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Introduction

One Colorado resident dies of an opioid overdose every
15 hours, on average.! This startling statistic, which has
quintupled since the turn of the millennium, is predicted
to climb commensurate with the growing availability of
potent, illicit synthetic opioids.? For the first time in more
than 50 years, life expectancy in the United States is on a
multiyear decline — a trend that the Centers for Disease
Control and Prevention (CDC) primarily attributes to drug-
related deaths.? To put this national crisis in perspective,
more Americans have died of drug overdoses in the past
18 years than were killed in World War |, World War Il, the
Korean War, the Vietnam War and the wars in the Middle
East combined. The health care costs associated with

this epidemic are staggering —and the human costs are
incalculable.

A Brief History

In the centuries since ancient Mesopotamians first
harvested the milky sap of the opium poppy, societies
have sought to balance the essential therapeutic value of
opioids with their potentially devastating risks. “Opioids,”
a broad term that applies to any compound that binds to
opioid receptors in the brain, include naturally derived
substances like opium and morphine; semisynthetic compounds
like heroin and oxycodone; and fully synthetic drugs such

as methadone and fentanyl. For most of human history,
opium (which is 12% morphine) was the only available
opioid. Morphine and codeine were isolated from opium in
1805 and, for a time, were used to treat opium addiction.

Although heroin was synthesized from morphine in 1874, it
would not be produced commercially for another 20 years.
Initially designed as a less potent variant of morphine,
heroin was briefly used as a cough suppressant and to
treat respiratory disorders, however, the United States
banned the drug in 1924 after recognizing its addictive
potential. In the decades since, the U.S. has experienced
several major heroin epidemics, which initially reinforced
the medical community’s wariness of this potentially lethal
class of drugs. In the 1990s, growing concern about the
undertreatment of pain coupled with the introduction of
new, long-acting formulations resulted in a dramatic spike
in opioid prescriptions.

The epidemic continued to gather steam as prescription
opioid users turned to illicit, less expensive alternatives —
primarily heroin (FIGURE 1). Fueled by growing demand and
wide-spread heroin distribution networks, overdose death
rates skyrocketed. In 2013, potent synthetic opioids began
to flood the market, particularly fentanyl and carfentanil
illicitly manufactured in China and Mexico.
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Introduction continued

Four out of five heroin users report that they received their the number of prescription opioids has significantly

first opioid from a medical provider.* Although the number  declined across the state, and Colorado has experienced
of opioid prescriptions has declined steadily since 2011 fewer opioid-related deaths per capita than the national
when the epidemic reached its peak, the unprecedented average since 2014.2

potency and availability of illicit, synthetic opioids have
continued to drive overdose deaths.>* Despite widespread
efforts to combat the epidemic, the United States saw

a record 70,237 fatal opioid overdoses in 2017 — 1,012
deaths in Colorado alone (FIGURE 2).%”

To respond to the rising threat posed by heroin and
synthetic opioids however, Colorado must strengthen

its commitment to overdose prevention by taking safe,
effective, evidence-based measures aimed at harm
reduction.® The following guidelines aim to help clinicians
identify high-risk patients and foster access to the
lifesaving antidote: naloxone. These recommendations,
which represent the first naloxone distribution protocol
created by a state hospital association, are an important
tactical advance in addressing the national opioid crisis.

Colorado: Crisis and Response

Colorado Hospital Association (CHA) and its partners

are leading efforts to combat the over-prescribing of
opioids, encourage the use of pharmaceutical alternatives,
destigmatize addiction and secure parity in funding for
substance use disorders.® Thanks in part to these efforts,

(rcure 2) Overdose Deaths in Colorado
Number of Drug Poisoning Deaths by Drug Type, 2001 — 2017 *
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Naloxone: An Antidote for Opioid Overdose

Naloxone rapidly displaces opioids from p-opioid receptors
in the brain, a process that reverses the respiratory
depression that can cause an overdose death. Sold as

an uncontrolled drug under the brand names Narcan

and Evzio, naloxone poses no risk of abuse and carries

no euphoric or analgesic properties. Patented in 1961

as a treatment for opioid-related constipation, the drug
was soon recognized as a powerful overdose antidote. In
the decades since it was first approved by the U.S. Food
and Drug Administration (FDA) in 1971, naloxone has
been used safely and effectively in hospital settings to
treat overdose and modulate the effects of opioids used
in anesthesia. Although the medication can precipitate
sudden and severe withdrawal symptoms, life-threatening
side effects are exceedingly rare.

