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B
ackgro

u
n

d
 

 It can
 b

e ch
alle

n
gin

g to
 m

an
age acu

te p
ain

 fo
r p

eo
p

le o
n

 ch
ro

n
ic o

p
io

id
s b

ecau
se o

f o
p

io
id

-
related

 ch
an

ges in
 th

e n
eu

ral-re
w

ard
 p

ath
w

ay, to
leran

ce, &
 h

yp
e

ralgesia.   
 It can

 also
 b

e ch
allen

gin
g to

 m
an

age acu
te p

ain
 fo

r p
eo

p
le w

ith
 a h

x o
f SU

D
 (in

cl. o
p

io
id

 u
se 

d
iso

rd
er &

 p
eo

p
le o

n
 o

p
io

id
 ago

n
ist th

erap
y), ch

ro
n

ic p
ain

, an
xiety, o

r d
ep

ressio
n

 b
ecau

se o
f a 


 p

ain
 th

resh
o

ld
, 

 sen
sitivity to

 th
e p

ain
 exp

erien
ce, &

 
 d

istress in
 resp

o
n

se to
 p

ain
. 6 

 P
eo

p
le w

ith
 SU

D
 m

ay o
ver-rep

o
rt p

ain
 d

u
e to

 fear o
f n

o
t b

ein
g taken

 se
rio

u
sly O

R
 u

n
d

er-
rep

o
rt p

ain
 d

u
e to

 fear o
f b

ein
g p

rescrib
ed

 so
m

eth
in

g th
at co

u
ld

 cau
se a retu

rn
 to

 u
se. 1

8 
 U

n
treated

 acu
te p

ain
 m

ay 
 stress/su

fferin
g an

d
 cau

se 
 in

/retu
rn

 to
 o

p
io

id
 u

se (illegal/R
x). 13 

C
lin

ica
l 

P
e

arls: 

  C
o

n
tin

u
e “b

aselin
e” o

p
io

id
 ago

n
ist th

erap
y (O

A
T)/ch

ro
n

ic o
p

io
id

 in
 m

o
st cases 

 avo
id

 “o
p

io
id

 d
e

ficit”. 
  A

 d
etailed

 m
ed

 h
x (p

rescrib
ed

 &
 illegally o

b
tain

ed
) can

 
 risk o

f o
p

io
id

 w
ith

d
raw

al &
 im

p
ro

ve p
ain

 m
an

agem
en

t. 
  O

p
tim

ize &
 em

p
h

asize n
o

n
-o

p
io

id
 p

h
arm

 &
 n

o
n

-p
h

arm
 strategies w

h
en

ever p
o

ssib
le. 

 The presence of opioid use disorder (O
U

D
) itself should not prevent the use of opioids to treat acute pain w

hen opioids are 
indicated for severe pain. 8 A

dding short-term
 opioids to O

A
T can be appropriate &

 m
ay avoid triggering a return to use (i.e. 

relapse). Ensure tight control over opioid dispensing &
 taper off prom

ptly w
hen pain resolves. Pt m

ay prefer a non-opioid 

approach. D
iscuss relapse prevention &

 create a relapse contingency plan, ideally together w
ith an O

A
T prescriber. 13 

  If ad
ding o

pioids for severe p
ain, estab

lish sun
set clau

se (i.e. d
isco

ntin
uation plan) based

 on
 expected p

ain d
uratio

n. 
  W

h
en

 ad
d

in
g o

p
io

id
s, h

igh
er th

an
 u

su
al d

o
ses are o

ften
 tem

p
o

rarily req
u

ired
 to

 o
verco

m
e to

leran
ce. 

  

A
p

p
ro

ach
 to

 A
cu

te P
ain

 U
sin

g N
o

n
-O

p
io

id
s 

N
o

n
-o

p
io

id
 strategie

s are critical! See rxfiles.ca/P
ain

Lin
ks 

W
h

at are th
e p

atien
t’s: 

 
b

aselin
e p

ain
 levels? 

 
sym

p
to

m
s o

f o
p

io
id

 w
ith

d
raw

al (C
O

W
S), if an

y? 
 

p
referen

ces, go
als, &

 exp
ectatio

n
s? 

 
resp

irato
ry d

ep
ressio

n
/o

verd
o

se risks (e.g. 
 age, O

SA
)?  

W
h

at h
as p

re
vio

u
sly b

een
 h

elp
fu

l?   
Follow

 cond
ition-specific guidelines &

 d
evelop flare m

anagem
ent 

plans as ap
prop

riate (e.g. sickle cell d
isease, m

igrain
es). 15 

 N
SA

ID
s (o

ral/to
p

ical) &
 acetam

in
o

p
h

e
n

: FIR
ST LIN

E
24 

 
Evid

en
ce

20
20 SR fo

r b
en

efit in
 acu

te M
SK

 in
ju

ry  

(n
o

n
-lo

w
 b

ack). O
p

io
id

s w
ere n

o
 b

etter th
an

 N
SA

ID
s o

r 
acetam

in
o

p
h

en
 

 risk o
f o

p
io

id
s >> b

en
efit. 14,28  

 
N

SA
ID

 + acetam
in

o
p

h
en

 ≥
 o

p
io

id
s fo

r acu
te extrem

ity 

p
ain

2
017 R

C
T, 27 &

 m
o

st d
en

tal p
ro

ced
u

res. 21,2
2,28   

 
Schedule (rather than PR

N
): N

SA
ID

 (reassess after ~3 days)   co
m

b
in

ed
 

w
ith

 acetam
inophen (co

ntinue as long as added IR
 opio

id, if used). 11 
 

N
o evid

en
ce to suggest IV

 keto
ro

lac > p
o N

SA
ID

 (u
n

less pt is 

u
nable to take po). 30 If used

, 10m
g likely as effective as 30m

g IV
 d

ose. 31 
C

o
-an

algesics / A
d

ju
n

cts: (next pg for options unique to acute care settings) 
 

G
ab

ap
en

tin
o

id
s: cau

tio
n

 
 p

o
ten

tial fo
r ab

u
se.  

 
N

on-B
ZD

 m
uscle relaxan

ts (e.g. baclo
fen, etc): sh

ort-term
. 28,29 

 
N

o
n

-N
SA

ID
 to

p
icals (lid

ocaine, capsaicin
):  little evid

en
ce. 2

3 

 
C

o
n

cu
rren

t B
ZD

/o
th

er C
N

S d
ep

ressan
ts:  u

se w
ith

 cau
tio

n
 / 

avo
id

 
 risk o

f resp
irato

ry d
ep

ressio
n

. 
N

o
n

-P
h

arm
aco

lo
gical Strategies: 

 
Shared decision-m

aking: feeling of control can 
 pain &

 suffering. 
 

“5M
 ap

p
ro

ach
”: co

m
b

in
e m

in
d

, m
o

vem
en

t, m
ed

icatio
n

, 
m

o
d

alities, &
 m

an
u

al th
erap

ies (e.g. ice/h
eat, p

h
ysical 

tech
n

iq
u

es, TEN
S, b

eh
avio

u
ral strategies, d

eep
 b

reath
in

g). 
C

o
n

sid
er a “C

o
m

fo
rt M

en
u

.” 
 

Exp
ectatio

n
 m

an
agem

en
t: co

m
m

u
n

icate go
al o

f “to
lerab

le 

d
isco

m
fo

rt,” n
o

t p
ain

 elim
in

atio
n

. 5 
 

C
o

llab
o

ratio
n

: m
u

lti-d
iscip

lin
ary in

vo
lvem

en
t u

sefu
l. 

 
Flexib

ility: it can
 b

e d
ifficu

lt to
 p

red
ict p

ain
 n

eed
s. 

 
O

ffer reassu
ran

ce: “I am
 ta

king an
 ap

p
roach th

at treats 
both this new

 pa
in &

 your chron
ic pain

 cond
itio

n / O
U

D
.” 

 

C
h

ro
n

ic O
p

io
id

 
A

p
p

ro
ach

 to
 M

an
agin

g Se
ve

re
 A

cu
te

 P
ain

 U
sin

g O
p

io
id

s  
A

n
 A

d
van

tage 
A

 D
isad

van
tage 

A
 Large

 D
isad

van
tage 

co
d

ein
e, 

fen
tan

yl, h
ero

in
, 

h
yd

ro
m

o
rp

h
o

n
e, 

m
o

rp
h

in
e, 

o
xyco

d
o

n
e

, 
tap

en
tad

o
l, 

tram
ad

o
l  

(Rx or from
 illegal drug m

arket) 

G
en

erally, co
n

tin
u

e to
 m

eet b
ase

lin
e o

p
io

id
 req

u
irem

en
ts w

ith
 sch

ed
u

le
d

 d
o

sin
g 

(accoun
t fo

r use of illegally o
btain

ed o
pio

ids
in

pt settings). M
ay requ

ire op
io

id
 ro

tation to
 ~eq

uivalen
t M

ED
. 

