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Goals for Today

• Opioid Use Disorder
• Medication Assisted Treatment
• Teach the protocol

Presenter
Presentation Notes
Some content courtesy of Sonoran Prevention Works.



Opioid Use Disorder
• Mild, Moderate, or severe based on number of symptoms:

• Taken in larger amounts or over longer period of time
• Unsuccessful efforts to cut down
• Spend a long time trying to get opioids
• Craving
• Use interferes with work, school, or home
• Use in dangerous settings
• Tolerance
• Withdrawal
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This is DSM-V

Mild is 2-3 symptoms

Don’t worry, you don’t need to remember all of these criteria. It’s pretty common sense. But, have a heightened level of suspicion when going out for non-opioid related calls




Includes:
• Patients at risk for opioid overdose

• History of illicit drug use or prescription for opioids
• History of or physical exam findings consistent with IVDU (IV drug use), ie. Track marks
• Physical environment with illicit opioids or paraphernalia, multiple or high-dose prescription opioids 

present
• Bystander/friend/family who is in close contact with persons at risk of opioid overdose
• Patient who overdosed on opioids, now status post reversal, but refusing transport to the Emergency 

Department opioids, now s/p reversal with Naloxone

EMT

• If signs of respiratory depression/arrest or Altered Mental Status, refer to Overdose Guideline.
• Provide Naloxone Kit

• Naloxone 4mg/0.1 mL IN spray (package of 2)
• Educational pamphlet

• Review pamphlet with opioid overdose recognition and Naloxone administration instructions
• Review list of community resources for Medication Assisted Treatment (MAT) as indicated
• Record Naloxone distribution on survey form, obtain as much or as little information as the 

patient/bystander will allow

Naloxone Leave Behind Guideline



Quick Summary of today:

• Give a naloxone kit to anyone at risk of opioid OD
• Provide training
• Explain various options for treatment (& potentially refer)
• Document each distribution per agency policy
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This is to be used in conjunction with other protocols, it does not stand alone unless it is for a non-patient
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https://www.saem.org/docs/default-source/aacem/2017-joint-retreat/the-opioid-epidemic.pdf?sfvrsn=bd253efd_2
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https://www.saem.org/docs/default-source/aacem/2017-joint-retreat/the-opioid-epidemic.pdf?sfvrsn=bd253efd_2    Reiterate the time-sensitive situation.
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But when you hear about someone who got Narcan/naloxone or who has a h/o heroin use, how is that handled?

This attitude is likely multifactoral:
-culture of the ED/EMS�-we feel like we don’t have any good treatments to offer
-and perhaps it is even dt negative perceptions that we carry around  people who use IV drugs


 Factors predicting a favorable attitude towards prescribing naloxone included:
-fewer negative perceptions of IDUs, 
-assigning less importance to peer and community pressure not to treat IDUs, and
-increased confidence in ability to provide meaningful treatment to IDUs

Beletsky et al. Physicians’ Knowledge of and willingness to prescribe naloxone to reverse accidental opiate overdose: challenges and opportunities. 

Addiction is a disease!! We have treatments
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https://www.saem.org/docs/default-source/aacem/2017-joint-retreat/the-opioid-epidemic.pdf?sfvrsn=bd253efd_2




Opioid Statistics



Shift in Opioid 
Overdose 

Deaths
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Arizona is seeing a trend of mostly synthetic opioid overdose deaths.



Synthetic Opioids & Opioid 
overdose deaths





Why EMS?

