
· Highly opioid tolerant patients who have been stabilised on opioids for a long time

.
Column C and D Table 45 – Breakthrough dose guidance for fentanyl patch 

Table 45 - Starting dose for fentanyl patches based on previous opioid regime.

	DEPENDENT ON LENGTH OF TIME ON REGULAR OPIOIDS


	FENTANYL DOSE
	AS REQUIRED RESCUE DOSES

	         A

Patients on strong opioids for several weeks ONLY


	      B

Highly opioid tolerant patients on opioids for longer than several weeks
	Fentanyl patch (microgram/h)
	C
Oral morphine  immediate release 4 hourly rescue dose (mg)*

	D
Oral oxycodone immediate release 4 hourly rescue dose (mg) *

	Oral 24 h morphine dose
(mg / day)
	
	
	

	< 70
	< 44
	12
	5
	2.5 

	70 - 114
	45 - 89
	25
	10 
	5

	115 - 135
	90 - 115
	37
	15
	7.5

	135 - 224
	115 - 149
	50
	20
	10

	225 - 269
	150 - 175
	62
	25
	12.5

	270 - 314
	175 - 209
	75
	30
	15

	315 - 404
	210 – 269
	100
	40
	20

	405 - 494
	270 - 329
	125
	50
	25

	495 - 584
	330 - 389
	150
	60
	30

	585 - 674
	390 - 449
	175
	70
	35

	675 - 764
	450 - 509
	200
	80
	40

	765 - 854
	510 - 569
	225
	90
	45

	855 - 944
	570 - 629
	250
	100
	50

	945 - 1034
	630 - 689
	275
	110
	55

	1035 -1124
	690 - 749
	300
	120
	60


· Based on dose ratio PO morphine to TD fentanyl 100:1

For patients on oral hydromorphone for breakthrough pain seek specialist advice. (PCF5)

Table 46 - Recommended SUBCUTANEOUS (SC) 4 hourly rescue dose for patients on fentanyl patches (dose ratio PO morphine to TD fentanyl 100:1)

	Fentanyl patch (microgram/h)
	SC morphine  4 hourly rescue dose (mg)


	SC diamorphine 4 hourly rescue dose (mg)


	SC oxycodone 4 hourly rescue dose (mg)



	12
	2.5
	1.25
	1.25

	25
	5
	2.5
	2.5

	37
	7.5
	5
	5

	50
	10
	5
	5

	62
	12.5
	7.5
	7.5

	75
	15
	10
	10

	100
	20
	12.5
	12.5

	125
	25
	15
	15

	150
	30
	20
	20

	175
	35
	25
	25

	200
	40
	25
	25

	225
	45
	30
	30

	250
	50
	35
	35

	275
	55
	35
	35

	300
	60
	40
	40


Table 47 - Opioid Conversion Chart (note: – rounded to convenient doses)

	
	Morphine 

(mg)
	Diamorphine

(mg)
	Oxycodone 

(mg)

	Route
	Oral


	SC 
	SC
	Oral
	SC

	
	24h total
	4 hourly
	CSCI 

24h 
	4 hourly
	CSCI 

24h
	4 hourly
	24h total
	4 hourly
	CSCI

24h
	4 hourly

	Dose
	30  
	5
	15
	2.5
	10
	2.5
	15 
	2.5
	10 
	2.5

	
	60  
	10
	30
	5
	20
	5
	30 
	5
	20 
	5

	
	90  
	15
	45
	7.5
	30
	5
	45 
	7.5
	30 
	5

	
	120  
	20
	60
	10
	40
	5
	60 
	10
	40 
	5

	
	150  
	25
	75
	12.5
	50
	7.5
	75 
	12.5
	50 
	7.5

	
	180  
	30
	90
	15
	60
	10
	90 
	15
	60 
	10

	
	240  
	40
	120
	20
	80
	15
	120 
	20
	80 
	15

	
	360  
	60
	180
	30
	120
	20
	180  
	30
	120 
	20

	
	480  
	80
	240
	40
	160
	25
	240  
	40
	160 
	25

	
	600  
	100
	300
	50
	200
	30
	300 
	50
	200 
	30

	
	800 
	130
	400
	65
	260
	40
	400 
	65
	260 
	40

	
	1000 
	160
	500
	80*
	330
	60
	500
	80
	330 
	60

	
	1200  
	200
	600
	100*
	400
	70
	600 
	100
	400 
	70


This table does not indicate incremental steps. Dose increases are normally in 30-50% steps.
* SC volumes more than 2ml are uncomfortable; note: oxycodone injection is available as 10mg/ml or 50mg/ml; morphine is 30mg/ml; consider using alternative opioid or 2 injection sites per p.r.n. dose if injection volume is more than 2ml 
1