 

O
p

tio
n

 A
. A

d
d 10%

 o
f M

ED
 (o

f sam
e baseline 

opio
id if appro

priate/po
ssible), given at app

rop
riate 

intervals, po p
referred

 (m
ay schedule &

 encou
rage pt 

to refuse if no
t need

ed as in
pt). A

m
ount of tolerance 

can be variable 
 follow

 closely to adjust/titrate. 17 

 

O
p

tio
n

 B
. If o

n
 P

R
N

 o
p

io
id

s o
n

ly, 
co

n
sid

er ch
an

gin
g P

R
N

 d
o

se to
 

 b
y 1

.5
x 

(e.g. h
o

m
e d

o
se m

o
rp

h
in

e 1
0

m
g p

o
 Q

ID
 

P
R

N


R
x m

o
rp

h
in

e 1
5

m
g p

o
 Q

ID
 P

R
N

). 1
7 

 

O
p

tio
n

 C
. So

m
e su

ggest tap
er b

aselin
e o

p
io

id
 p

rio
r to

 elective p
ro

ced
u

res. X
 V

ER
Y lim

ited
 

evid
en

ce
o

b
servatio

n
al stu

d
ies su

ggests asso
ciatio

n
 b

etw
een

 d
o

se &
 o

u
tco

m
es. Fu

rth
er stu

d
y n

eed
ed

. 1
6 

. 

H
o

w
 lo

n
g sh

o
u

ld
 ad

d
itio

n
al o

p
io

id
s 

gen
erally co

n
tin

u
e

? (≤3d
 o

ften
 su

fficien
t) 11

,15  

Exp
e

cte
d

 Se
ve

rity 
D

u
ratio

n
 

M
ild

: 
N

onspecific acute LB
P, sp

rains, 
strains, app

en
d

ectom
y, lim

ited 
cellulitis, d

ental proced
ures, 

m
in

or fracture (w
rist, ankle, fo

o
t) 

O
R

IF, m
igrain

e/head
ach

e 
(cautio

n: m
edicatio

n-o
veruse H

A
) 

1
-2

 d
ays 

(if at all) 

M
o

d
e

rate
: 

Lim
ited

 2
nd d

egree b
u

rn
s, 

trau
m

a, m
in

im
ally in

vasive sx, 
n

o
n

co
m

p
o

u
n

d
 fractu

res, m
o

st 
lap

aro
sco

p
ic p

ro
ced

u
res 

3
-5

 d
ays 

Se
ve

re
: 

M
ajor abdom

inal, thoracic, &
 

m
axillofacial surgeries, CA

B
G

,  
hip/com

pound fractures,  
m

ost TJA
 (hip, shoulder, ankle), 

lam
inectom

y 

7
-1

4
 

d
ays 

Lo
n

g-te
rm

 re
co

ve
ry m

ay 
b

e
 n

e
e

d
e

d
 fo

r: 
A

m
putations, m

ajor plastics 
(e.g. infectio

n debridem
ent), &

 spine 
procedures (e.g. lum

bar fusion) 

1
4

 d
ays 

(o
r m

o
re) 

●
 Peo

ple o
n chro

nic o
p

io
ids m

ay requ
ire lo

nger d
uratio

n
 

than those w
ho are no

t - yet infrequen
tly need >14 days. 17 

W
h

at is a su
n

set clau
se?  

Pre-em
p

tively com
m

unicates a p
lan fo

r 
disco

ntin
uing / tapering o

pio
ids based o

n expected
 

duratio
n of pain

 &
 con

ditio
n-sp

ecific gu
idelines. 

●
 G

enerally, aim
 to return to baseline dose &

 taper 
added opioids if using regularly >5-7 days.  
●

 If needed, ER/acute care m
ight provide concurrent 

short opioid outpt Rx (e.g. 3-7d), w
hich m

ay w
arrant 

tapering/follow
-up by the prim

ary care provider.  7 
●

 In m
ost cases, dispensed Rx quantities should be 

structured / tightly controlled, given at frequent 
intervals in sm

all am
ounts / part fills, w

ith close 
follow

-up, &
 tapered as soon as able.  

m
e

th
ad

o
n

e
 

D
O

 N
O

T STO
P

 M
ETH

A
D

O
N

E – re
startin

g can
 b

e ch
allen

gin
g

15 
 

O
p

tio
n

 A
.  A

dd other short-term
 opioids (e.g. 

m
orphine, hydrom

orphone) as above, po preferred.  




  Q
uick onset to assess effect &

 adjust PR
N

.   
X

 R
isk m

isu
se, R

x in
 sm

all, co
n

tro
lled

 q
u

an
tities. 

 

O
ptio

n B
. D

ivid
e d

aily m
eth

ad
o

n
e d

o
se to

 
TID

-Q
ID

: an
algesic effect lasts ~

6
-8

h
rs. 8 




 U
sefu

l if stab
le d

aily d
o

se &
 in

 reco
very. 

X
X

 A
vo

id
 in

 in
itiatio

n
 p

h
ase o

r if o
u

tp
t. 

 

O
p

tio
n

 C
. If divided dosing insufficient &

 other opioids C
I (e.g. confirm

ed severe allergy), m
ay use 

m
ethadone dosed up to 10%

 of total daily dose TID
 PRN

. X
X

 A
vo

id: risk o
f accum

ulation &
 overdo

se. 19    
. 

b
u

p
ren

o
rp

h
in

e 
 D

o
sin

g e
q

u
ivale

n
cies: 5

 

b
upreno

rp
hine-nalo

xo
ne

 

(SU
B

O
X

O
N

E, g) 8m
g/2m

g  
sub

lingual tab/film
 daily  

is appro
xim

ately 
eq

u
ivalent to: 

 P
R

O
B

U
PH

IN
E 320m

g  
in

traderm
al im

plant 
q

6m
o

s 
 SU

B
LO

C
A

D
E 100m

g 
subcut q1m

o
s. 

  N
o

te: M
axim

um
 do

se of  
b

up transderm
al (B

U
TR

A
N

S) 

is 20 m
cg/h

r patch q7d, 
p

rovid
es bu

p 0.48m
g/d.  

M
u

ch
 < 8m

g b
up-nal SL.  

D
O

 N
O

T STO
P

 B
U

P
R

EN
O

R
P

H
IN

E-N
A

LO
X

O
N

E – restartin
g can b

e ch
allenging

6,7,8 
A

p
p

ro
ach

 is co
n

tro
versial 

 co
n

cern
 th

a
t b

u
p

re
n

o
rp

h
in

e
’s h

igh
 affin

ity fo
r th

e m
u

-o
p

io
id

 rece
p

to
r &

 lo
n

g t½  
m

igh
t b

lo
ck th

e
 effe

ct o
f o

th
e

r o
p

io
id

s, p
articu

larly at do
ses >8-12m

g/day. N
o

 R
C

Ts availab
le to

 d
irect a

p
p

ro
ach

. 
D

oses of ≤8m
g (or equivalent, see left) are no

t expected to
 block the effects of o

ther o
pio

ids &
 sho

uld be co
ntinued thro

ugh 
an acute pain episo

de. Case repo
rts suggest p

ain can be w
ell m

anaged even w
hile bu

p-nal do
se >8-12m

g is m
aintained. 6  

R
isk o

f ch
an

gin
g b

u
p

-n
al o

fte
n

 > b
e

n
e

fit e
sp

 if u
sin

g fo
r O

U
D

.  If bup-nal is sto
pped co

m
pletely to

 treat acute p
ain 

w
ith o

ther o
pioids, create a plan fo

r bup-nal re-initiatio
n to

 avoid precipitating w
ithd

raw
al upo

n
 restartin

g. 
O

p
tio

n
 A

. D
ivid

e b
u

p
 d

aily d
o

se to
 TID

-Q
ID

:  
analgesic effect m

ay last ~4-8h
rs; deb

ated, o
ff-lab

el. 7
,8 

M
ay also

 
 d

aily d
o

se b
y 2

0-2
5

%
, A

SA
M

 2
0

20 O
R

 u
se sm

all 
(e.g. 2m

g) P
R

N
 d

o
se

s (C
D

N
 m

ax 2
4

m
g, FD

A
 m

ax 3
2

m
g). 7,8 




  U
seful if stable dose, in recovery, taking bup for 

chronic pain, &
 em

ergent m
ild acute pain. 

X
 If d

aily d
o

se >1
2

m
g m

ay lim
it ab

ility to
 trial  

o
th

er o
p

io
id

s d
u

e to
 m

u
-recep

to
r o

ccu
p

an
cy. 