• Because that’s where the patients are!
– Opioid overdoses
– Seeking treatment for their addiction 
– Unrelated medical complaint, but history of opioid prescription or illicit use

• Addiction is a disease with a high mortality, and we have a treatment. 
– Let’s treat it like any other medical condition

• Addiction is a cyclical disease.
– If we meet a patient who is interested in treatment, it is best to engage with them 

in that narrow window/moment

• Prehospital Initiation of treatment for opioid use/addiction reduces their 
acute risk of OD
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May reduce EMS utilization (reduced ED utilization, Schwartz, Zelenev, Bruce, Altice. Retention on buprenorphine treatment reduces emergency department utilization, but not hospitalization, among treatment-seeking patients with opioid dependence.)
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It’s an ED problem. The number of ED visits related to Opioid dependence and OD is steadily increasing,

Not to mention soft tissue infections, drug seeking behaviors

--


Case definition
Opioid-related hospital use was identified using the following all-listed ICD-9-CM diagnosis codes:
• 304.00–304.02: Opioid type dependence (unspecified; continuous; episodic)
• 304.70–304.72: Combinations of opioid type drug with any other drug dependence (unspecified;
continuous; episodic)
• 305.50–305.52: Opioid abuse (unspecified; continuous; episodic)
• 965.00–965.02; 965.09: Poisoning by opium (alkaloids), unspecified; heroin; methadone; other
opiates and related narcotics
• 970.1: Poisoning by opiate antagonists
• E850.0–E850.2: Accidental poisoning by heroin; methadone; other opiates and related narcotics
• E935.0–E935.2: Heroin, methadone, other opiates and related narcotics causing adverse effects
in therapeutic use
• E940.1: Opiate antagonists causing adverse effects in therapeutic use



Current Opioid Overdoses –
last 12 months



Current Opioid Overdose Deaths – last 12 months



Missed opportunity?

• Accidental/non-intentional overdose
• Dying at home (using alone in private 

space = dangerous)
• Many patients have an encounter with the 

healthcare system before they die, why not 
intervene then? 



Missed opportunity?
• Washington: 

– Matched all fatal OD’s in 2018 to EMS data
– Found that 40% of decedents had at least one encounter 

with EMS in the year prior to fatal OD
– Majority of their chief complaints were related to drugs 

or etoh

• North Carolina:
– A similar retrospective study
– Nearly 1/3 of individuals who died from accidental opioid 

OD used EMS in the year before their death
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Found similar trends in studies in WA and NC

Many patients have an encounter with the healthcare system before they die, why not intervene then? 


NC: Barefoot EH, Cyr JM, Brice JH, et al. Opportunities for Emergency Medical Services Intervention to Prevent Opioid Overdose Mortality [published online ahead of print, 2020 Apr 2]. Prehosp Emerg Care. 2020;1‐9. doi:10.1080/10903127.2020.1740363



EMS reversal =
Poor prognostic factor

• Boston: 10% estimated one-year mortality
– MA study: 10% of pt’s who were administered Narcan by EMS died w/in 

the year 
– Weiner SG, Baker O, Bernson D, Schuur JD. 402 One-Year Mortality of 

Opioid Overdose Victims Who Received Naloxone by Emergency Medical 
Services. A. 2017;70(4):S158. doi:10.1016/j.annemergmed.2017.07.281

• North Carolina: 13-fold increase in one-year mortality compared to the 
general population
– Retrospective cohort study of 3,085 patients
– One-year mortality was 12% in those who responded
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Weiner SG, Baker O, Bernson D, Schuur JD. 402 One-Year Mortality of Opioid Overdose Victims Who Received Naloxone by Emergency Medical Services. A. 2017;70(4):S158. doi:10.1016/j.annemergmed.2017.07.281

Ashburn NP, Ryder CW, Angi RM, et al. One-Year Mortality and Associated Factors in Patients Receiving Out-of-Hospital Naloxone for Presumed Opioid Overdose. Ann Emerg Med. 2020;75(5):559‐567. doi:10.1016/j.annemergmed.2019.11.022

https://doi.org/10.1016/j.annemergmed.2017.07.281


What is Harm Reduction?