A History of Safe, Effective Use

First responders have been successfully administering
naloxone in the field for decades. Since 2011, the drug has
been used to reverse more than 10,000 opioid overdoses.*
Harm reduction advocates first began distributing take-
home naloxone kits in 1996, after recognizing that most
fatal overdoses occur outside the hospital (and that “first
responders” are often those who use opioids themselves).
The pilot program, which was first launched in Chicago,
was a resounding success.! Since then, numerous studies
have confirmed that laypeople can administer naloxone with
therapeutic success.'**® In the six years since Colorado
broadened access to the antidote, the Harm Reduction
Action Center reports that take-home naloxone kits have
reversed an estimated 1,042 overdoses (270 in 2018 alone).

Between 10-30% of take-home naloxone kits are successfully
used to reverse an overdose.*! This success is largely
dependent on the prevalence of opioid and heroin use,
efficiency of naloxone distribution and level of public
awareness in each community. Research also demonstrates
a strong correlation between the number of naloxone kits
distributed and a reduction eduction in opioid overdose
deaths.”

Even by conservative estimates, naloxone dramatically
reduces overdose-related medical expenses. In addition to
saving lives, a successful rescue can mitigate the risk of a
lengthy hospitalization for serious complications, including
anoxic brain damage and other sequelae of a nonfatal,
untreated overdose.’®?°

Naloxone and Colorado Law

Statewide legislative action has largely eliminated the
significant legal barriers to naloxone distribution and
use. Colorado law (Senate Bill [SB] 15-053) now protects
those who prescribe and administer the medication
from civil and criminal liability. Any medical professional
with prescriptive authority can write a standing order
for naloxone that can be dispensed by other designated
providers, including pharmacies and harm reduction
organizations, without a patient-specific prescription.

A map of the Colorado pharmacies that currently stock
naloxone is available at stoptheclockcolorado.org/map.

In addition, Colorado SB 13-014 permits third parties,
including friends, family members and others who

have regular contact with an at-risk opioid user, to fill
naloxone prescriptions. Statewide Good Samaritan laws
further protect victims of overdose from prosecution
for narcotics use or possession. In addition, Colorado
Medicaid no longer requires preauthorization for a
naloxone prescription. Although these major legislative
accomplishments have improved access to the drug,
success would be exponential if health care systems
enacted programs that ensure the availability of naloxone
for every citizen in danger of an opioid overdose.


http://harmreductionactioncenter.org/
http://harmreductionactioncenter.org/
http://harmreductionactioncenter.org/HRAC_DOCUMENTS/LEGAL/SB.53.pdf
http://stoptheclockcolorado.org/map/
http://harmreductionactioncenter.org/HRAC_DOCUMENTS/LEGAL/Naloxone.legislation.SB14.pdf

Health Care Systems & Naloxone Distribution

The U.S. Surgeon General recently joined the World Health
Organization (WHO), the CDC and the American Medical
Association (AMA) in advocating for a national call to
action. The Surgeon General’s 2018 advisory on opioids
states:
For patients currently taking high doses of opioids as
prescribed for pain, individuals misusing prescription
opioids, individuals using illicit opioids such as heroin or
fentanyl, health care practitioners, family and friends of
people who have an opioid use disorder, and community
members who come into contact with people at risk
for opioid overdose, knowing how to use naloxone and
keeping it within reach can save a life.*

Colorado’s Unmet Needs

By conservative estimates, as many as 250,000 Coloradans
are at-risk for an opioid overdose by virtue of an opioid
use disorder, chronic prescriptions for high-dose opioids
or medical or substance use comorbidities.?? According

to a national 2018 survey by the American Psychiatric
Association, nearly one in three Americans know someone
who is or has been addicted to opioids. While the risk

is widespread, the antidote is not. Despite the proven
effectiveness of take-home naloxone kits, these lifesaving
tools are available in fewer than 10% of U.S. counties (and
in only 12% of counties with the highest opioid overdose
rates).?* This scarcity extends to Colorado where access to
naloxone is limited, even in communities that suffer the most.