 

O
ptio

n B
. A

dd other short-term
 IR

 opioid  
(e.g. hydrom

orphone ?preferred due to 
affin

ity) 



   For m
oderate-severe pain

 - eviden
ce &

  
clin

ical experien
ce suggest analgesia o

ften 
sufficient w

ith th
is app

ro
ach. 7 

X
 N

o
 evid

en
ce to

 su
p

p
o

rt ad
d

itio
n

 o
f  

IR
 o

p
io

id
s in

 am
b

u
lato

ry care. 8 Lim
it to

 3
d

 
su

p
p

ly (?d
aily d

isp
e

n
sed

), if u
sin

g. 2
5 

 

O
p

tio
n

 C
. Lo

w
er/tap

er b
u

p
 d

aily d
o

se to
 8-12m

g/d
ay (to

 free u
p

 m
u

-recep
to

rs) ~2-3 d
ays  

p
re-p

ro
ced

u
re &

 ad
d

 regu
lar IR

 o
p

io
id

. 2,3 U
su

ally resum
e hom

e b
up-nal do

se ~3 days po
st-op. 26  




 U
seful if stable dose, severe pain

 anticip
ated (i.e. elective surgery), &

 pt taking it for chronic pain. 
X

X
 M

ay d
estab

ilize a p
erso

n
 w

ith
 O

U
D

. Lim
ited evid

en
ce

8 &
 little u

tility fo
r un

planned acu
te p

ain.  
If 

 bup &
 adding another opioid, m

ust m
onitor closely for overdose over n

ext 72hr (as bup slow
ly 

w
ears off &

 is replaced by a m
ore strongly activating (fu

ll ago
n

ist) opioid on the m
u-receptor). 

. 

G
e

n
e

ral P
rin

cip
le

s 
 

Confirm
 w

hich o
pio

id taken, do
se (any recent changes), ro

ute, interval/frequency (tim
e last taken), reason for use (e.g. chro

nic pain, O
U

D
), so

urce (e.g. R
x, illegally o

btained), frequency of w
itnessed ingestio

n, access to/presence 
of take hom

e do
ses, &

 social situation/stability. V
erify w

ith prim
ary care provider/com

m
unity pharm

acy as able. W
hen establishing baseline needs, inquire about, docum

ent, &
 account for non-m

edical opioid use as appropriate.  
 

M
ain

tain
 b

aselin
e ch

ro
n

ic o
p

io
id

/O
A

T req
s in m

ost situ
atio

ns by co
ntinu

ing th
e current o

p
io

id do
se (o

r sim
ilarly do

sed if route no
t available/using fro

m
 the illegal drug m

arket). Th
e b

aselin
e d

o
se p

ro
vid

es n
egligib

le an
algesia fo

r acu
te p

ain
. 

 
W

h
at is an “o

p
io

id
 deficit”? W

hen a patient has a physiolo
gical dependence o

n an o
pio

id that is abruptly 
/w

ithdraw
n, they w

ill experience a net loss of o
pio

id effect w
ith subsequent sym

ptom
s of o

pio
id w

ithdraw
al. This can 

be dangero
us as it results in lo

ss o
f o

pioid to
lerance &

 m
ay be fo

llo
w

ed by o
pioid overdose/death upo

n re-initiatio
n of the prior o

pio
id do

se. A
lso

, opio
id w

ithdraw
al w

ill 
 the pain experience &

 m
ay also

 
 po

st-o
p o

pioid 
requirem

ents. 12 G
oals are to avo

id &
/o

r treat o
pioid w

ithdraw
al, as w

ell as to treat the pre-existing co
nditio

n (usually w
ith the prior hom

e regim
en) &

 tem
po

rarily add analgesia for the acute pain perio
d. 5,6,7  

 
A

cute pain
 m

anagem
ent sho

uld generally be ap
p

ro
ached the sam

e as fo
r patien

ts no
t prescrib

ed o
r usin

g o
pio

ids; Fo
r m

ild-m
o

derate acute pain, N
SA

ID
s/acetam

ino
p

h
en are p

referred
 o

ver ad
d

ed
 o

p
io

id
s (risk > b

en
efit). 

 
If concurrent opioid used for severe acute pain, generally avoid low

 potency opioids (e.g. codeine, tram
adol) &

 consider IR
 opioids on a scheduled (esp useful if com

pulsive use) or PR
N

 short-term
 basis; usually no role for adding SR opioids. 

1
4

7

https://www.rxfiles.ca/rxfiles/uploads/documents/books/pain.html
http://www.rxfiles.ca/PainLinks
https://www.bccsu.ca/wp-content/uploads/2017/08/Clinical-Opiate-Withdrawal-Scale.pdf
https://mshrm.org/images/meeting/100416/pain_control___comfort_menu.pdf
https://www.rxfiles.ca/RxFiles/uploads/documents/members/CHT-Opioid.pdf
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C
o

n
ce

rn
s ab

o
u

t P
ro

b
le

m
atic C

h
ro

n
ic O

p
io

id
 U

se
: 

 If co
n

cern
ed

 ab
o

u
t p

ro
b

lem
atic o

p
io

id
 u

se b
y p

eo
p

le takin
g o

p
io

id
s ch

ro
n

ically fo
r p

ain
, assess fo

r O
U

D
 (see R

xFiles: C
o

n
co

m
itan

t C
h

ro
n

ic P
ain

 an
d

 O
p

io
id

 U
se C

o
n

cern
s ch

art). 
 A

vo
id

 stigm
atizin

g p
eo

p
le o

n
 ch

ro
n

ic o
p

io
id

s b
y u

n
d

ervalu
in

g th
eir exp

ressio
n

 o
f p

ain
 &

/o
r p

lacin
g lab

els su
ch

 as “d
ru

g-seekin
g.” P

re-existin
g to

leran
ce m

ay m
ean

 u
sin

g h
igh

er th
an

 u
su

al o
p

io
id

 d
o

ses fo
r an

algesia.

C
o

n
sid

e
ratio

n
s Sp

e
cific to

 A
cu

te
 P

ain
 fo

r P
e

o
p

le
 w

ith
 O

p
io

id
 U

se
 D

iso
rd

e
r (O

U
D

): 
Fo

r p
atie

n
ts w

ith
 O

U
D

 &
 acu

te p
ain

 w
h

o
 are o

n
 O

A
T: M

ain
tain

 O
A

T in
 

m
o

st cases. Th
e risks o

f ch
an

gin
g (lo

w
erin

g o
r sto

p
p

in
g) O

A
T can

 lead
 to

 
d

an
gero

u
s o

u
tco

m
es &

 gen
erally o

u
tw

eigh
 b

en
efit.  

R
isks can

 in
clu

d
e: 7  

 
d

estab
ilizatio

n
 &

 retu
rn

 to
 u

se (i.e. relap
se). 

 
u

n
in

ten
tio

n
al o

verd
o

se &
 d

e
ath

 (resu
ltin

g fro
m

 retu
rn

 to
 u

se after 
lo

ss o
f to

leran
ce). 

 


 p
atien

t an
xiety, 

 tru
st/lo

ss o
f th

erap
eu

tic allian
ce. 

 
d

o
se co

n
versio

n
 ch

allen
ges (e.g. m

ed
icatio

n
 erro

rs). 
 


 p
ain

 &
 o

th
er o

p
io

id
 req

u
irem

en
ts. 

 
ch

allen
ges restartin

g (e.g. lo
ss to

 fo
llo

w
-u

p
, o

verlo
o

ked
/lack o

f co
m

m
u

n
ity 

co
o

rd
in

atio
n

 at d
isch

arge, p
recip

itated
 w

ith
d

raw
al if bu

p
 stop

p
ed

 th
en

 restarted). 6 
If add

itio
nal o

p
io

id
s are in

dicated, hydro
m

o
rp

ho
n

e po
/IV

 (o
r fentan

yl IV
 caution) 

m
ay be preferred w

hile o
n bu

p d
ue to

 its po
tency &

 
 m

u-recepto
r affinity.  

D
iscu

ssio
n w

ith th
e patient m

ay id
en

tify specific o
pio

id
s th

ey w
ish to

 avo
id 

(e.g. du
e to

 their con
cern

s abo
ut the prior op

io
id

 o
f use &

 po
tential for relapse). 