Meet patients where they are

Practical strategies

Reduce negative 
consequences associated with 

drug use

https://harmreduction.org/about-us/principles-of-harm-reduction/

HARM REDUCTION

Presenter
Presentation Notes
Harm reduction is a public health-based strategy to reduce the negative consequences
associated with a particular disease or behavior for individuals and their communities. Although
it is most often associated with drug use, it also applies to clinicians’ attempts to manage
conditions such as diabetes and hypertension, with the goal of encouraging individuals to be as
healthy as possible by meeting patients where they are–even if they don’t follow the optimal
Treatment 

Harm reduction, as it pertains
to OUD, promotes health both for patients who are ready to move to recovery (with
medications and treatment engagement) and those who are not, by providing access to
knowledge and resources to keep the patient as healthy as possible, recognizing that the door
to recovery remains open as long as the patient is alive.

https://www.aaem.org/UserFiles/file/AAEMOUDWhitePaperManuscript.pdf


https://harmreduction.org/about-us/principles-of-harm-reduction/


Harm Reduction

• Drug use  & recovery exist along a complex continuum
• Drug-related harm cannot be assumed
• Harm reduction does not aim to minimize real harm 

related to substance use 
• People who use drugs are more than their drug use
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Drug use  & recovery exist along a complex continuum
Abstinence is one of many possible goals
Meet people “where they’re at”
Support  ANY positive change
Drug-related harm cannot be assumed
Drugs meet important needs
 Harm reduction does not aim to minimize real harm related to substance use 
People who use drugs (PWUD) may experience severe health problems, and PWUD sometimes do things that are a real bummer. 
People who use drugs are more than their drug use
Centers people who use drugs as the experts on their own care




Harm Reduction as Empowerment

• Empower people to make decisions about their 
health
– Give people options
– Acknowledge difference in experience
– Take a realistic approach
– Utilize low-barrier services
– Understand that individuals are experts on their own 

lives



Examples

• Buddy system (not using alone)
• Syringe access program
• Take-home naloxone/Narcan
• Fentanyl testing strips
• Low barrier medications for addiction 

treatment (MAT)
• Wound care
• Supervised consumption sites



What is Stigma?
- Stereotype: a negative belief about a group 

(dangerousness, laziness, moral weakness)

- Prejudice:  Agreement with belief + negative emotional 
reaction (fear, anger)

- Discrimination: Behavior response to prejudice 
(avoidance, withhold access to basic needs/help)

Understanding the impact of stigma on people with mental illness,              
Corrigan and Watson, 2002 

Stigma permeates every aspect of a marginalized 
person’s life – relationships, health care, housing, 
employment, and education.

Presenter
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People who are stigmatized are excluded and devalued by society.
According to psychologists Patrick Corrigan and Amy Watson, stigma has 3 components: stereotype, prejudice, and discrimination (read definitions)

Knowledge of a set of stereotypes does not imply that one agrees with them. On the other hand, people who are prejudiced endorse these negative stereotypes and generate negative emotional reactions as a result 

Prejudice leads to discrimination, the behavioral reaction, resulting in power and control exerted over stigmatized ppl. Discrimination justifies withholding help or replacing healthcare with diversion into the criminal justice system. 





Stigma:  Alcohol vs
Opioids

According to the National Institute of Health……
• Alcohol-Related Deaths: » In 2015, It was determined that an estimated 88,000 

people (approximately 62,000 men and 26,000 women ) die from alcohol-related 
causes annually, making alcohol the third leading preventable cause of death in the 
United States.

• In 2014, alcohol-impaired driving fatalities accounted for 9,967 deaths (31 percent 
of overall driving fatalities). 

• 696,000 students between the ages of 18 and 24 are assaulted by another student 
who has been drinking.

• 97,000 students between the ages of 18 and 24 report experiencing alcohol-related 
sexual assault or date rape.

So what is the difference?
• Criminalization and Acceptable Harm
• As a society, we have decided the harms associated with alcohol are acceptable.  

