
    

EQUIVALENT DOSES OF OPIOIDS 
For patient specific issues consult the Pain Service. 

Drug Recommended 
Starting Doses2 

Dosage 
Forms ⊥ 

Duration1 
(hr) Half-life (hr) Dose 

Equivalency (mg) 

Morphine  2.5 mg Q4h IM, SQ, IV 3 - 4 2 - 3 2  
10 - 15 mg Q4h PO 4 - 6 6  

Buprenorphine  
(Subutex®) 8 - 16 mg daily SL 37 31-35 - 

Butorphanol (Stadol®) 1 mg Q4h IM, IV 4 - 6 2 - 3 0.4 
Codeine (A) 15 mg Q6h PO 4 - 6 2 - 4 40* 

Fentanyl 
(Duragesic®) 

25 - 50 micrograms 
Q2h 

IM 1 - 2 2 - 4 (C) 0.02  
(20 micrograms) IV 0.5 -1 

12 micrograms/hr Patch (B) 48 - 72 (B) 17   
Hydrocodone 

 (5 mg in Vicodin®) 5 mg Q6h PO 4 - 6 3 - 4 6* 

Hydromorphone 
(Dilaudid®) 

0.2 mg Q4h IM, SQ, IV 3 - 4 2 - 3 0.3 
2 mg Q6h PO 4 - 6 1.5 

Levorphanol 
(Levo-Dromoran®) 

2 mg Q6h IV 4 - 5 12 - 16 0.4 
1 mg Q6h PO 4 - 6 0.8 

Meperidine (D) 
(Demerol®) 25 - 50 mg IV once IM, SQ, IV 2 - 3 3 - 4 15 

Methadone      
  (Dolophine®) 2.5 mg Q8h IM, SQ, IV 4 - 6 15 - 40 2 

PO  4 - 8 (E) 4 (F) 
Nalbuphine (Nubain®) 10 mg Q6h IM, SQ, IV 4 - 6 5 2 
Oxycodone 

(5 mg in Percocet®) 2.5 mg Q4h PO 4 - 5 2 - 3 4*  

Tramadol (Ultram®) 25 mg Q6h PO 6 7 40 
1 Average duration of action for the first single dose; oral dosage forms denotes immediate release.        
2 Initial recommended doses for opioid-naïve patients.  Younger people, patients with substantially larger lean body mass, or patients already tolerant to opioids will often 
need larger doses.  Elderly patients will require less. Individualization of dosage is required for every patient.  Small frequent doses are better than large infrequent doses. 
There is not complete cross tolerance to opioids.  When switching from one to another, start with half to two-thirds the analgesic equivalent dose. 
* Pay close attention to the amount of acetaminophen in opioid-acetaminophen combination products. Maximum adult acetaminophen dose is 4 g/day or 2 g/day in patients 
with liver disease 
⊥  PO = Oral; IM = intramuscular; SQ = subcutaneous; IV = intravenous: IM & SQ injections should be avoided if possible due to risks of bleeding, hematoma, tissue irritation, 
infection & unpredictable absorption. A single SQ or IM dose may be utilized initially if only one IV dose is needed, or IV access is not available. 
A. Codeine at these doses produces significant excitation and constipation. Use 15-60 mg with NSAID or acetaminophen for additive analgesic effect. 
B. Restricted to the following services/units – anesthesiology, critical care units, hematology/oncology, and pain/palliative care. Attending approval is 

required for use on general care floors. If patch is placed in the ED, the patient should not be discharged within 12 hours. Once applied, the fentanyl 
patch provides analgesia for 48-72 hours. Without reapplication of a new patch, effects will persist for 24 hours after removal. 

 Conversion from stable continuous infusion of fentanyl to a patch:  The infusion is decreased to 50% of the original rate six hours after the application of 
the first patch, and discontinued twelve hours after application of the first patch.  To determine the initial patch strength, calculate the amount of oral 
morphine or "oral morphine equivalents (OME)" given as mg morphine in the last 24 hrs.  If < 134 OME, use 25 microgram/h patch. If 135-224 OME, use 
50 mcg/h; 225-314 OME, use 75 mcg/h, etc.  Actiq® is an oral transmucosal formulation of fentanyl that is 50% bioavailable & only available via the 
Transmucosal Immediate-Release Fentanyl (TIRF) REMS ACCESS program. 

