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Management of parenteral opioid induced respiratory depression in adults
This advice applies only to the management of adult patients administered parenteral
opioids for the management of pain in the Acute Hospital setting. For advice on the
management of overdose of oral or illicitly obtained opioids refer to the SPC for
Naloxone Injection.

Introduction: Naloxone is available in all areas where strong opioids (e.g. morphine,
diamorphine) are used parenterally. Naloxone is a potent opioid antagonist; it
reverses the effect of opioids by dose related displacement from receptors. Partial
antagonism may be obtained by using small doses. It is essential to titrate dose against
respiratory function and not level of consciousness, as complete reversal of opioid
will cause return of severe pain and agitation. Naloxone will only reverse opioid
effects; other drugs, or progressive disease, may contribute to sedation.

Excessive dosing may occur in the administration of bolus doses for acute pain,
particularly in opioid naive patients, or where there is an error in the use of syringe
pumps leading to an overinfusion of opioid.

For patients in the terminal phase of their illness (death expected within 48
hours) the use of Naloxone is inappropriate, in such patients the syringe driver
should be stopped and the patient monitored.

All incidents involving over infusion or accidental overdose should be reported via
the Trust’s clinical incident procedure.

Patients administered bolus doses

1. Naloxone should be administered if respiratory rate is less than 10 breaths per
minute.

2. Naloxone may be given intravenously (preferred route), or by intramuscular or

subcutaneous routes if this is not possible.

To avoid complete reversal dose should be titrated against respiratory rate.

4. 100 — 200 micrograms at 2-3 minute intervals until the required degree of
reversal is achieved.

5. Patients should be monitored regularly thereafter. In some cases further doses
of Naloxone may be required, particularly if strong opioids with a long half
life have been administered.
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Patients using opioid infusions
1. Stop opioid infusion.

2. Naloxone will only reverse symptoms due to opioids, bear in mind that other
constituents of the syringe driver may also contribute to sedation.

Naloxone may be given intravenously, subcutaneously or intramuscularly.

Dose must be titrated against desired respiratory rate not sedation.

5. Give 100 micrograms at 2- 3 minute intervals titrated against required
respiratory rate. (Respiratory rate >/= 10/minute)

6. Consider possibility of need for breakthrough doses of analgesic(or other
syringe driver constituents) as the drug levels fall and prescribe these for later
administration on a PRN basis.

7. Consider the need to restart the infusion after reassessment of the patient
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PATIENT HAS HAD EXCESSIVE OPIOID DUE
TO OVERINFUSION OR EXCESSIVE BOLUS DOSE

PATIENT IN TERMINAL STAGES
(LAST 48 HOURS)

\

PATIENT HAS RESPS
>/=10/MIN

NALOXONE
INAPPROPRIATE

2. MONITOR PATIENT

1. DISCONTINUE INFUSION

HWPH Trust.

PATIENT NOT IN TERMINAL
PHASE (last 48 hours) AND
RESPS<10/MIN

NALOXONE
APPROPRIATE

1. DISCONTINUE INFUSION

2. GIVE NALOXONE 100mcg

3. REVIEW 2-3 MINS POST NALOXONE
4. REPEAT UNTIL RESPS >/= 10/MIN

- CONSIDER POSSIBLE NEED FOR
STAT DOSE (OF OPIOID OR

OTHER SYRINGE CONSTITUENTS)

- REVIEW WITHIN 12 HOURS

- CONSIDER NEED TO RESTART