That the benefits outweigh the harms, even though it is more dangerous than many 
other drugs.  With Opioids, we have stigmatized not only the drug itself, but it’s 
users as well.
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Stigma towards Substances:
Alcohol VS Heroin
According to the National Institute of Health……
Alcohol-Related Deaths: » In 2015, It was determined that an estimated 88,000 people (approximately 62,000 men and 26,000 women ) die from alcohol-related causes annually, making alcohol the third leading preventable cause of death in the United States.
  In 2014, alcohol-impaired driving fatalities accounted for 9,967 deaths (31 percent of overall driving fatalities). 
696,000 students between the ages of 18 and 24 are assaulted by another student who has been drinking.
97,000 students between the ages of 18 and 24 report experiencing alcohol-related sexual assault or date rape.
https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/alcohol-facts-and-statistics



So what is the difference?
Criminalization and Acceptable Harm

As a society, we have decided the harms associated with alcohol are acceptable. That the benefits outweigh the harms, even though it is more dangerous than other drugs. With Heroin, we have stigmatized not only the drug itself, but it’s users as well.





Opioid Education & 
Naloxone Distribution

OEND = Opioid Education & Naloxone Distribution
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Naloxone & OEND

Naloxone is one intervention we should offer

Not everyone Is ready to stop using

https://prescribetoprevent.org/wp2015/wp-content/uploads/PHLRKnowledgeAsset_Naloxone_FINALfull_8June15.pdfed. 



Organizations who Support increased 
naloxone access 

• World Health Organization
• American Medical Association
• American Public Health Association
• National Association of Boards of Pharmacy



So many OEND programs!

• 2010:  nearly 200 community-based naloxone 
distribution programs were in operation. 
– 50,000+ lay people were trained
– Participants reported reversing more than 10,000 OD’s

• In Canada, take-home naloxone kits are available at 
most pharmacies without a prescription and many 
provinces offer it for free

Centers for Disease Control and Prevention. Community-based opioid overdose prevention programs 
providing naloxone - United States, 2010. MMWR Morb Mortal Wkly Rep 2012;61(6):101-5.

Clark AK, Wilder CM, Winstanley EL. A systematic review of community opioid overdose prevention and 
naloxone distribution programs. J Addict Med 2014;8(3):153-63. 
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Chao YS, Loshak H. Administration of Naloxone in a Home or Community Setting: A Review of the Clinical Effectiveness, Cost-effectiveness, and Guidelines [Internet]. Ottawa (ON): Canadian Agency for Drugs and Technologies in Health; 2019 Dec 18. Available from: https://www.ncbi.nlm.nih.gov/books/NBK554744/



OEND Programs work

• Effectively train people how to recognize an OD 
and give naloxone

• Participants more likely to reduce opioid use 
and enter treatment

• Reduce fatal OD’s
• May be particularly effective in populations that 

may delay calling 911 due to fear of arrest

Mueller, S.R. et al. A Review of Opioid Overdose Prevention and Naloxone Prescribing: Implications for Translating Community Programming 
into Clinical Practice. Subst Abus. 2015 Apr-Jun; 36(2): 240–253.
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4470731/

Subst Abus. 2015 Apr-Jun; 36(2): 240–253.
Published online 2015 Mar 16. doi: 10.1080/08897077.2015.1010032
PMCID: PMC4470731
NIHMSID: NIHMS675434
PMID: 25774771
A Review of Opioid Overdose Prevention and Naloxone Prescribing: Implications for Translating Community Programming into Clinical Practice
Shane R. Mueller, MSW,1 Alexander Y. Walley, MD, MSc,2 Susan L. Calcaterra, MD, MPH,1,4 Jason M. Glanz, PhD,5,6 and Ingrid A. Binswanger, MD, MPH, MS1,3,4



Is the training enough?

• A single training session increases knowledge of 
appropriate OD response (Wagner 2010)

• Even a very brief education session is likely sufficient 
(Behar 2015)

• Even those without formal training are probably fine
– No significant difference in rescue behaviors or reversal 

rates between naloxone administered by people who 
had received formal training vs those who had not (Doe 
2014)
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No need to delay scene time with a lengthy training.

