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Flowchart for Nursing Response to

Suspected Excessive Opioid Dosing (narcotization

in Palliative Care Patients

Suspicion of Excessive Opioid Dosing

e Decreased Level of Consciousness

e Progressive slowing of respiratory rate

e Small pupils, poorly reactive

e Clinical scenario (medication history, unexpected or otherwise
unexplained decline) raises possibility

e Stimulate patient
® Administer O, 5 I/min nasal prongs (if

available)

Unless respiratory rate (RR) is obviously severely depressed (long apnea),

count respiratory rate for at least one minute
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e Stop any ongoing opioid
administration (eg. discontinue
infusions; remove Duragesic®
patches and wipe skin clean)

e Administer naloxone (Narcan®) 1 ml
(0.4 mg) IV/SQ stat

e Call MD

® Repeat naloxone 1 ml (0.4 mg) IV/SQ

g 5-10 min. until patient rouses Normal Saline by drawing up 1 ml (0.4
mg) into a 10 ml syringe and adding 9

e Stop any ongoing opioid
administration (eg. discontinue
infusions; remove Duragesic®
patches and wipe skin clean)

e Dilute naloxone (Narcan®) 1:10 in

ml sterile NS

o Administer 1 ml of the 0.04 mg/ml
naloxone dilution STAT IV/SQ

e Call MD

e Repeat administration of 1 ml of the
0.04 mg/ml naloxone dilution q 5-10
min. until patent rouses
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RR > 10/min

Call MD to
review and
consider

options
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Patient becomes more alert
with stimulation
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