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Opioid Overdose Case Details

Case Summary A 35 year old male presents to the ED with ALC, and is found to be bradypneic and

hypothermic secondary to opioid overdose. Participants will learn how to identify

and manage patients with opioid overdose and respiratory distress.

Case Prompt Carter is a 35 year old male presenting to the ED after being found laying on the

sidewalk. He was brought in by a bystander who noticed him and was concerned

when he wouldn’t respond to verbal cues. He has not received any medications.

History: Unable to obtain history from the patient. When speaking to family, they say that he

has been “down” lately since losing his job and breaking up with his partner. They

last spoke to him 4 days ago. Carter was known previously to have a prescription

opioid use disorder following a MVA 8 years ago, but has been on a methadone

program on and off for the past two years. His parents are concerned that he might

have relapsed following these recent events.

PMHX: None.

Medications: None.

Physical Exam

Findings

General: Depressed mental status, hypothermic, appears hypovolemic.
Resp: Decreased RR = 9, decreased tidal volume, shallow breathing.
Cardio: Bradycardic, No S3/S4/murmur.
HEENT: Miotic (constricted) pupils.
Abdo: Hypoactive bowel sounds.

Objectives 1. Review the acute management of opioid overdose in the ED

a. Appropriate dosage and administration of naloxone

b. Management of opioid withdrawal, naloxone administration effects

c. Discharge considerations and patient safety

d. Understand the respiratory complications of opioid overdose (ARDs)

2. Review common toxidromes encountered in the ED



Opioid Overdose Case Progression Chart

Patient State Patient Status Learner Actions Triggers

1. First Steps

Altered Level of
Consciousness

T: 36.5
BP: 105/70
RR: 9
O2: 90% RA
HR: 55

Carter is laying on a
stretcher with his eyes
closed, slouched
sideways. He does not
open his eyes to verbal
stimuli, but he does open
his eyes and groan after a
sternal rub.

Decreased AE bilaterally,
no crackles or wheezes.
Miotic pupils.
Hypoactive bowel
sounds.

➢ ABCs: airway patent, shallow breathing,
cap refill < 2s

➢ Primary survey: note any trauma to the
patient, assess GCS

➢ IVs
➢ Apply Monitors
➢ Full history - Unable to collect history from

patient due to ALC. Can get limited history
from family that he has been “down” lately,
and had a previous opioid use disorder.

➢ Physical Exam
➢ ECG - Sinus bradycardia.
➢ LABS - CBC, electrolytes, VBG, tox panel.

When all learner
actions completed →
stage 2.

2. Worsening
respiratory
depression

T: 36.5
BP: 105/70
RR: 5
O2: 87% RA
HR: 55

Carter is still minimally
responsive and his
breathing is becoming
increasingly shallow.

➢ ABCs: airway patent, shallow breathing.
➢ IV: administer naloxone.

Management:
➢ Bag-mask ventilation
➢ Naloxone administration
➢ Warm blankets to avoid hypothermia

Triggers:
Initial naloxone
administration does
not help respiratory
rate. His resp rate
further decreases to
RR = 4

When all learner
actions completed →
stage 3.

3. Patient
completely
unrousable,
Respiratory Rate
further decreases
T: 37
BP: 105/70
RR: 4
O2: 95%
HR: 50

Carter is not at all
responsive, he is in
severe respiratory
depression.

➢ Give another dose of naloxone via IV
➢ Give NS
➢ Prepare for intubation if needed
➢ Consider other toxidromes, ask for lab results

for acetaminophen

Triggers:
When learners give
third dose of
naloxone, consider IV
infusion and consider
other causes, move
to next stage. →
Stage 4

4. Acute
Withdrawal

T: 37
BP: 140/95
RR: 16
O2: 99%
HR: 115

Carter suddenly awakes
and is trying to punch
one of the staff, he is
agitated and upset. While
trying to get out of the
stretcher, he vomits once.