Wagner KD, Valente TW, Casanova M, Partovi SM, Mendenhall BM, Hundley JH, et al. Evaluation of an overdose prevention and response training programme for injection drug users in the Skid Row area of Los Angeles, CA. Int J Drug Policy 2010;21(3):186-93.

Behar E, Santos GM, Wheeler E, Rowe C, Coffin PO. Brief overdose education is sufficient for naloxone distribution to opioid users. Drug Alcohol Depend 2015;148:209-12. 

Doe-Simkins M, Quinn E, Xuan Z, Sorensen-Alawad A, Hackman H, Ozonoff A, et al. Overdose rescues by trained and untrained participants and change in opioid use among substanceusing participants in overdose education and naloxone distribution programs: a retrospective cohort study. BMC Public Health 2014;14:297




Increased Access to Naloxone is not 
associated with increased drug use or 

risky behavior
• SF study: heroin users who received OEND reported a 

statistically significant decrease in heroin injection 6 
months after intervention (Seal et al, 2005)

• LA study:  A majority of individuals trained in OD 
prevention reported that their drug use decreased 
after the training (Wagner 2010)

• MA: OEND did not lead opioid users to increase their 
overall opioid use (Doe-Simkins et al, 2014)

Presenter
Presentation Notes
 likely because naloxone overdose reversal removes the user’s “high” and, depending on the opioid that was
taken and the amount of naloxone administered, can put the victim into withdrawal, an extremely
unpleasant experience

When we give someone Naloxone we are telling them that we care about them ,that we love them, that they do not deserve to die from an Overdose.

Seal KH, Thawley R, Gee L, Bamberger J, Kral AH, Ciccarone D, et al. Naloxone distribution and cardiopulmonary resuscitation training for injection drug users to prevent heroin overdose death: a pilot intervention study. J Urban Health 2005;82(2):303-11.

Wagner KD, Valente TW, Casanova M, Partovi SM, Mendenhall BM, Hundley JH, et al. Evaluation
of an overdose prevention and response training programme for injection drug users in the
Skid Row area of Los Angeles, CA. Int J Drug Policy 2010;21(3):186-93.

Doe-Simkins M, Quinn E, Xuan Z, Sorensen-Alawad A, Hackman H, Ozonoff A, et al. Overdose
rescues by trained and untrained participants and change in opioid use among substanceusing participants in overdose education and naloxone distribution programs: a retrospective
cohort study. BMC Public Health 2014;14:297.



Likely reduce OD-related morbidity 
and Mortality

• MA study:  Communities with higher access to naloxone and OD 
training had significantly lower opioid overdose death rates than 
those did not (Walley et al 2013)

• NC:  Striking decrease in OD deaths after a comprehensive 
prevention program was initiated (Albert et al, 2011)

• Chicago:  Reduction in heroin deaths may be partly attributable to a 
naloxone distribution program in that city (Maxwell et al 2006)

• UK:  The distribution of take-home naloxone decreased OD deaths 
by around 6.6% (Langham et al)
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Walley AY, Xuan Z, Hackman HH, Quinn E, Doe-Simkins M, Sorensen-Alawad A, et al. Opioid
overdose rates and implementation of overdose education and nasal naloxone distribution in
Massachusetts: interrupted time series analysis. BMJ 2013;346:f174.

Albert S, Brason II FW, Sanford CK, Dasgupta N, Graham J, Lovette B. Project lazarus: community based overdose prevention in rural north Carolina. Pain Medicine 2011;12 Suppl 2:S77-85.

Maxwell S, Bigg D, Stanczykiewicz K, Carlberg-Racich S. Prescribing naloxone to actively injecting
heroin users: a program to reduce heroin overdose deaths. J Addict Dis 2006;25(3):89-96.