Fo
r p

atie
n

ts w
ith

 O
U

D
 &

 acu
te p

ain
 w

h
o

 are in
tereste

d
 in

 startin
g O

A
T: O

ffer O
A

T co
n

cu
rren

tly. M
eth

ad
o

n
e m

ay b
e p

referred
 if severe 

p
ain

 w
ith

 u
se o

f co
n

cu
rren

t o
p

io
id

s, 8,9 th
o

u
gh

 so
m

e clin
ician

s in
itiate b

u
p

-n
al u

sin
g a lo

w
-d

o
se in

itiatio
n

 (i.e. “m
icro

do
sin

g”) 32 ap
p

ro
ach

 to
 

target d
o

se b
u

p
 8

-12m
g w

h
ile u

sin
g co

n
cu

rren
t IR

 o
p

io
id

s d
u

rin
g th

e acu
te p

ain
 ep

iso
d

e
(expert op

in
io

n). If d
elayin

g th
e start o

f O
A

T, p
lan

 to
 

in
itiate im

m
ed

iately after acu
te p

ain
 reso

lved
 (b

u
p

-n
al p

referred
 w

h
en

 o
th

er o
p

io
id

s are n
o

 lo
n

ger in
d

icated
 an

d
 h

ave b
een

 d
isco

n
tin

u
ed

). 
Fo

r p
atie

n
ts w

ith
 O

U
D

 &
 acu

te p
ain

 w
h

o
 are n

o
t cu

rren
tly in

tereste
d

 in
 startin

g O
A

T: G
o

als are to
 red

u
ce acu

te p
ain

 (o
p

tim
ize n

o
n

-
o

p
io

id
 an

algesics &
 n

o
n

-p
h

arm
 strategies), m

in
im

ize h
arm

s, alleviate o
p

io
id

 w
ith

d
raw

al, &
 estab

lish
 th

erap
eu

tic relatio
n

sh
ip

. 

In
 m

o
st case

s: 
If m

an
agin

g as an
 o

u
tp

atie
n

t: 
If m

an
agin

g as an
 in

p
atie

n
t: 

 
Confirm

atory U
D

S. 
 

O
ffer take hom

e 
nalo

xo
ne kit &

 o
ther 

harm
 reductio

n o
ptio

ns. 
 

Consider screening fo
r 

H
IV

, H
ep B

/C, STIs, 
pregnancy as appropriate. 

 
Com

m
unicate co

ncern abo
ut O

U
D

 
alo

ngside o
pen offer to

 discuss O
A

T 
optio

ns. 
 

Consider short structured o
pioid co

urse 
(e.g. daily dispensing) w

ith sunset clause 
based o

n expected duratio
n of severe 

pain (co
nsult w

ith prim
ary pro

vider). 

 
A

ssess w
ithdraw

al (m
o

nitor CO
W

S, baseline &
 often q4hr w

hile 
aw

ake until sco
re co

nsistently ≤12). 
 

Estim
ate &

 rep
lace baselin

e o
pio

id
 req

s to
 treat w

ith
draw

al 
sym

pto
m

s &
 pain (IV

 m
ay b

e preferred fo
r ease of adm

inistratio
n/ 

com
fort/titration if IV

 access &
 pt w

as u
sing IV

 as ou
tp

t expert opinio
n). 

 
O

ffer co
ncurrent pharm

aco
lo

gical o
pioid w

ithdraw
al adjuncts  

(e.g. clonidine, loperam
ide, N

SA
ID

s, dim
enhydrinate, hydroxyzine). 

 

C
o

n
sid

e
ratio

n
s Sp

e
cific to

 A
cu

te
 P

ain
 in

 th
e

 Em
e

rge
n

cy D
e

p
artm

e
n

t/A
cu

te
 C

are
 Se

ttin
gs: 

“W
h

a
t h

a
p

p
en

s if I h
a

ve a
cu

te p
a

in
 w

h
ile 

o
n

 b
u

p
-n

a
l?” – ad

d
ressin

g p
atien

t co
n

cern
s 

A
ckn

o
w

led
ge co

n
cern

: 

 
O

ther o
pio

ids m
ay no

t w
o

rk as w
ell fo

r pain 
w

hen
 taking high

er d
oses o

f b
up-n

al (e.g. >12m
g). 

O
ffer reassu

ran
ce: 

 
W

e have eviden
ce that in

 m
any cases, an an

ti-
in

flam
m

ato
ry +/- acetam

in
op

hen
 w

o
rk just as w

ell, 
if n

ot b
etter, th

an op
io

id
s fo

r m
ild to

 m
oderate 

pain. Th
is m

eans m
o

st p
ain can

 be w
ell m

anaged 
w

ith n
on-op

io
id m

ed
ication

s &
 strategies. 

 
W

h
en

 severe p
ain

 d
o

es o
ccu

r, in
 m

o
st cases th

e 
b

u
p

-n
al can

 b
e co

n
tin

u
ed

 at th
e sam

e d
o

se &
 

th
e p

ain
 can

 b
e treated

 w
ith

 o
th

er o
p

io
id

s 
layered

 o
n

 to
p

 fo
r a sh

o
rt tim

e. Th
is m

ay 
req

u
ire u

sin
g h

igh
er th

an
 u

su
al o

p
io

id
 d

o
ses. 

R
eco

gn
ize ch

o
ice: 

 
Th

ere are o
p

tio
n

s fo
r h

o
w

 to
 ap

p
ro

ach
 th

e 
acu

te p
ain

 ep
iso

d
e, esp

ecially fo
r p

lan
n

ed
 

p
ro

ced
u

res w
h

e
re seve

re p
ain

 is an
ticip

ated
. 

 
Th

o
u

gh
 sto

p
p

in
g th

e b
u

p
-n

al d
u

rin
g an

 acu
te 

p
ain

 ep
iso

d
e is gen

erally d
isco

u
raged

, w
e 

co
u

ld
 co

n
sid

er tem
p

o
rarily ad

ju
stin

g th
e d

o
se 

to
 h

elp
 w

ith
 th

e p
ain

. Th
is m

igh
t in

clu
d

e 
lo

w
erin

g, in
creasin

g o
r sp

littin
g th

e d
o

se fo
r a 

b
rief p

e
rio

d
 o

f tim
e. 

O
ffer &

 in
vite co

llab
o

ratio
n

: 

 
En

co
u

rage th
e p

atien
t to

 d
iscu

ss an
y 

q
u

estio
n

s o
r co

n
ce

rn
s th

e
y h

ave ab
o

u
t th

eir 
p

ain
 m

an
agem

en
t, b

reakin
g a treatm

en
t 

agreem
en

t, o
r retu

rn
in

g to
 u

se (i.e. relap
se). 

 
In

vite p
atien

ts to
 p

ro
actively create p

ain
 &

 
relap

se co
n

tin
gen

cy p
lan

s to
geth

er w
ith

 th
e

ir 
care p

ro
vid

ers.   

 
Peo

p
le takin

g o
pio

ids ch
ro

n
ically m

ay need to
 b

e adm
itted

 fo
r p

ain co
ntro

l fo
r p

ro
ced

ures that w
o

u
ld o

therw
ise be to

lerated as o
utp

ts fo
r tho

se no
t o

n
 ch

ro
n

ic o
p

io
ids. 

 If p
atien

t w
ith

 u
n

treated
 O

U
D

 is ad
m

itted
, treat acu

te p
ain

 &
 w

ith
d

raw
al co

n
cu

rren
tly (m

o
n

ito
r C

O
W

S). O
ffer O

A
T. G

en
erally, p

refer m
eth

ad
o

n
e if n

o
t p

lan
n

in
g  

to
 co

n
tin

u
e as o

u
tp

atien
t. 8,9 C

o
n

su
lt p

ain
/ad

d
ictio

n
 m

ed
icin

e sp
ecialist P

R
N

. 
 W

h
en

 p
o

ssib
le, in

vo
lve th

e p
atien

t &
 th

eir p
rim

ary p
rescrib

er in
 m

akin
g a clear, p

ro
active p

lan
 fo

r stru
ctu

re, su
p

p
o

rt, &
 o

p
io

id
 d

isco
n

tin
u

atio
n

.  
 B

e aw
are o

f treatm
en

t agreem
en

t in
 p

lace w
ith

 o
th

er p
rescrib

ers. If o
p

io
id

s u
sed

, th
is sh

o
u

ld
 b

e co
m

m
u

n
icated

 to
 th

e p
rim

ary p
rescrib

er. 
 C

o
n

d
u

ct a p
re-p

ro
ced

u
ral assessm

en
t, w

h
en

 p
o

ssib
le, to

 assess risk o
f p

o
sto

p
erative in

creases in
 p

ain
/p

ersisten
t o

p
io

id
 u

se, 11 &
 risk o

f resp
irato

ry d
ep

ressio
n

 / 
o

verd
o

se / p
eri-o

p
erative co

m
p

licatio
n

s (e.g. screen
 fo

r O
SA

) as w
ell as to

 estab
lish

 early reco
very after su

rgery p
ro

to
co

ls. 
 C

o
n

sid
er u

sin
g th

e C
lin

ically A
lign

ed
 P

ain
 A

ssessm
en

t (C
A

P
A

) To
o

l 20 to
 ask ab

o
u

t: co
m

fo
rt, ch

an
ge in

 p
ain

 severity, p
ain

 co
n

tro
l, fu

n
ctio

n
in

g, &
 sleep

. 
M

ed
icatio

n
 H

isto
ry: 

 C
o

m
m

u
n

icatio
n

 w
ith

 co
m

m
u

n
ity p

h
arm

acist is h
e

lp
fu

l to
 co

n
firm

 m
ed

 h
x (ve

rify if p
atien

t receives d
aily d

isp
e

n
se

d
/d

irectly o
b

se
rve

d
 th

erap
y o

r take h
o

m
e 

d
o

ses), as w
ell as to

 
 risk o

f d
iversio

n
 (m

ed
icatio

n
s m

ay b
e d

isp
e

n
sed

 to
 p

atien
t/o

th
ers w

h
ile h

o
sp

italized
 &

 receivin
g d

o
ses as an

 in
p

atie
n

t). 
 B

e aw
are o

f &
 co

n
tin

u
e p

rio
r su

b
cu

tan
eo

u
s, tran

s- &
 in

tra-d
e

rm
al fo

rm
u

latio
n

s o
f b

u
p

ren
o

rp
h

in
e th

e p
atien

t h
as b

een
 p

rescrib
e

d
. 

