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OPIOID OVERDOSES 

PPE and decontaminate when appropriate 

Obtain specific information: 
 Type of ingestion(s) 
 What, when and how much ingested? 
 Bring the poison, container, all medication and other 

questionable substances to the ED 
 Note actions taken by bystanders or patient (e.g.: induced 

emesis, “antidotes”, etc) 
 Supportive Care is key to overdose management 

ABCs 
IV, titrate oxygen, 

monitor, 12 lead ECG 

 Naloxone  

 Airway adjuncts and 
BVM ventilations as 
needed 

Universal Altered 
Mental Status 

Guideline 

IV fluid bolus per 
hypotension/shock guideline 

Stimulant 
 

Tachycardia, 
HTN, agitation, 

sweating, 
psychosis 

Tricyclic 
antidepressant 

or cyclobenzaprine 
or carbamazepine 

Wide complex 
tachycardia, seizure 

Organophosphate 
or nerve agent 

 
DUMBELS 
syndrome 

Calcium Channel 
Blocker 

 
Bradycardia, heart 
block, hypotension 

ß-Blocker 
 

Bradycardia, heart 
block, hypotension 

 

Midazolam for 
severe 

symptoms 

Sodium bicarb for 
QRS > 100 msec 

If intubated, consider 
hyperventilation to 

ETCO2 25-30 

Nerve Agent 
Antidote Kit 

Atropine 
(EMT-I requires 

verbal order) 

Consider epi drip if no 
response to 20cc/kg NS bolus 

 

20 cc/kg NS bolus 

Calcium I.V. epi drip 
for hypotension 

Consider 
Epi drip 

20 cc/kg NS bolus 

Yes 

No 

Yes 

No 

Yes  Check BGL (BMK) 
 Consider specific 

ingestions 

No 

Need for airway 
management? 

Hypotension? 

Altered mental 
status? 

Specific 
ingestion? 

See Seizure 
guideline 

See Agitated/ 
Combative 

Patient 
guideline 

See airway management 
protocols 
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Opioids have become a major contributor to overdose calls and deaths. While in the past most 
overdoses were associated with mostly heroin, the amount and variety of opioid medications 
being abused has grown exponentially. As such, one can never be sure what the patient actually 
took. Even the patient cannot be completely sure given the counterfeit material on the market. 
Providers must be cautious as the spectrum of presentations and complications associated with 
the opioid overdoses of today. Given the explosion in naloxone administration and prescribing to 
combat this epidemic, the price of naloxone has skyrocketed. Treatment and disposition 
considerations must take this all in. 
 
PRESENTATION CONSIDERATIONS 
 
Many of the opioids on the street today have different strengths, half lives, and abilities to be 
reversed. Due to the heavily sedating nature, sometimes even prior to the onset of respiratory 
depression, the patients can experience pressure/crush injuries due to laying on body parts. 
These can present with: 

1. Pain out of control to exam 
2. Rhabdomyolysis, acute renal failure, fasciotomy, and even amputation 

 
In addition, post resuscitation pulmonary edema is a known complication which must be 
evaluated. 

 
Need to be vigilent about odd complaints after the patient is revived. 
 
TREATMENT CONSIDERATIONS 
 

1. Suspected opioid overdoses who are maintaining their airway, and have sufficient 
respiratory effort do not require naloxone administration. 

2. Due to the varied pharmacokinetics of today’s opioids, the standard dose of narcan may 
not be able to reverse the patient. The ambulance may not even stock enough for 
carfentinil overdoses. Make sure and follow guidelines about maximum dosing, and if no 
effect is obtained, proceed to airway management and transport. 

3. Need to document who gave the narcan (LEO, EMS, bystander, etc), how much was 
given and when. 

4. Due to the half-life of some opioids, subsequent dosing may be required if patient is 
revived but long transport time is necessary. 

 
DISPOSITION CONSIDERATIONS 
 

1. Patients who have been successfully resuscitated may have regained decision making 
capacity. 

2. The risk of relapse given the unknown formulation is significant. 
3. It may therefore be better to not completely resuscitate opioid overdoses and just give 

enough to improve ventilations and transport to the ED. 
4. If the patient is resuscitated and in the opinion of the provider has regained decision 

making capacity AND wishes to refuse transport: 
a. Patient must be counseled about crush injuries 
b. Patient must be counseled about pulmonary edema 
c. Patient must be counseled about possible relapse 
d. EDP must be contacted for direct order refusal. 

 