Langham S, Wright A, Kenworthy J, Grieve R, Dunlop WCN. Cost-Effectiveness of take-home naloxone for the prevention of overdose fatalities among heroin users in the United Kingdom. Value Health. 2018;21(4):407–415. 

McDonald R. Strang J.
Are take-home naloxone programmes effective? Systematic review utilizing application of the Bradford Hill criteria.
Addiction. 2016; 111 : 1177-1187 https://doi.org/10.1111/add.13326



Liability? 
• Some prescribers worried that prescribing naloxone 

may increase their risk of civil liability  (Beletsky et al., 
2007; Burris et al., 2009)
– Burris et al’s Legal review:

• Every tort claimant must establish that he or she suffered an
injury actually caused by the negligence of the defendant health-
care provider. 

– Negligence?
» Naloxone has long been the standard of care for reversing opiate 

overdose.
» It would be virtually impossible for a plaintiff to get a claim that it 

was not to a jury, let alone to prevail. 
– Harm/Injury?

» No – naloxone is extremely safe.  Similar to other acute medical 
problems, the provider is not responsible for causing the medical 
emergency.   

Presenter
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Additionally, some prescribers may refrain from prescribing naloxone because of concerns that it
might increase their risk of civil liability, although there is no evidence that these concerns are 
justified (Beletsky et al., 2007; Burris et al., 2009). 


Beletsky L, Ruthazer R, Macalino GE, Rich JD, Tan L, Burris S. Physicians' knowledge of and willingness to prescribe naloxone to reverse accidental opiate overdose: challenges and opportunities. J Urban Health 2007;84(1):126-36.


Burris S, L. B, Castagna C, Coyle C, Crowe C, McLaughlin J. Stopping an Invisible Epidemic: Legal Issues in the Provision of Naloxone to Prevent Opioid Overdose. Drexel Law Review 2009;1(2).


The risk of tort liability in a naloxone prescription or dispen- sation context is low. Conceptually, this risk is no different from that arising in any other primary health care service, and may be lower as a consequence of the stigma of drug use and the tort doctrines related to harms caused by voluntary sub- stance abuse. 



Naloxone Standing Order



So What Does This Mean?



Includes:
• Patients at risk for opioid overdose

• History of illicit drug use or prescription for opioids
• History of or physical exam findings consistent with IVDU (IV drug use), ie. Track marks
• Physical environment with illicit opioids or paraphernalia, multiple or high-dose prescription opioids 

present
• Bystander/friend/family who is in close contact with persons at risk of opioid overdose
• Patient who overdosed on opioids, now status post reversal, but refusing transport to the Emergency 

Department opioids, now s/p reversal with Naloxone

EMT

• If signs of respiratory depression/arrest or Altered Mental Status, refer to Overdose Guideline.
• Provide Naloxone Kit

• Naloxone 4mg/0.1 mL IN spray (package of 2)
• Educational pamphlet

• Review pamphlet with opioid overdose recognition and Naloxone administration instructions
• Review list of community resources for Medication Assisted Treatment (MAT) as indicated
• Record Naloxone distribution on survey form, obtain as much or as little information as the 

patient/bystander will allow

Naloxone Leave Behind Guideline



Our Naloxone kits
• Provide Naloxone Kit

• Naloxone 4mg/0.1 mL IN spray (package of 2)
• Educational pamphlet



Naloxone Administration






Inclusion criteria:
Who can we leave naloxone with?