 If C
N

S/resp
 d

ep
ressio

n
 o

ccu
rs w

h
en

 given
 o

p
io

id
 eq

u
ivalen

t to
 “h

o
m

e d
o

ses,” co
n

sid
er p

o
ten

tial fo
r 1) o

u
tp

t d
iversio

n
, 2) o

u
tp

t n
o

n
-ad

h
eren

ce, 3) co
n

cu
rren

t 
illn

ess (e.g. in
fectio

n
, A

K
I, b

rain
 in

ju
ry), &

/o
r 4) m

ed
icatio

n
s (e.g. alco

h
o

l, B
ZD

, o
th

er sed
atives) d

ecreasin
g o

p
io

id
 req

u
irem

en
ts/in

creasin
g ad

verse effects.  
 R

eversal o
f b

u
p

ren
o

rp
h

in
e o

verd
o

se m
ay req

u
ire 

 n
alo

xo
n

e d
o

ses (e.g. 2m
g IM

/IV
 q

2-3m
in

 P
R

N
) relative to

 o
th

er o
p

io
id

s. 
A

d
ju

n
ctive A

gen
ts &

 A
d

d
itio

n
al O

p
io

id
s: 

 
C

o
n

sid
er u

se o
f adju

ncts u
niq

ue to
 acu

te care/sup
ervised

 settin
gs: sin

gle do
se co

rtico
stero

id
s (e.g. m

ethylpredniso
lo

ne, dexam
ethaso

ne), N
M

D
A

 an
tago

n
ists (e.g. ketam

ine, n
itro

us 

oxide), alph
a-2 ago

n
ists (e.g. dexm

edeto
m

idine, clo
n

idin
e), IV

 lido
caine. U

tilize regio
n

al and
 n

euraxial an
esth

esia to
 m

inim
ize o

th
er p

harm
aco

th
erapies, if available &

 ap
pro

p
riate. 

 If ad
d

itio
n

al o
p

io
id

 d
eem

ed
 n

ecessary fo
r a p

atien
t o

n
 h

igh
 p

o
ten

cy ch
ro

n
ic o

p
io

id
s/O

A
T, likely w

ill n
eed

 2
nd stru

ctu
red

 o
p

io
id

 regim
en

 w
ith

 h
igh

er &
 m

o
re 

freq
u

en
t d

o
sin

g to
 o

verco
m

e recep
to

r affin
ity &

 to
leran

ce. 1,8 C
o

n
sid

er ad
d

itio
n

al b
o

w
el care as w

arran
ted

. 
 

O
ral routes generally preferred to IV

 for post-operative analgesia w
henever possible. 24 H

ow
ever, note conditions that affect G

I function/w
arrant N

PO
. Sw

itch to m
ost equivalent 

baseline opioid dose if prior dosage form
 not feasible (e.g. change from

 po because IV
 required). If sw

itching to a different opioid, 
 dose (e.g. by 25-50%

) for incom
plete cross-tolerance. 

 O
ffer P

C
A

 (b
o

lu
s o

n
ly, o

n
ce in

itial d
o

se d
eterm

in
ed

) if availab
le fo

r severe p
ain

 
 p

ro
vid

es sen
se o

f co
n

tro
l. R

eassess p
ain

 co
n

tro
l/d

o
se freq

u
en

tly. Tran
sitio

n
 to

 
eq

u
ivalen

t p
o

 d
o

sin
g (if th

is w
as th

e ro
u

te taken
 p

rio
r to

 ad
m

issio
n

) as so
o

n
 as ab

le. 
 

Parenteral fentanyl can be a short-term
 option for severe/incident pain (in closely m

o
nito

red
 settings) due to potency &

 quick onset/offset (parenteral form
ulatio

n m
ay also be ad

m
inistered SL). 

 
U

se cau
tio

n w
hen calcu

lating do
ses to

 sw
itch back to

 ho
m

e regim
en fro

m
 parenteral do

sin
g. O

ften
 start w

ith sch
ed

uled do
ses, tho

ugh m
ay enco

u
rage patient to

 refu
se 

do
ses that are abo

ve th
e baselin

e o
pio

id
 requ

irem
ents if analgesia is su

fficien
t (rem

in
der: avoid cau

sing o
pioid

 d
eficit). A

d
just su

b
seq

u
en

t do
se/in

terval acco
rdin

gly. 17 

D
isch

arge P
lan

n
in

g: 
 

D
eterm

in
e R

x at d
ischarge based o

n prio
r 24hr requ

irem
ents (no

 R
x if no

t u
sed in 24h

rs). C
o

n
sid

er p
atien

t’s ab
ility to

 atten
d fo

llo
w

-u
p ap

po
intm

ents an
d p

harm
acy 

access. C
o

o
rd

inate w
ith co

m
m

u
n

ity p
rescrib

er an
d p

harm
acist. En

sure patien
t has access to

 take ho
m

e nalo
xo

n
e page 132. 

1
4
8

https://www.rxfiles.ca/rxfiles/uploads/documents/books/pain.html
https://www.rxfiles.ca/RxFiles/uploads/documents/members/cht-OUD-with-Chronic-Pain.pdf
https://www.rxfiles.ca/RxFiles/uploads/documents/members/cht-UDS.pdf
https://www.rxfiles.ca/RxFiles/uploads/documents/members/cht-naloxone.pdf
https://www.rxfiles.ca/RxFiles/uploads/documents/members/cht-Harm-Reduction.pdf
https://www.bccsu.ca/wp-content/uploads/2017/08/Clinical-Opiate-Withdrawal-Scale.pdf
https://www.rxfiles.ca/RxFiles/uploads/documents/members/Opioid-Withdrawal-Rx.pdf
https://www.bccsu.ca/wp-content/uploads/2017/08/Clinical-Opiate-Withdrawal-Scale.pdf
https://www.rxfiles.ca/RxFiles/uploads/documents/Opioid-Informed-Consent-And-Agreement.pdf
https://www.rxfiles.ca/RxFiles/uploads/documents/members/cht-naloxone.pdf
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High Blood Pressure Clinical Guidelines 
 
Blood pressure (BP) is a common chronic cardiovascular condition in the United States and 
dentistry can play an important role in screening patients for hypertension and is an important 
vital sign to consider in providing dental treatment.  
 
Definitions: 

• Acute Hypertension: Can result from stimuli such as physical exertion, anxiety, or stress 
and generally normalizes once the stimuli is gone.  

• Chronic Hypertension: Is blood pressure that remains consistently higher than normal. 
 
Blood Pressure should be taken on patients with an upper arm BP monitor (provided in clinic – 
manual and/or automatic). Wrist BP monitors can be used if a upper arm BP monitor is not able 
to be used as determined by the faculty/provider.  However, wrist BP monitors/cuffs are not as 
accurate as the Upper Arm BP monitors and should be limited in use.  

• Always utilize the appropriate size cuff (e.g., small, medium, large) based on the patient’s 
age and size to take the BP. 

• A manual and/or automatic upper arm BP cuff should be used. If an automatic BP cuff is 
used and high BP readings are attained, a manual upper arm BP cuff may need to be 
used.  

• If high BP readings are obtained that would preclude treatment, the BP measurement 
should be repeated after the patient has sat quietly for 5 minutes with their feet flat on 
the floor and their arm supported at the level of their heart. If the BP decreases to a 
recommended level allowing treatment to proceed (see section 6.22.4.1) should be in 
conjunction with clinical judgement.   

 
Recommendations for when to take BP 

• Patient on anti-hypertensive medications and/or previous history of cardiac event, such 
as, but not limited to, myocardial infarction or stroke; 

• Comprehensive Oral Evaluation (D0150), Periodic Oral Evaluation (D0120), or Limited 
Oral Evaluation (D0140);  

o Pediatric/minor patients: provider should evaluate and determine if taking BP is 
appropriate given review of Health History.  

• Before surgical procedures and those involving sedation (oral, IV or Nitrous Oxide); 
and/or, 

o Nitrous Oxide: Pediatric/minor patients: provider should evaluate and 
determine if taking BP is appropriate given review of Health History. 