The Vital Role of Colorado Hospitals

Health care providers on the front lines are in an ideal
position to identify and render aid to patients in crisis.
According to the CDC, more than 78,000 Americans were
hospitalized for opioid poisonings in 2016, and more than
140,000 patients sought emergency treatment for an
opioid overdose.® The problem has continued to escalate,

resulting in a 30% increase in U.S. emergency department
visits for opioid overdose since 2016.% Furthermore,
patients who present to the emergency department

after an opioid overdose have a 9.9% risk of dying within
the year.?® Those who misuse opioids have a 45% risk of
experiencing a nonfatal overdose and a 75% lifetime risk of
witnessing an opioid overdose.?

Every day, Colorado hospitals treat those most vulnerable
to the dangers posed by opioids — all of whom could leave
the hospital with naloxone or a reliable plan to obtain it
from a pharmacy.

Naloxone: A Key Element in a Broader
Approach to Opioid Use Disorders

Each life spared represents an opportunity for treatment
and recovery. Research shows that patients who receive
a prescription for naloxone are more likely to enter a
treatment program, report decreased drug use and
demonstrate a greater willingness to undergo screening
for HIV and hepatitis C.*2 A secondary effect has also
been noted, in which 28% of take-home naloxone kit
recipients report training a friend or family member how
to use the antidote within three months of receiving the
prescription.?

Patients who present to the hospital after a naloxone

save may be particularly motivated to seek treatment.
Unfortunately, the current treatment options for opioid
use disorder are inadequate; fewer than 10% of those who
seek help successfully obtain it.2? An estimated 75% of
Coloradans with an opioid use disorder fail to get the help
they need.?® To help reverse this trend, CHA is partnering
with state agencies and other stakeholders to improve
patient access to substance use disorder treatment.


https://www.keystone.org/wp-content/uploads/2017/03/Keystone-SUD-final.pdf
https://www.keystone.org/wp-content/uploads/2017/03/Keystone-SUD-final.pdf

Ideal Practices for Hospital-Based Overdose
Education & Naloxone Distribution

SUMMARY TABLE
. Hospital screens and identifies patients at risk for substance and/or opioid use disorders.
. Hospital clinicians, nurses and staff are trained in harm reduction, overdose education and naloxone distribution.

. Hospital implements an overdose education and naloxone distribution (OEND) program.
. Hospital dispenses naloxone directly to high-risk patients, their families and close contacts.
. Hospital works to ensure the OEND program is sustainable and not dependent on external factors like grant funding.

1. Hospital screens and identifies patients

at risk for substance and/or opioid use
disorders.

The first step in preventing opioid overdose is to identify
those at risk by implementing universal screening strategies.
One such tool, the Screening, Brief Intervention, and
Referral to Treatment (SBIRT) protocol, has been studied
since the 1960s as a way to identify and address the
behavior of patients at risk for alcohol and substance
addiction.?®*? Programs like this one have been consistently
shown to improve the likelihood of patient follow-up and
significantly reduce the risk of future substance abuse, with
improved response rates as high as 70%.3%3*

Institutions across the country have integrated SBIRT
screening questions (APPENDIX 4) into their clinical
documentation systems. A growing number of Colorado
emergency departments also employ SBIRT-trained health
educators who are uniquely prepared to identify high-risk
patients and provide brief interventions and treatment
referrals.

The SBIRT screening guestionnaire below is endorsed

by CHA:

1. Do you currently smoke or use any form of tobacco
(Yes/No)

2. Do you have >7 (women) or >14 (men) drinks per week?
(Yes/No)

3. When was the last time you had four or more (all
patients >65) or five or more (men <65) drinks in one day?

4. In the past year, have you used or experimented with
illegal or prescription drugs for nonmedical reasons?
(Yes/No)

5. Are you, your friends or your family members worried
that your use of prescription pain medications is or
will become a problem? (Yes/No)

6. How many times in the past year have you used marijuana?
7. Does the patient show other positive screening criteria
(based on the chief complaint or presentation)?

Multiple organizations, including Peer Assistance Services,
provide valuable support for health care practitioners

and those interested in developing SBIRT programs of
their own. In addition, the SBIRT mobile application can
aid in the bedside identification of high-risk patients and
provides a template for interventions and treatment
referrals.

