State of Wisconsin 
Emergency Medical Services

Naloxone Pilot Program
	Naloxone Administration


Note:

· For use by naloxone pilot program approved services only.

· Consider reversible causes of ALOC: hypoglycemia, hypoxia, narcotic overdose, hypovolemia, shock, sepsis, head injury, drug or alcohol intoxication, toxic exposures, syncope, seizures, arrhythmias
	Priorities
	Assessment Findings

	Chief Complaint
	“Confused” “Unresponsive” “Not acting themselves”

	OPQRST
	Determine onset and duration.  Triggering events (e.g. Trauma)

	Associated Symptoms/ Pertinent Negatives
	Headache, Weakness, Slurred speech, Aphasia, Incontinent

	SAMPLE
	Medication consistent with possible causes. (i.e. Alzheimer’s, CVA, Diabetes, Seizures,)

	Initial Exam
	Check ABCs and correct any immediate life threats

	Detailed Focused Exam
	General Appearance: Unresponsive, pale, diaphoretic? Signs of trauma?

HEENT: PERRL? Pupils constricted or dilated?

Lungs: Wheezes, rales or rhonchi? Signs of respiratory distress or hypoventilation?

Heart: Rate and rhythm? Signs of hypoperfusion? 
Neuro: Unresponsive? Focal deficits (CVA)?

	Goals of Therapy
	Restore normal mental status, Maintain ABCs

	Monitoring
	BP, HR, RR, SpO2.


	EMERGENCY MEDICAL TECHNICIAN (EMT)


Inclusion Criteria:

· Suspected narcotic or opiate overdose (at least one of the following)

· History of overdose from bystanders
· Paraphernalia consistent with opiate/narcotic use

· Medical history consistent with opiate/narcotic use. 
· Respiratory depression with pinpoint pupils

· Blood glucose level >60 mg/dl. If blood glucose < 60 mg/dl treat low glucose first.

· Patients age >8

· Alteration of consciousness (defined as P or U on the AVPU scale)

· If the patient can be aroused by painful stimuli enough to maintain an appropriate respiratory effort, the provider should opt for the stimuli versus naloxone. The goal is to only awaken those that cannot maintain an appropriate respiratory effort by non-invasive means i.e. painful stimuli.

· Respiratory rate <8

Exclusion Criteria:

· Documented allergy to naloxone

· Alteration of consciousness or respiratory depression of presumed traumatic etiology

· Epistaxis, nasal trauma or nasal mucosal abnormality for IN administration. Deviate to IM administration

Protocol:

· Routine Medical Care or Trauma Care. Request for ALS if applicable

· Oxygen
· Airway Adjuncts: If there is loss of consciousness and no gag reflex, insert an oropharyngeal or advanced airway.  Use a nasopharyngeal airway with gag reflex (Do not administer IN medications with a nasopharyngeal airway in place. Use other nare or IM administration).

· Ensure all BLS assessments and procedures are being adequately delivered

· Check blood glucose to assure a reading of greater than 60mg/dl. If less than 60mg/dl follow Hypoglycemia Guidelines or Hyperglycemia Guidelines as appropriate.
· Verify that inclusion and exclusion criteria support administration

· Un-package and remove prefilled syringe

· Withdraw 0.4 mg - 0.5mg of the naloxone using the 1cc lure lock syringe and needle

· Remove needle from 1cc lure lock syringe

· Attach mucosal atomizer device to the 1cc lure lock syringe

· Insert atomizer until flush with external nare

· Depress plunger rapidly to ensure delivery of 0.4 mg - 0.5mg of syringe contents. 

· Remove syringe and atomizer from the patient’s nare

· Dispose of syringe and atomizer in approved receptacle

· Monitor patient respirations and mental status for signs of improvement and/or deterioration

· If no improvement after five minutes and/or deterioration in the patient’s respiratory status is noted, repeat procedure once, using the other nare. This procedure can be continued until a max dose of 2.0mg has been administered.
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