• Before vasoconstrictors in local anesthetics are used in patients, especially in patients 
with a cardiac event history and/or taking anti-hypertensive medication(s), or 
contributory health history. 
 

References: https://www.ada.org/resources/research/science-and-research-institute/oral-health-
topics/hypertension#.Y0A1K9dhE6E.link 

 
 

https://www.ada.org/resources/research/science-and-research-institute/oral-health-topics/hypertension#.Y0A1K9dhE6E.link
https://www.ada.org/resources/research/science-and-research-institute/oral-health-topics/hypertension#.Y0A1K9dhE6E.link
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High Blood Pressure Treatment Guidelines 
 

The following BP treatment guidelines are recommendations and should be used in conjunction with a 
provider(s) clinical judgement taking into consideration, but not limited to, the multifactorial functional 
capacity and risk stratification tool, the clinical situation (including the need for emergent care), health history, 
dental history, prescription and non-prescription medications, Illicit substances, anxiety, risks to the patient, 
acute vs. chronic hypertension, written guidance from a physician, and/or individual patients’ clinical situation.  
The provider, given this information, has the clinical autonomy to make treatment decisions in the best 
interest of the patient.  

 
• Dental Management of the Medically Compromised Patient, James W. Little et al, Seventh Edition., and 

<https://www.ada.org/en/member-center/oral-health-topics/hypertension> (July 20, 2021) 
• https://www.ada.org/resources/research/science-and-research-institute/oral-health-

topics/hypertension#.Y0A1K9dhE6E.link 

 
 
 
 

Category 

Systolic 
Blood 

Pressure 
(mm Hg) 

 

Diastolic 
Blood 

Pressure 
(mm Hg) 

Dental Treatment recommendations 
Referral 

to 
Physician 

Normal <120 and <80 Elective care No 

Elevated 120-129 and <80 Elective care No 

Hypertension 

Stage 1 130-139 or 80-89 Elective care No 

Stage 2 140-159 or 90-99 Elective care No 

Stage 2 >160 and/or >100 

• Wait 5 minutes and reassess.  
• If the BP decreases below 160/100 or within written guidance 

from a physician treatment may proceed in conjunction with 
clinical judgement.  

• If dental symptoms, pain, and/or anxiety contribute to HTN, 
initiate emergency care with BP monitoring  

• If BP does not decrease <160/100, utilize the Functional 
Capacity and Risk Stratification framework to determine if 
treatment can be safely completed  

 

Yes 

Hypertensive 
Crisis >180 and/or >120 

• Utilize the Functional Capacity and Risk Stratification 
framework to determine if treatment can be safely completed  

• If dental symptoms, pain, and/or anxiety contribute to HTN, 
provider may initiate emergency care in conjunction with 
clinical judgement with BP monitoring.   

• Refer to physician as soon as possible or send for urgent 
medical evaluation, if symptomatic.  This should be in 
conjunction with clinical judgement and using the Functional 
Capacity and Risk Stratification. 

• Consider deferring elective care after risk stratification.  
 

Yes 

https://www.ada.org/resources/research/science-and-research-institute/oral-health-topics/hypertension#.Y0A1K9dhE6E.link
https://www.ada.org/resources/research/science-and-research-institute/oral-health-topics/hypertension#.Y0A1K9dhE6E.link
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Functional Capacity Determination and Risk Stratification 
 
Patients with an elevated blood pressure, less than 180/110, with no active cardiac conditions is not an 
indication to cancel a dental procedure without considering the potential risks and benefits of delaying the 
procedure. In conjunction with the risk/benefit analysis, It is recommended that the clinician utilize the 
multifactorial risk stratification based on the American College of Cardiology Foundation and American Heart 
Association taskforce on practice guidelines to determine if the dental procedure should be delayed.  
 
Providers should use the following risk stratification: One (1) “yes” answer in Section 1 and in Section 2 one (1) 
“yes” answer for both category A and B.  

Section 1: Determination of Metabolic Capacity 

The patient should 
be “Yes” to at least 
one of the following 

 

• Can you do light work around the house like dusting or washing dishes? 
• Can you climb a flight of stairs or walk up a hill? 
• Can you walk on level ground at 4 miles per hour? 
• Can you run a short distance? 
• Can you do heavy work around the house, like scrubbing floors, or lifting or 

moving heavy furniture? 
• Can you participate in golf, bowling, dancing, doubles tennis, or throwing a 

baseball or football? 
 

Section 2: Risk Stratification 

Category A 
 

• Is the patient taking antihypertensive medication and did they take it this day? 
• Does the patient have a health care provider managing their hypertension and 

have they been seen in the past 6 months? 
• Does the patient appear anxious, acknowledge anxiety about the procedure, or 

have a heart rate >100 beats per minute? 

Category B 

• Did the patient take public transportation or drive and walk in for the 
procedure? 

• Does the patient take care of their own house or apartment? 
• Does the patient state they can walk up a flight of stairs? 

There must be a one (1) “yes” answer to category A and B 
 
References: 
• Yarows SA, Vornovitsky O, Eber RM, Bisognano JD, Basile J. Canceling dental procedures due to elevated blood pressure: Is it appropriate? J 

Am Dent Assoc 2020:S0002-8177(19)30906-7 
• Fleischmann KE, Beckman JA, Buller CE, Calkins H, Fleisher LA, Freeman WK, Froehlich JB, Kasper EK, Kersten JR, Robb JF, Valentine RJ. 2009 

ACCF/AHA focused update on perioperative beta blockade: a report of the American college of cardiology foundation/American heart 
association task force on practice guidelines. Circulation. 2009 Nov 24;120(21):2123-51. doi: 10.1161/CIRCULATIONAHA.109.192689. Epub 
2009 Nov 2. PMID: 19884474. 

• American College of Cardiology Foundation/American Heart Association Task Force on Practice Guidelines; American Society of 
Echocardiography; American Society of Nuclear Cardiology; Heart Rhythm Society; Society of Cardiovascular Anesthesiologists; Society for 
Cardiovascular Angiography and Interventions; Society for Vascular Medicine; Society for Vascular Surgery, Fleisher LA, Beckman JA, Brown KA, 
Calkins H, Chaikof EL, Fleischmann KE, Freeman WK, Froehlich JB, Kasper EK, Kersten JR, Riegel B, Robb JF. 2009 ACCF/AHA focused update on 
perioperative beta blockade incorporated into the ACC/AHA 2007 guidelines on perioperative cardiovascular evaluation and care for 
noncardiac surgery. J Am Coll Cardiol. 2009 Nov 24;54(22):e13-e118. doi: 10.1016/j.jacc.2009.07.010. Erratum in: J Am Coll Cardiol. 2012 Jun 
12;59(24):2306. PMID: 19926002 
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C
om

parison of G
LP-1 A

gonists 
 

(full update A
ugust 2024) 

T
his chart com

pares G
L

P-1 agonists (including the “tw
incretin” tirzepatide) in regard to A

1c reduction, w
eight loss, dosing, tolerability, clinical 

outcom
es (e.g., cardiac or kidney benefit), how

 supplied, cost, and storage.  For a review
 of class adverse effects, see footnote f.   

 D
rug/ 

A
1c decrease/  

W
eight loss

 

A
vailability 

C
ost b 

Storage
c 

D
osing (sub

cutaneous injection in A
D

U
L

T
S 

un
less otherw

ise specified) c 
C

om
m

ents (e.g., clinical outcom
es, tolerability) 

D
ulaglutide 

(Trulicity) 
 A

1c:  -1.09%
 

(m
ean across 

trials) 1 

 W
eight loss:   

0.73 kg (m
ean 

across trials) 1 

 

Single dose pen 
(autoinjector): 0.75, 
1.5, 3 (U

S), 4.5 m
g 

(U
S

) 
 U

S:  $977.42 
C

anada: ~$250  
(1.5 m

g/w
eek) 

 Store at 2
oC

 to 8
oC

, 
or room

 tem
p 

(≤30
oC

) for ≤
14 

days. 

In
itial:  0.75 m

g once w
eekly.  M

ax:  m
ay increase 

to 1.5 m
g once w

eekly, then by 1.5 m
g w

eekly 
every four w

eeks to a m
ax of 4.5 m

g once w
eekly. 

 C
om

parative dose:  see footnote g. 
 M

issed
 dose:  If <

72 hours rem
ain until the next 

scheduled dose, skip the m
issed dose.  If ≥72 hours 

rem
ain, adm

inister the m
issed dose. c  If ≥3 doses 

are m
issed, consider restarting w

ith ≤
1.5 m

g. 15 

 
A

dded to standard D
M

 treatm
ent in patients w

ith 
C

V
 disease or risk factors, over ~5.4 years 

reduced the com
posite of nonfatal M

I, nonfatal 
stroke, and death from

 C
V

 or unknow
n causes 

(N
N

T
 =

 71). 4  For individual outcom
es, only 

nonfatal stroke w
as significantly reduced. 