2. Hospital clinicians, nurses and staff are
trained in harm reduction, overdose
education and naloxone distribution.

Ideally, hospital providers are prepared to identify those
with opioid use disorders and implement best practices
for educating patients, families and caregivers on harm
reduction principles. Effective naloxone distribution
programs train patients and their families how to recognize
an overdose, administer the antidote and provide CPR,
while emphasizing the importance of calling 911. It is
worth noting that only half of documented naloxone
rescues by nonmedical personnel include a call to 911.
Fearing legal ramifications, heroin users in particular are
reticent to summon emergency medical services.3>3%

For this reason, it’s recommended that overdose education
include information about Colorado’s Good Samaritan
laws, which protect victims of overdose and those who

call 911 from prosecution for minor drug-related crimes.
Stress the importance of avoiding delays in emergency
care, which can result in repeat episodes of respiratory
depression, overdose and death. Ideally, any patient who
injects drugs

(continued)


https://www.samhsa.gov/sbirt
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Ideal Practices continued

would be referred to a syringe exchange program and harm
reduction center. In the absence of an existing local needle
exchange program, hospitals might consider housing or
establishing a program of their own. Harm reduction tactics
are discussed at greater length in the Colorado Chapter

of the American College of Emergency Physicians’ 2017
Opioid Prescribing & Treatment Guidelines.

3. Hospital implements an overdose education
and naloxone distribution (OEND) program.
The ramifications of opioid abuse affects both
metropolitan and rural areas; no Colorado community

is immune. As such, hospitals of all sizes play an

important role in addressing the epidemic of overdose
deaths. While the structure of OEND programs varies

by hospital, successful efforts share key characteristics,
including the ability to engage stakeholders in program
development, clearly defined provider roles, achieving
financial sustainability, developing appropriate criteria

for program inclusion, leveraging electronic health record
alerts, creating preset order bundles and performing
regular, data-driven quality reviews. Organizations like
PrescribeToPrevent also offer valuable resources to hospitals
planning to establish an OEND protocol (APPENDIX 1).

4. Hospital dispenses naloxone directly to
high-risk patients, their families and close
contacts.

The best way to safeguard high-risk patients and their
families and friends is to dispense naloxone directly from
the hospital or emergency department upon discharge. It
is important to understand that such patients are unlikely
to fill this prescription on their own or request naloxone
from a pharmacy.”

Ideally, take-home naloxone kits would be dispensed

directly to patients who:

e Are receiving medical care for opioid intoxication or
overdose

e Have a suspected opioid use disorder, including
nonmedical opioid use

e Are starting methadone or buprenorphine treatment for
opioid use disorder

e Are prescribed >100mg morphine equivalents per day
(may consider for patients taking >50mg morphine
equivalents per day)

e Are receiving an opioid prescription for pain AND
- Have a known or suspected alcohol use disorder
- Are concurrently using benzodiazepines or other
sedatives
- Have rotated from one opioid to another because of
increased tolerance or poor analgesic effects
- Are taking a prescription for methadone or
buprenorphine
- Have a history of tobacco use, chronic obstructive
pulmonary disease, emphysema, asthma, sleep apnea,
a respiratory infection or other pulmonary disease
- Have a history of renal dysfunction, hepatic disease,
cardiac comorbidities or HIV/AIDS
- Suffer from uncontrolled depression (known or
suspected)
- Are taking a prescription antidepressant
¢ Are taking opioids and have unreliable access to
emergency medical services
e Have resumed opioid use after a period of abstinence
(e.g., a recent release from jail or prison or a recent
discharge from a hospital or drug treatment facility)

When managing intermediate risk patients with

strong social supports, private insurance and a verbal
commitment to starting treatment, providers can consider
providing a prescription for naloxone upon discharge. In
such cases, overdose counseling and naloxone education
would be provided before the patient leaves the hospital
and a list of participating outpatient pharmacies should be
furnished (APPENDIX 2).

5. Hospital works to ensure the OEND program
is sustainable and not dependent on external
factors like grant funding.

For hospital-based naloxone distribution programs to be
sustainable, the costs of the take-home kits and patient
education materials must be adequately reimbursed.
Naloxone is available in many formulations and through

a variety of delivery systems (APPENDIX 3), including nasal
sprays, prefilled syringes with mucosal atomizers and
intramuscular (IM) and auto-injection devices. Commercial
prices vary widely, from approximately $40 for two

doses of the IM formulation to $130 for Narcan nasal
spray to $4,000 for an Ezvio auto-injector at the time of
publication.3®

(continued)
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Ideal Practices continued

Hospitals can often obtain naloxone at a discount
(<$30/dose). A take-home naloxone kit equipped with two
nasal atomizers costs approximately $35. An improvised kit
of naloxone delivered through a mucosal atomizer is the
least expensive needle-free formulation; however, Narcan
nasal spray is easier for laypeople to use and is most
effective for achieving therapeutic blood levels.?*% |n April
2019, the FDA approved a generic version of naloxone nasal
spray, which is likely to help reduce the cost of take-home
naloxone programs.