• Patients who:
– Overdosed on opioids
– Are at risk of overdosing on opioids

• Bystanders who are in close contact with 
persons at risk of opioid overdose

Presenter
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There is an AZ standing order that allows us to distribute naloxone to bystanders (ie non-patients)





Patients at risk for OD:
• Mixing drugs (eg, benzo’s and oxycodone)
• Reduced tolerance

– Rehab/detox/jail/prison/hospitalization
• Death most likely in first 28 days after leaving inpatient treatment

• Increased dependence
• New/different supply
• New route (IV instead of pills)
• Using alone or injection by partner



When giving someone a kit:

• Give them the kit:
– Naloxone IN spray
– Naloxone educational pamphlet

• Provide training on how to recognize an OD and 
what to do

• Instruct them on how to administer the Naloxone
• Explain various options for treatment as indicated 

(see pamphlet)



Example Agency-specific 
education pamphlet



Example Agency-specific 
education Pamphlet

There is treatment that
WORKS. Some referrals
in Peoria/Phoenix are:

Treatment Treatment

Opioid
Use

Disorder

COMMUNITY MEDICAL SERVICES

Methadone, Suboxone, Vivitrol

10689 N 99th Ave, Peoria 85345

(623) 233-1333

www.communitymedicalservices.org

INTENSIVE TREATMENT SYSTEMS

24/7 Walk-ins Welcome

Methadone, Suboxone, Vivitrol

4136 N 75th Ave, Ste. 116

Phoenix 85033

(855) 245-6350

www.itsofaz.com

RECOVERY INNOVATIONS

24/7 Walk-ins Welcome

Mental Health Services

11361 N 99th Ave, Ste 402, Peoria 85345

(602) 636-1212

www.riinternational.com/crisis-services

Signs of an Opioid
Overdose: BLUE

BREATHING:
Breathing is shallow,
gurgling, erratic, or
completely absent

LIPS: Lips and
fingertips are blue, due
to decreased oxygen
throughout the body

UNRESPONSIVE: The
victim will not respond
to verbal or physical
stimuli

EYES: Pupils are
pinpoint

OAR

Opioid Assistance & Referral Line

(888) 688-4222

www.azdhs.gov/oarline

SONORAN PREVENTION WORKS

Syringe Exchange
340

E. Dunlap Ave

Phoenix 85020

(480) 442-7086

www.spwaz.org

CRISIS RESPONSE NETWORK
24/7 Hotline

(855) 832-2866

www.crisisnetwork.org



Bystander training
• Identify opioid OD

– BLUE: Breathing is slowed, Lips are blue, Unresponsive, Eyes have pinpoint 
pupils



Bystander training

• Identify opioid OD
– BLUE: Breathing is slowed, Lips are blue, Unresponsive, Eyes have pinpoint 

pupils
• Assess scene safety
• Verbal/Tactile simulation (try to wake the patient)
• Call 911
• Administer intranasal Naloxone

– If the patient does not respond within 3 minutes, repeat the dose
• Recovery position/CPR if no improvement
• Stay with the patient until EMS/Police arrive

– Good Samaritan laws protect you
• Learn about treatment options and ways to reduce risk (harm reduction)

Presenter
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Good Samaritan Law

Presenter
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If someone or someone’s friend is overdosing, has a record, is on government assistance, or has issues with child services, they will not want to call for help for fear that the cops are going to come. 
What typically would happen is someone would call 911, turn them on their side, and split. The thing is, during an opioid overdose, there is only 4-5 minute window before brain damage can occur
With the AZ Good Sam law does:
If someone is experiencing a drug related overdose or someone calls 911 for a drug related overdose, both can no longer be charged for the possession or use of a controlled substance of paraphernalia.
You can still be charged with intent to sell if there are greater than these amounts in your possession:
HEROIN: 1 gram�METH, OTHER AMPHETAMINES, OR COCAINE: 9 grams�LSD: ½ milliliter (liquid) or 50 doses (blotter)�PCP: 4 grams (powder) or 50 milliliters (liquid)�MARIJUANA: 2 pounds
Folks who call for help or are overdosing can still be charged with other crimes or use evidence found in other investigations not related to above crimes, and contraband can still be seized. 
Calling for help can be used to justify a reduced sentence in unrelated court proceedings.
Note that a person may still be arrested, but they will not face criminal charges for possession of a controlled substance or paraphernalia
This legislation  was crafted to ensure law enforcement can still collect contraband and charge for any non-drug related crimes occurring on the scene. 
The law also sunsets in five years
---

Similarly, people present at the scene of an
overdose may be afraid to call 911 because of fear of being charged with a crime, particularly where
they are using illegal drugs or using prescribed medication other than as prescribed (Enteen et al.,
2010; Tobin, Davey, & Latkin, 2005; Sherman et al., 2008).