C. Fentanyl half-life after distribution equilibrium is 4 hours.  The effect of short-term fentanyl injection is terminated largely by redistribution not elimination. 
D. Meperidine is metabolized to normeperidine, which can accumulate with chronic use and in patients with renal dysfunction, increasing the risk for 

seizures. Use another opioid for chronic pain. Use at NYP is restricted for rigors and prevention of shivering in induced hypothermia or 
normothermia. 

E. Duration of analgesia for the oral formulation of methadone increases from 4-8 hours to 22-48 hours with repeated doses 
F. Equivalency listed applies to patients taking low doses of oral morphine. The equivalent dose of oral methadone significantly decreases as the stable 

daily morphine dose increases. Use caution when transitioning to or from methadone. 
 

OPIOIDS ANTAGONIST 
Naloxone (Narcan) has a half-life of 30 - 80 minutes and is a competitive antagonist to opiates. Give 2 mL (80 micrograms) IVP over 30 seconds (add 9 
mL of NS to the 0.4 mg/mL ampule: final concentration 0.04 mg/mL – 10 mL).  Repeat every 2-3 minutes until desired degree of reversal is reached and 
as necessary to maintain reversal, as naloxone has shorter half-life than most opioids. Naloxone can precipitate withdrawal in opioid-dependent patients.

ANALGESIC/BENZODIAZEPINE COMPARISON (2019) 
 





Benzodiazepine Dose Equivalence1 
Drug Dose  

Equivalency (mg) 
Dosage 
Forms 

Half-life∇  
(hr) 

Lipid 
Solubility2 Metabolic Pathways Major Active 

Metabolites Adjust Dose3 

Anxiolytic/Sedative 
 Alprazolam  

(Xanax) 0.5 PO 12-15 Moderate CYP3A4 Yes Yes 

 Chlordiazepoxide 
(Librium) 10 - 25 PO 5-30 Moderate CYP3A4 Yes Yes 

 Clobazam5 
(Onfi) 10 PO 36-42  High CYP3A4, 2C19, & 2B6 Yes Yes 

 Clonazepam 
(Klonopin) 0.25 PO 18-50 Low CYP3A4 Yes Yes 

 Clorazepate        
(Tranxene) 3.75 PO 50-100 M High CYP3A4 Yes Yes 

 Diazepam  
(Valium) 5 PO/IV/PR4 20-80 High CYP3A4, 2C9, 2C19, & 2B6 Yes 

Yes 
Renal impairment – risk of 

propylene glycol toxicity 
(high doses for prolonged 

period of time) 

 Lorazepam  
(Ativan) 1 PO/IV/IM4* 10-20 Moderate Conjugation (non-CYP) No 

Propylene glycol toxicity 
(renal impairment and 

metabolic acidosis) 
 Midazolam     

(Versed) 2 PO/IV/IM4* 2-5 High CYP3A4 Yes Yes 

 Oxazepam  
(Serax) 30 PO 5-20 Low Conjugation (non-CYP) No No 

Sedative/Hypnotic 
 Flurazepam 

(Dalmane) 15 PO 40-114 M High CYP3A4 Yes Yes 

 Quazepam  
(Doral) 5 PO 25-41 Low CYP3A4, 2C9, & 2C19 Yes Yes 

 Temazepam     
(Restoril) 15 PO 10-20 Moderate Conjugation (non-CYP) No No 

 Triazolam  
(Halcion) 0.5 PO 2.3 Moderate CYP3A4 Yes Yes 

1 These dose equivalency recommendations are based upon single 1st doses and not for prolonged use or continuous infusions 
2 High lipid solubility denotes fast entry into brain tissue, rapid onset and offset; prolonged effects with high doses and in patients with hepatic impairment 
3 Dose adjustments in renal or hepatic dysfunction 
4  PO/IV dose equivalencies may vary in certain patient populations (e.g. alcohol withdrawal) 
5 Labeled indication for adjunctive treatment of seizures 
* Equivalent IM dose 
∇ Half-life for parent compounds unless it states: M (= Metabolites), then pharmacologic activity of parent compound is not significant 
Bolded drug name denotes an agent on NYP Formulary   
- Combining opioids and benzodiazepines may have synergistic effects; therefore, caution should be taken when administering with other sedative/hypnotics agents such as barbiturates and alcohol  
- Only privileged prescribers (as recommended by the Chief of Service) can administer moderate sedation Revised 6/14, 3/16, 10/17, 4/18.  MM Review 7/14, 4/16, 11/17, 5/18.  EFT Review 3/19.  MBA 9/14, 1/18, 6/18, 5/19. 
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