Ultimately, each hospital will need to balance its available
resources with the costs of providing this lifesaving
antidote. In certain cases, naloxone manufacturers (e.g.,
Adapt, Amphastar, Kaléo) may be willing to donate the
medication or provide rebates to some institutions for out-
of-hospital overdose rescue kits.

Close consultation with the hospital’s pharmacy and billing
departments is essential for obtaining reimbursement for
naloxone and any overdose education provided. Although
Medicaid, Medicare and most private insurers cover

Conclusion

naloxone prescriptions filled by an outpatient pharmacy,
few offer reimbursements for take-home kits dispensed by
a hospital or emergency department. However, hospitals
may be permitted to bill the patient’s insurance for
naloxone dispensed from their outpatient pharmacy. The
hospital itself may be another potential source of funding
when the cost of naloxone is budgeted as a community
benefit or subsidized by local health departments or state,
county and city agencies. In addition, law enforcement
agencies, coroners and drug courts may have access to
additional funding.

Existing naloxone access programs, including local harm
reduction and drug treatment centers, may have access
to other sources of financial support. Settlements from
lawsuits against pharmaceutical companies may provide
additional resources. However, the most reliable way to
obtain OEND funding is to build program reimbursement
protocols into the current billing infrastructure that exists
between hospitals and payers.

CHA and its partners recognize the tremendous need to address the statewide epidemic of opioid misuse and believes
that this can be accomplished with innovative, scientifically supported clinical protocols. These guidelines provide a
common sense, lifesaving approach to naloxone distribution that can be rapidly implemented by Colorado hospitals,
which are uniquely positioned to make a profound difference in the lives of those gripped by addiction.



About CHA

Colorado Hospital Association (CHA) is the leading voice of Colorado’s hospital and health system community. Representing
more than 100 member hospitals and health systems throughout the state, CHA serves as a trusted, credible and reliable
resource on health issues, hospital data and trends for its members, media, policymakers and the general public. Through
CHA, Colorado’s hospitals and health systems work together in their shared commitment to improve health and health care
in Colorado. For more information, visit www.cha.com.

About CO’s CURE

In 2019, CHA, Colorado Medical Society and Colorado Consortium for Prescription Drug Abuse Prevention launched a new
initiative designed to address the opioid epidemic in Colorado — Colorado’s Opioid Solution: Clinicians United to Resolve the
Epidemic (CO’s CURE). CO’s CURE brings together diverse clinical specialties, all committed to resolving the opioid epidemic
in Colorado, to develop and pilot the nation’s first comprehensive, multispecialty medical guidelines for limiting opioid use
and increasing the use of alternatives to opioids (ALTOs). For more information, visit www.cha.com/CURE.
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Appendices

APPENDIX 1
Hospital OEND Program Checklist

L Identify the providers who will supervise and implement the program.

[ Build or procure the naloxone kits and educational materials.

[ Develop and schedule provider training.

L] Establish criteria for inclusion in the program.

L] Develop systems for identifying patients who meet those criteria and establish targeted electronic health record alerts.
[ Create a standardized order set.

L] Establish modes of billing and reimbursement (to cover the costs of the kit and the provider’s time).

L Identify potential sources of additional program funding.

L] Develop protocols for continuous quality assessment and improvement.

(continued)




Appendices continued

APPENDIX 2

Sample Overdose Education and Naloxone Discharge Instructions

You were treated in the emergency department today

for an opioid overdose, and your care team would like to
help you avoid this risk in the future. In the year following
an opioid overdose, a person has a one in 10 chance of
dying from another overdose. Opioid use disorder is a
life-threatening disease. We want to help you stay safe and
encourage you to seek treatment when you are ready.