Enteen L, Bauer J, McLean R, Wheeler E, Huriaux E, Kral AH, et al. Overdose prevention and naloxone prescription for opioid users in San Francisco. J Urban Health 2010;87(6):931-41.

Tobin KE, Davey MA, Latkin CA. Calling emergency medical services during drug overdose: an examination of individual, social and setting correlates. Addiction 2005;100(3):397-404.

Sherman SG, Gann DS, Scott G, Carlberg S, Bigg D, Heimer R. A qualitative study of overdose responses among Chicago IDUs. Harm Reduct J 2008;5: 









Who Needs Referrals for treatment?

• Patients with illicit opioid use (heroin, fentanyl, M30’s, etc)
• Patients who verbalize desire to stop using opioids
• Patients who have overdosed (intentional and unintentional)
• Patients who are using their medications, but not as 

prescribed (ie. Taking more than prescribed amount daily)

• Who does not need a referral for treatment???
– Patients with chronic underlying illness on long-term opioids

• Cancer patients
• Patients with end-stage MS, ALS, spina bifida . . .



MAT = Medication for Addiction 
Treatment

– Methadone
– Buprenorphine 

(Suboxone/Subutex/Sublocade)
– Naltrexone (Vivitrol)



Treatment Options

OAR

Opioid Assistance & Referral Line

(888) 688-4222

www.azdhs.gov/oarline

COMMUNITY MEDICAL SERVICES

Methadone, Suboxone, Vivitrol

www.communitymedicalservices.org

(855) 203-6352

Add resources in your jurisdiction here:

http://www.azdhs.gov/oarline/
http://www.communitymedicalservices.org/


Documentation per your agency’s 
policy



Summary

• Give a naloxone kit to anyone at risk of opioid OD
• Provide training
• Explain various options for treatment as indicated
• Documentation per your agency’s policy



To request free naloxone from ADHS, Office of Injury Prevention (for 
law enforcement, local health departments, and community 
organizations):

-Fill out this form: https://www.azdhs.gov/documents/prevention/womens-
childrens-health/injury-prevention/opioid-prevention/order-naloxone.pdf 

-Submit form to azopioid@azdhs.gov

https://www.azdhs.gov/documents/prevention/womens-childrens-health/injury-prevention/opioid-prevention/order-naloxone.pdf
mailto:azopioid@azdhs.gov


Includes:
• Patients at risk for opioid overdose

• History of illicit drug use or prescription for opioids
• History of or physical exam findings consistent with IVDU (IV drug use), ie. Track marks
• Physical environment with illicit opioids or paraphernalia, multiple or high-dose prescription opioids 

present
• Bystander/friend/family who is in close contact with persons at risk of opioid overdose
• Patient who overdosed on opioids, now status post reversal, but refusing transport to the Emergency 

Department opioids, now s/p reversal with Naloxone

EMT

• If signs of respiratory depression/arrest or Altered Mental Status, refer to Overdose Guideline.
• Provide Naloxone Kit

• Naloxone 4mg/0.1 mL IN spray (package of 2)
• Educational pamphlet

• Review pamphlet with opioid overdose recognition and Naloxone administration instructions
• Review list of community resources for Medication Assisted Treatment (MAT) as indicated
• Record Naloxone distribution on survey form, obtain as much or as little information as the 

patient/bystander will allow

Naloxone Leave Behind Guideline



Questions?



THANK YOU
Presenter Name  |  Title

presentersemail@azdhs.gov |  602-542-1025

azhealth.gov

@azdhs

facebook.com/azdhs

mailto:presentersemail@adhs.gov
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