➢ Call for assistance
➢ Give antiemetics, haldol/ lorazepam
➢ Discontinue IV infusion if started

Triggers: Carter
settles and becomes
less agitated after
medications given,
move to final stage
→

5. Monitoring and
discharge

Carter is laying on the
stretcher asleep , but
rouses if his name is
called.

➢ At least two hour observation period before
discharging home

➢ Set up resources before discharge to help with
opioid use

➢ Give naloxone kit  and teach how to administer

Case ends



Opioid Overdose Management: Naloxone (Narcan)
● Administer naloxone, a short-acting opioid antagonist, preferably by the intravenous route. The

apneic patient and patients with extremely low respiratory rates or shallow respirations should be
ventilated by bag-valve mask attached to supplemental oxygen prior to and during naloxone
administration to reduce the chance of ARDS.

● Dosing
○ When spontaneous ventilations present: an initial dose of 0.04 to 0.05 mg

■ Following initial dose, if no response, give 1-2 mg 3mins later
■ Double the dose q3mins until targets are reached as outlined below.

○ Apneic patients should receive higher initial doses of naloxone (0.2 to 1 mg).
● Max Dose?

○ In the absence of signs of opioid withdrawal, there is no maximum safe dose of naloxone.
However, if a clinical effect does not occur after 5 to 10 mg, the diagnosis should be
reconsidered.

○ Patients often require as much as 12mg of naloxone. If >12mg naloxone have been given
without achieving the above targets, consider endotracheal intubation and mechanical
ventilation. Earlier intubation may be required.

● Goal of naloxone administration:
○ not aiming for a normal level of consciousness, but adequate ventilation.
○ Targets of Naloxone dosing: RR>12, SpO2 >90%,  EtCO2 <45

● Naloxone Infusion
○ Some fentanyl analogues have longer half-lives than that of fentanyl or heroin, so

repeated dosing or infusions of naloxone may be required. As usual, the infusion dose is
2/3 of the dose required to increase the patient’s respiration rate above 12/minute.

● Acute Opioid Withdrawal After Naloxone Administration
● Administration of naloxone causes the release of catecholamines, which may precipitate

acute withdrawal or unmask pain in those who regularly take opioids.
● Symptoms of acute withdrawal in opioid-dependent patients may include pain,

tachycardia, hypertension, fever, sweating, abdominal cramps, diarrhea, nausea,
vomiting, agitation, and irritability. Although uncomfortable, it is probably more important
to note that opioid withdrawal is generally NOT life threatening.

Opioid Overdose Complications - ARDS
● Acute Respiratory Distress Syndrome (ARDS) is a potential adverse effect of morphine, heroin,

methadone, and other opioids. The signs, which typically include crackles, hypoxia, and
occasionally frothy sputum, often occur as a patient is recovering from opioid-induced respiratory
depression.

● The pathophysiology is unclear, but in some cases ARDS occurs in the setting of iatrogenic
reversal of opioid toxicity (such as with naloxone). In such cases, rapid precipitation of withdrawal
in the setting of elevated PCO2 is associated with a surge in catecholamine concentrations,
thereby increasing afterload, which causes interstitial edema followed by alveolar filling. Because
of this, very small doses of naloxone (0.04 to 0.05 mg to start) should be used on those patients
with marked hypoventilation and they should be ventilated with a bag-valve mask prior to
administration of naloxone



Discharge Considerations
● Major Safety Risk: sending a patient home soon after clinical stability achieved with naloxone.

Most opioids last longer than naloxone. It is therefore imperative to observe opioid overdose
patients for at least 2 hours after targets have been achieved with naloxone. With naloxone
having a short half-life (30-80 mins), the discharged patient could suffer a rebound overdose that
could be fatal. The half life of naloxone ranges from 30-80 minutes depending on liver function.
Expect rebound opioid overdose about 1 hour after naloxone was given.

● Patient monitoring:
○ i) at least two hours after the last dose of naloxone
○ ii) ensure vitals have returned to baseline
○ iii) ensure patient has a normal GCS

● Call the Poison Control Centre for further recommendations. Provide naloxone kit and education
on how to use it.
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