If you would like to begin treatment for opioid use disorder:
The best way to avoid an overdose is to accept medical
treatment, including a prescription for buprenorphine.
If you would like to stop using illegal or nontherapeutic
opioids, we can get you started on buprenorphine and
transition your treatment plan to a doctor or clinic near you.

If you are not yet ready to begin treatment:

Even if you are not ready to stop using opioids, you can
take steps to reduce the risk of overdose. It’s extremely
important for you to know what substance you’re putting
into your body, especially when injecting drugs. Counterfeit
pain pills may also contain unknown and potentially lethal
ingredients. Potent forms of fentanyl can cause overdose in
very small doses.

These steps can help reduce your risk of overdose death:

¢ Tell your friends and family where to find your naloxone
kit and teach them how to use it.

¢ Never use opioids alone.

¢ Try a test dose of the drug you intend to inject, especially
if it is from a new source.

¢ Never use opioids with alcohol, benzodiazepines
(e.g., Xanax, Ativan, Valium, Klonopin) or other sedating
substances.

e Be careful if using any drug after a period of abstinence.
Abstinence can reduce a person’s tolerance to the drug
and increase the risk of overdose.

e The Denver Harm Reduction Action Center (231 East
Colfax Avenue; 303-572-7800) is an excellent resource
for anyone struggling with an opioid use disorder.

Your Take-Home Naloxone Kit

We are providing you with a take-home naloxone kit that you
or others can use to reverse an opioid overdose. An opioid
overdose can cause brain damage or death because it
impairs breathing. Naloxone saves lives by restoring breathing.

The kit you will take home today includes a naloxone mist
that is delivered through the nose. Before you leave the
hospital, your team will teach you how to assemble and use
the medication. If you'd like to review those instructions or
teach others to use the kit, we encourage you to watch this
helpful instructional video: https://youtu.be/BHNelucT728.
OpiRescue, a free smartphone app, also explains how to
assemble and use the kit.

It’s very important to let your family and friends know
where your naloxone is stored and how to use it. The
medication expires after two years and should be stored at
room temperature. Never store it in a hot car.

Although naloxone can cause a rapid withdrawal from
opioids that is uncomfortable and can cause agitation, this
process does not put the user in any medical danger. While
naloxone will not reverse overdose in someone who has
used too much alcohol, cocaine or methamphetamine,

it is a safe medication and will not cause harm in such
situations.

(continued)
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Appendices continued

Be Prepared

Anyone can obtain naloxone at a Colorado pharmacy
without a prescription. If you know others who might
benefit from having the medication on hand, please feel
free to request additional prescriptions before you leave
the hospital today.

An intranasal version of naloxone, called Narcan, is available
without a prescription at most major pharmacies. This
nasal spray may be easier to use than the kit you will take
home today. Most insurers, including Medicaid, will cover
the full cost of the spray or charge a copay of $10-S20.

It is important to know that Colorado’s Good Samaritan
law protects those who administer naloxone from any

legal liability. It also ensures that no one who overdoses
or calls for help can be charged or arrested for drug use or
possession. No one should be scared to call 911 for fear of
prosecution.

Download the OpiRescue app to your smartphone.

This app will:

¢ Help you identify an opioid overdose

e Guide you through an overdose rescue, step by step

¢ Help you find a nearby pharmacy that dispenses naloxone

e Connect you with programs and providers that treat
opioid use disorders

¢ Provide live access to a behavioral health specialist who
can help you find treatment

You can get a kit from a specially
trained pharmacist without a
prescription, but it may not be covered
by your medical insurance unless

your doctor writes an order.

Naloxone is also known by the brand

an informational booklet for namelNarcan!

opioid pain treatment

created as a collaboration betwieen
UC Davis Center for Design in the Public Interest
a is Medical Center

Serious side effects of
naloxone are very rare.
The most common side effect is opioid

withdrawal, since naloxone reverses the
effect of opioids. Common opioid withdrawal

If you think someone is
experiencing an opioid
overdose, it does not hurt
to give naloxone.

Learn the signs of a opioid overdose
and educate those around you.
Three strong signs
of overdose are:

If someone is experiencing
an opioid overdose and is
given naloxone, they should
wake up in 2-3 minutes.

Try to wake the person up

Call 911

symptoms include aches, irritability, sweating,
runny nose, diarrhea, nausea, and vomiting.

It's most important to give someone naloxone
if you think they are experiencing an overdose
because it can save them from brain damage
or even death.