 
R

educed a com
posite of new

 m
acroalbum

inuria, 
30%

 decrease in eG
F

R
, or need for 

dialysis/transplant (N
N

T
=

 40), driven by 
prevention of m

acroalbum
inuria (exploratory 

analysis). 5 
 

D
iscontinuation due to adverse G

I effects  
(1.5 m

g):  ~1 in 15 patients
3 

 
E

xenatide 
(B

yetta [U
S]) 

 A
1c:  -0.7%

 
(10 m

cg B
ID

 
m

onotherapy) a,c 

 W
eight loss:  -

1.5 kg (10 m
cg 

B
ID

 
m

onotherapy) a,c 

 

Sixty (60)-dose pen:   
5, 10 m

cg  
(needles not 
included) 
 U

S:  $849.95 
 Store at 2

oC
 to 8

oC
.  

In-use pens can be 
stored at ≤

25
oC

 for 
up to 30 days. 

In
itial: 5 m

cg B
ID

 w
ithin 60 m

in before the tw
o 

m
ain m

eals (≥6 hours apart). 
M

ax: m
ay increase to 10 m

cg B
ID

 after four 
w

eeks. 
 C

om
parative dose:  see footnote g. 

 M
issed

 dose:  skip m
issed dose 

 K
idney im

p
airm

ent:  N
ot recom

m
ended if C

rC
l 

<
30 m

L
/m

in.  U
se 10 m

cg B
ID

 w
ith caution if C

rC
l 

30 to 50 m
L

/m
in.  U

se caution in kidney transplant. 

 
D

iscontinuation due to adverse G
I effects  

(10 m
cg B

ID
):  ~1 in 24 patients

3 
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 D

rug/ 
A

1c decrease/  

W
eight loss

 

A
vailability 

C
ost b 

Storage
c 

D
osing (sub

cutaneous injection in A
D

U
L

T
S 

un
less otherw

ise specified) c 
C

om
m

ents (e.g., clinical outcom
es, tolerability) 

E
xenatide 

(B
ydureon 

B
C

ise [U
S]) 

 A
1c:  -0.64%

 
(adults);  
-0.71%

 
(pediatrics) a,c 

 W
eight loss:  

0.92 kg 
 

Single dose pen 
(autoinjector):   
2 m

g 
 U

S:  $827.45 
 Store at 2

oC
 to 8

oC
, 

or room
 tem

p 
(≤30

oC
) for ≤

4 
w

eeks. 

For patients 10 years and older:  2 m
g once every 

seven days 
 C

om
parative dose:  see footnote g. 

 K
idney im

p
airm

ent:  N
ot recom

m
ended if eG

FR
 

<
45 m

L
/m

in/1.73 m
2.  U

se caution in kidney 
transplant. 
 M

issed
 dose:  If <

72 hours rem
ain until the next 

scheduled dose, skip the m
issed dose.  If ≥72 hours 

rem
ain, adm

inister the m
issed dose. 

   

 
O

nce-w
eekly exenatide added to standard D

M
 

therapy in patients w
ith or w

ithout C
V

 disease 
had a neutral C

V
 effect, but w

as associated w
ith 

a reduction in death from
 any cause com

pared to 
placebo (N

N
T

 =
 341). 6 

 
D

iscontinuation due to adverse G
I effects:  ~1 in 

22 patients. 3 
 

H
ighest rate of injection site reactions am

ong 
once-w

eekly G
L

P-1s. 3 
 

R
equired m

ixing im
m

ediately before injection. 

L
iraglutide 

(Saxenda) 
 Indicated for 
w

eight loss. 
 W

eight loss:  
3.7 to 5.2 kg  
(3 m

g once 
daily x 56 
w

eeks) a,c 

 

D
ial-a-dose pen: 

18 m
g/3 m

L
 

(pen needles not 
included) 
 U

S:  $1,349.02 
C

anada:  ~$450 
 Store at 2

oC
 to 8

oC
.  

In-use pens can be 
stored at room

 tem
p 

(≤30
oC

) for ≤
30 

days. 
    

For patients 12 years and older: 
3 m

g once daily (start w
ith 0.6 m

g once daily, 
increase dose w

eekly by 0.6 m
g to goal of 3 m

g 
once daily). 
For adults, discontinue after 16 w

eeks if <
4%

 (after 
12 w

eeks if ≤5%
 [C

anada]) w
eight loss achieved. 

 C
om

parative dose:  see footnote g. 
 M

issed
 dose:  S

kip the m
issed dose.  If m

ore than 
three days have elapsed since the last dose, retitrate 
starting w

ith 0.6 m
g once daily (U

S). 
  

 
See V

ictoza, below
 for inform

ation on clinical 
outcom

es in type 2 D
M

. 
 

~44%
 to 62%

 of patients m
et w

eight loss goal 
(≥5%

) at 56 w
eeks com

pared to 16%
 to 34%

 
w

ith placebo. 
 

D
iscontinuation due to adverse effects:  ~1 in 11 

patients. c 
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 D

rug/ 
A

1c decrease/  

W
eight loss

 

A
vailability 

C
ost b 

Storage
c 

D
osing (sub

cutaneous injection in A
D

U
L

T
S 

un
less otherw

ise specified) c 
C

om
m

ents (e.g., clinical outcom
es, tolerability) 

L
iraglutide

d 
(V

ictoza) 
 A

1c:  -1.04%
 

(adults); -1.06 
(pediatrics) 1,a,c 

 W
eight loss:   

1.33 kg
1 

D
ial-a-dose pen: 

18 m
g/3 m

L
 

(needles not 
included) 
 U

S:  $815.27 
C

anada:  $336.10 
 Store at 2

oC
 to 8

oC
.  

In-use pens can be 
stored at room

 tem
p 

(≤30
oC

) for ≤
30 

days. 

For patients 10 years and older: 
In

itial:  0.6 m
g once daily for one w

eek, then 1.2 
m

g once daily.  (Pediatric patients m
ay achieve 

control w
ith 0.6 m

g once daily.) 
M

ax:  m
ay increase to 1.8 m

g once daily after one 
w

eek. 
 C

om
parative dose:  see footnote g. 

 M
issed

 dose:  S
kip the m

issed dose.  If m
ore than 

three days have elapsed since the last dose, retitrate 
starting w

ith 0.6 m
g once daily (U

S). 

 
A

dded to standard care in patients w
ith type 2 

D
M

 w
ith C

V
 disease or at high C

V
 risk over ~4 

years reduced: 7 
o

 
death from

 C
V

 causes, nonfatal M
I, or 

nonfatal stroke, N
N

T
 =

 53; death from
 C

V
 

causes, N
N

T
 =

 77; death from
 any cause, 

N
N

T
 =

 71. 
o

 
new

 m
acroalbum

inuria or doubling of SC
r 

plus eG
F

R
 ≤

45 m
L

/m
in/1.73m

2, need for 
dialysis/transplant, or death from

 kidney 
causes (N

N
T

 =
67), driven by prevention of 

m
acroalbum

inuria (N
N

T
 =

 83). 
o

 
D

id not reduce the individual rates of M
I, 

nonfatal stroke, or H
F-related 

hospitalizations. 
 

D
iscontinuation due to adverse G

I effects  
(1.8 m

g):  ~1 in 18 patients
3 

Sem
aglutide 

(O
zem

pic) 
 A

1c:  -1.4%
  

(1 m
g  w

eekly 
as 
m

onotherapy) a,c 

 W
eight loss  

(1 m
g):   

3.5 kg
a,c 

    C
ontinued…

 

M
ulti-dose pen:  

0.25 or 0.5 m
g (four 

0.25 m
g doses or 

tw
o 0.5 m

g doses), 
1 m

g (4 doses),  
2 m

g (4 doses [U
S]) 

(includes needles) 
 U

S:  $1,291.36 
C

anada:   
~$235 (1 m

g/w
eek) 

 Store at 2
oC

 to 8
oC

.  
In-use pens can be 
stored at room

 tem
p 

(≤30
oC

) for ≤
56 

days. 

In
itial:  0.25 m

g once w
eekly for four w

eeks, then 
0.5 m

g once w
eekly, 

M
ax:  m

ay increase to 1 m
g once w

eekly after four 
w

eeks.  A
fter four w

eeks on the 1 m
g dose, m

ay 
increase to 2 m

g once w
eekly. 

 C
om

parative dose:  see footnote g. 
 M

issed
 dose:  if <

48 hours rem
ain until the next 

scheduled dose, skip the m
issed dose.  If >

48 
rem

ain, adm
inister the m

issed dose.  If tw
o or m

ore 
consecutive doses are m

issed, consider starting 
w

ith 0.25 m
g once w

eekly. c  Som
e experts w

ould 
restart w

ith 1 m
g if one or tw

o doses are m
issed, 

0.5 m
g if three or four doses are m

issed, or 0.25 m
g 

if ≥5doses are m
issed.. 15 

 
In type 2 D

M
 patients w

ith C
V

 disease, C
K

D
, or 

C
V

 risk factors, reduced the com
bined endpoint 

of C
V

 death, nonfatal M
I, or nonfatal stroke 

(N
N

T
 =

 44 for ~ 2 years).  For individual 
outcom

es, only nonfatal stroke w
as significant.  