Naloxone reverses the effects of opioids such
as heroin, methadone, morphine, opium,
codeine, or hydrocodone. It does not reverse
the effects of other types of drugs like alcohol
or stimulants like cocaine. If the person has
mixed drugs and an opioid is involved, the
person will likely start breathing but continue
to be sedated from the other drugs.

If the person does not wake up in 3 minutes
or loses consciousness again after 30-90
minutes, give them a second dose of naloxone.

Stay with the person until help arrives.

Give the first dose of naloxone

Check for breathing

Be prepared to give a second dose of

naloxone if needed

SOURCE: Created by UC Davis Center for Design in the Public Interest and UC Davis Health

(continued)
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Try to wake
the person up

nasal
spray

Naloxone nasal
spray works

even if the person
is not breathing.

Shake them and shout.

If there is no reponse, grind your
knuckles into their breastbone for 0 r
5 to 10 seconds.

nasal
atomizer

spray
Naloxone atomizer
spray works even

breathing.

or

injection

if the person is not

Give naloxone
the label may say “Narcan”

Press
button firmly.

Place
the tip in the nostril.

Peel the package open
and hold the device.

Do not press until
ready to give naloxone.

O @
@ﬂ% ]

Pull off
safety caps.

Spray one half
of the medicine into

Screw pieces
together.

Do not press until each nostril.
ready to give naloxone.
§ 20 o§e
@! o P
€

Inject into muscle
such as the shoulders,
thighs, or buttocks.
Push the plunger all the
way down.

Turn bottle upside
down and pull the
plunger on the syringe.

Flip off the cap to
reveal the latex seal on
the top of the bottle.

Check for
breathing

Give CPR if you
have been trained

Or, do rescue breathing:

1 Tilt the head back, open the mouth,
and pinch the nose

2 start with 2 breaths
into the mouth

3 then, give 1 breath
every 5 seconds

4 continue until help arrives

Be prepared
to give a
second dose
of naloxone

If the person does not wake
up in 3 minutes, give a second
dose of naloxone.

Turn the person on their side to
prevent choking.

Naloxone wears off in 30 to 90 minutes.

SOURCE: Created by UC Davis Center for Design in the Public Interest and UC Davis Health
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APPENDIX 3
Available Naloxone Formulations

Naloxone Product Comparison

Brand name

FDA approved

Injectable (and IN),
Generic

Intranasal,
Branded

Injectable,
Generic!

Auto-injector,

Branded

X (for IV, IM, SC) X X X

(Labeling includes
instructions for
layperson use.)
Assembly required X X
Fragile X
Dose can be titrated X X
Strength 2mg/2mL 4mg/0.1 ml 0.4mg/mL 2mg/0.4mL

2mg/0.1 mL 4mg/10 mL
Storage Store at 15°C-30°C Store at 15°C-25°C Store at 20°C-25°C Store at 15°C-25°C
requirements (59°F-86°F); (59°F-77°F); (68°F-77°F); (59°F -77°F);
(Protect from fragile (glass) excursions from breakable excursions from
light.) 3.9°C-40°C (glass) 3.9°C-40°C

(39°F -104°F) (39°F -104°F)
Cost/kit* S S S $$S
Prescription variations
Refills Two Two Two Two
Rx and quantity Two 2mL Luer-Jet A two-pack of two Two single-use 1-mL | A two-pack of two

Luer-Lock needleless
syringe PLUS two
mucosal atomizer
devices

(MAD-300)

4mg/0.1mL
(intranasal)

A four-pack of four
2mg/0.1mL
(intranasal)

vials PLUS two 3mL
syringes w/ 23-25
gauge 1-1.5 inch IM
needles

A 10mL multidose
vial PLUS two 3mL
syringes with 23-25
gauge 1-1.5-inch IM
needles

2mg/0.4 mL prefilled
auto-injector devices
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Appendices continued

APPENDIX 4

SBIRT Substance Abuse Screening Protocol

Brief Screen fo

r Substance Use

TOBACCO

9 Do you currently smoke or use any form
of tobacco?

Positive Screen = Yes

NEXT STEP: Explore readiness to quit. Offer assistance
and/or arrange additional services.

When was the last time you had 4 or more drinks per
day? (Asked of all females and males over the age of 65)
OR

When was the last time you had 5 or more drinks per

day? (Asked of males age 65 and younger)
_

ALCOHOL
9 Drinks per week: Positive screen = More than 7 drinks per week for a
per week: female of any age or a male over age 65
How many drinks do you have per week? Positive screen = More than 14 drinks per week for a male
121l oz beer 510z 1.5l oz liquor up to age 65
table wine (vodka, tequila, etc.)
NEXT STEP: Consider further screening using the AUDIT or
w another screening tool. Provide a brief intervention and
v ﬂ referral to treatment if indicated.
~5% alcohol ~12% alcohol ~40% alcohol
9 Drinks per day: Y

Positive Screen = in the past year

NEXT STEP: Consider further screening using the AUDIT or
another screening tool. Provide a brief intervention and
referral to treatment if indicated.

MARU

UANA

9 In the past year, how many times have
you used marijuana?

Positive screen = 1 or more times

NEXT STEP: Explore quantity and frequency of use.
Consider further screening using the CUDIT-R or another
screening tool. Provide a brief intervention and referral to
treatment if indicated.

OTHER DRUGS

In the past year, have you used or experimented
9 with an illegal drug or a prescription drug for
non-medical reasons?

Positive Screen = Yes

NEXT STEP: Identify specific drugs, quantity and frequency
of use. Consider further screening using the DAST or an-
other screening tool. Provide a brief intervention and
referral to treatment if indicated.

® OTHER POSITI

VE SCREEN CRITERIA

For those age 18 — 20

Any alcohol use

For pregnant women

Any alcohol use

See Reverse for References.

Peer Assistance Services, Inc.

Developed 5/17; Updated 8/19

SOURCE: Courtesy of Peer Assistance Services, Inc



https://cha.com/wp-content/uploads/2019/08/Brief-Screen-updated-Aug-2019.pdf
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Drug Abuse Screening Test (DAST-10°)

page 10of 2

In the past 12 months:

3 ONE i i i .
& 4 o8 . Screening, Brief Intervention, Referral to Treatment:

The questions included in the DAST-10 concern information about possible involvement with drugs not including
alcoholic beverages during the past 12 months.

In the statements, “drug use” refers to (1) the use of prescribed or over the counter drugs in excess of the directions
and (2) any non-medical use of drugs. The various classes of drugs may include: cannabis (marijuana, hashish),
solvents, tranquilizers (e.g., Valium), barbiturates, cocaine, stimulants (e.g., speed) hallucinogens (e.g., LSD) or
narcotics (e.g., heroin).

Circle response

1. Have you used drugs other than those required for medical reasons? Yes No
2. Do you use more than one drug at a time? Yes No
3. Areyou always able to stop using drugs when you want to? Yes No
4. Have you had “blackouts” or “flashbacks” as a result of your drug use? Yes No
5. Do you ever feel bad or guilty about your drug use? Yes No
6. Does your spouse (or parents) ever complain about your involvement with Yes No
drugs?
7. Have you neglected your family because of your use of drugs? Yes No
8. Have you engaged in illegal activities in order to obtain drugs? Yes No
9. Have you ever experienced withdrawal symptoms (felt sick) when you Yes No
stopped taking drugs?
10. Have you had medical problems as a result of your drug use (e.g., memory Yes No
loss, hepatitis, convulsions, bleeding, etc.)?

Developed on 07/15/2008. For more information, go to www.healthteamworks.org or call (303) 446-7200.

SOURCE: Courtesy of HealthTeamWorks and Peer Assistance Services, Inc.

(continued)
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Appendices continued

Scoring the DAST-10°

page 2 of 2

DAST-10 Score:

DAST-10 Interpretation

3 ONE i i i
& 4 o8 .. Screening, Brief Intervention, Referral to Treatment

Score 1 point for each question answered “yes,” except for question 3 for which a “no” receives 1 point.

Score Degree of Problems Related to Druge Abuse Suggested Action

0 No problems reported None at this time

1-2 Low level Monitor, re-assess at a later date
3-5 Moderate level Further investigation

6-8 Substantial level Intensive assessment

9-10 Severe level Intensive assessment

1982 by the Addiction Research Foundation. Author: Harvey A. Skinner Ph.D.

Developed on 07/15/2008. For more information, go to www.healthteamworks.org or call (303) 446-7200.

SOURCE: Courtesy of HealthTeamWorks and Peer Assistance Services, Inc.
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