A
 com

posite of new
 onset m

acroalbum
inuria or 

doubling of SC
r plus eG

F
R

 ≤
45 m

L
/m

in/1.73m
2, 

need for dialysis/transplant, or death from
 kidney 

causes w
as reduced (N

N
T

 =
 44), driven by 

prevention of m
acroalbum

inuria. 8 
 

In type 2 D
M

 w
ith C

K
D

, reduced a com
posite of 

m
ajor kidney events (kidney failure, ≥50%

 
reduction in eG

F
R

, kidney or C
V

 death) (N
N

T
 =

 
20 over 3 years).  K

idney function declined m
ore 

slow
ly, and the risks of m

ajor C
V

 events and all-
cause m

ortality w
ere reduced. 21 
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 D

rug/ 
A

1c decrease/  

W
eight loss

 

A
vailability 

C
ost b 

Storage
c 

D
osing (sub

cutaneous injection in A
D

U
L

T
S 

un
less otherw

ise specified) c 
C

om
m

ents (e.g., clinical outcom
es, tolerability) 

O
zem

pic, 
continued 
 

 
D

iscontinuation due to adverse G
I effects (1 m

g):  
~1 in 10 patients

3  

Sem
aglutide 

(R
ybelsus) 

 A
1c:  -1.1%

 (as 
m

onotherapy, 
14 m

g/day) a,c 

 W
eight loss  

(14 m
g):   

3.8 kg
a,c 

3 m
g, 7 m

g, or  
14 m

g tablets. 
 U

S:  968.52 
C

anada:  233.38 

In
itial:  3 m

g once daily at least 30 m
inutes before 

the first food, beverage, or other oral m
edications 

of the day, w
ith ≤120 m

L
 of w

ater (~half a glass).  
A

fter 30 days, increase the dose to 7 m
g once daily. 

M
ax:  A

fter 30 days on the 7 m
g dose, m

ay 
increase to 14 m

g once daily. 
 C

om
parative dose:  patients taking R

ybelsus  
14 m

g m
ay sw

itch to O
zem

pic 0.5 m
g.  Patients on 

O
zem

pic 0.5 m
g can be sw

itched to R
ybelsus 7 m

g 
or 14 m

g (U
S).  A

lso see footnote g. 
 M

issed
 dose:  skip the m

issed dose 

 
O

R
A

L
 sem

aglutide in patients w
ith type 2 D

M
 

and C
V

 disease, C
K

D
, or C

V
 risk factors had a 

neutral C
V

 effect. 9 
 

D
iscontinuation due to adverse G

I effects:  ~1 in 
15 patients

c 
 

Sem
aglutide 

(W
egovy) 

 Indicated for 
w

eight loss. 
 W

eight loss:   
~10.6 to 12.7 
kg (2.4 m

g 
once w

eekly  
at one year) 13,14 

Single-dose pen 
(autoinjector):  0.25, 
0.5, 1, 1.7,  
2.4 m

g. 
 U

S:  $1,349.02 
C

anada:  $419.73 
 Store at 2

oC
 to 8

oC
.  

C
an be stored at 

room
 tem

p (≤30
oC

) 
for ≤28 days. 
    

For patients 12 years and older: 
0.25 m

g once w
eekly, increased every four w

eeks 
to 0.5 m

g, 1 m
g, 1.7 m

g, then 2.4 m
g once w

eekly. 
C

anada: consider stopping if the patient is not 
show

ing progress after 12 w
eeks on the 

m
aintenance dose. 

 C
om

parative dose:  see footnote g. 
 M

issed
 dose:  if <

48 hours rem
ain until the next 

scheduled dose, skip the m
issed dose.  If >

48 hours 
rem

ain, adm
inister the m

issed dose.  If tw
o or m

ore 
consecutive doses are m

issed, consider restarting 
w

ith 0.25 m
g once w

eekly. c  Som
e experts w

ould 
restart w

ith 1 m
g if one or tw

o doses are m
issed, 

0.5 m
g if three or four doses are m

issed, and 0.25 
m

g if ≥5doses are m
issed. 15 

 
R

educes C
V

 risk (prevents 1 event for every 67 
patients treated for ~ 3 years. 10 

 
67%

 to 85%
 of patients m

et w
eight loss goal 

(≥5%
) at 52 w

eeks com
pared to 30%

 to 48%
 

w
ith placebo. 13,14 

 
D

iscontinuation due to adverse effects:  ~ 1 in 15 
patients

c 
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 D

rug/ 
A

1c decrease/  

W
eight loss

 

A
vailability 

C
ost b 

Storage
c 

D
osing (sub

cutaneous injection in A
D

U
L

T
S 

un
less otherw

ise specified) c 
C

om
m

ents (e.g., clinical outcom
es, tolerability) 

T
irzepatide

e 
(M

ounjaro) 
 A

1c:  -2.1%
1,a 

 W
eight loss:  

6.18 kg (as 
m

onotherapy, 
15 m

g/w
eek). a,c 

Single-dose vial or 
pen (autoinjector 
[U

S
]):  2.5, 5, 7.5, 

10, 12.5 (U
S),  

15 m
g (U

S) 
(vial does not 
includes needles or 
syringe) 
 U

S:  $1,069.08 
C

anada:  ~$97  
(10 m

g vial) 
 Store at 2

oC
 to 8

oC
.  

C
an be stored at 

room
 tem

p (≤30
oC

) 
for ≤21 days. 

In
itial:  2.5 m

g once w
eekly for four w

eeks, then 5 
m

g once w
eekly. 

M
ax:  m

ay increase by 2.5 m
g/w

eek every four 
w

eeks to a m
ax of 15 m

g once w
eekly. 

 C
om

parative dose:  see footnote g. 
 M

issed
 dose:  If <

72 hours rem
ain until the next 

scheduled dose, skip the m
issed dose.  If ≥72 hours 

rem
ain, adm

inister the m
issed dose. c  If ≥3 doses are 

m
issed, consider restarting w

ith ≤5 m
g once 

w
eekly. 15 

 
M

ay delay oral contraceptive absorption. A
dvise 

sw
itching to a non-oral contraceptive or adding a 

barrier contraceptive for four w
eeks after 

initiation or a dosage increase. c 
 

D
iscontinuation due to adverse G

I effects  
(15 m

g):  ~1 in 16 patients. c 

T
irzepatide

e 

(Zepbound 
[U

S
]) 

 Indicated for 
w

eight loss. 
 W

eight loss:  
~18.8 kg  
(15 m

g once 
w

eekly at w
eek 

72) 12,a 
 

Single-dose vial or 
pen:  2.5, 5, 7.5, 10, 
12.5, 15 m

g 
(vials do not include 
syringe or needle) 
 U

S:  $1,059.87 
 Store at 2

oC
 to 8

oC
.  

C
an be stored at 

room
 tem

p (≤30
oC

) 
for ≤21 days. 
 

Start w
ith 2.5 m

g once w
eekly, increase dose every 

4 w
eeks to 5 m

g, 7.5 m
g, 10 m

g, 12.5 m
g, then  

15 m
g. 

 C
om

parative dose:  see footnote g. 
 M

issed
 dose:  If <

72 hours rem
ain until the next 

scheduled dose, skip the m
issed dose.  If ≥72 hours 

rem
ain, adm

inister the m
issed dose. c  If ≥3 doses are 

m
issed, consider restarting w

ith ≤5 m
g once 

w
eekly. 15 

 
M

ay delay oral contraceptive absorption. A
dvise 

sw
itching to a non-oral contraceptive or adding a 

barrier contraceptive for four w
eeks after 

initiation or a dosage increase. c 
 

D
iscontinuation due to adverse effects:  ~ 1 in 15 

patients 
 

T
hough no specific guidance is available, 

stopping after 12 w
eeks if <

5%
 w

eight loss 
achieved is reasonable based on guidelines. 11 

 
85%

 to 91%
 of patients m

et w
eight loss goal 

(≥5%
) at 72 w

eeks com
pared to 35%

 w
ith 

placebo. 12 
 

 A
bbreviations:  B

ID
 =

 tw
ice daily; C

K
D

 =
 chronic kidney disease; C

V
 =

 cardiovascular; D
M

:  diabetes m
ellitus; eG

F
R

 =
 estim

ated glom
erular 

filtration rate; G
I =

 gastrointestinal; H
F =

 heart failure; M
I =

 m
yocardial infarction; N

N
T

 =
 num

ber needed to treat; SC
r = serum

 creatinine 
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