Georgia Poison Center

Guidelines for Adequate Length of Observation After Opioid Overdose

This document describes our guidelines for the minimum suitable length of observation in an ED or
other appropriate healthcare setting following opioid overdose for typical situations. However,
extenuating circumstances may make a different approach preferable in some instances.

The Asymptomatic Patient

The onset of potentially life-threatening respiratory depression may be delayed following an opioid
overdose, particularly following an oral overdose. The patient should be observed in an ED setting (or
similar healthcare setting with the same capabilities) able to treat respiratory depression for sufficient
time to exclude even delayed respiratory depression. The period recommended should be the longest
one (from the table below) into which any of the involved agents falls. If the patient remains
asymptomatic during this observation period, they may be discharged from further medical observation
to a setting suitable given any psychiatric and drug-dependence considerations.

The Symptomatic Patient

This patient requires more prolonged observation due to the possibility of further drug absorption from
the Gl tract (following ingestion) and redistribution from tissue stores (particularly for specific agents
like diphenoxylate). We recommend that they be observed in an appropriate medical setting for at least
the period below off of all narcotic antagonist agents (e.g., naloxone).

Drug group Observation time -/ Observation time -
asymptomatic symptomatic
Very slow onset OR 12 hrs. 24 hrs.

sustained-release
preparation
Moderate onset, not SR 8 hrs. 12 hrs.
Rapid onset, not SR 4 hrs. 3-6 hrs.2?"

A 3-6 hours is recommended based on variability in the literature regarding observation time following
the administration of naloxone. Please note that all patients should be awake with a return to their

mental status baseline and stable hemodynamics prior to discharge.

TYPICAL OPIOID CLINICAL PHARMACOKINETICS

Drug Name Oral morphine equivalent (OME) Approx. Time to Elimination
conversion factor®’ Peak Plasma Level Half-Life (hr.)?
(hr.)*
Very Slow Onset (2hr), Prolonged Resp. Effects (7-14 hr.)
Diphenoxylate - 2 2.5
Loperamide - 5 (capsule) 9-10.8
2.5 (liquid)
4 (tablet)
Buprenorphine 38.8 (BUC/SL) 2.5-3 (BUC) 1.2-7.2 (IV)
2.2 (TD) 2.5 (SL) 31-35 (SL)
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Methadone

Codeine
Dihydrocodeine
Fentanyl*

Heroin

Hydrocodone

Hydromorphone

Levorphanol

Meperidine

Morphine

Oxycodone

Oxymorphone

Pentazocine
(Mixed agonist-
antagonist)
Propoxyphene
Tapentadol

75 (PAR) 60 (TD)
Moderate onset (1hr), Mod. Prolonged Resp. Effects (4-8 hr.)
4.7 1-7.5
Rapid Onset (15min), Limited Resp. Effect Duration (1-2 hr.)
0.1 1
0.1 1.6-1.8
0.1 (BUC/SL) 0.67-1.5 (SL)
2.7 (TD) 20-40 min (oral
0.2 (PAR) transmucosal)
20-72 (TD patch)
15-20 min
(intranasal)
3.3 (PAR) 3-5 min
(intranasal/IM)
5-10 min (SC)
1.2 1.3 (IR)
14 (ER tablet)
5 (ER capsule)
5 0.75 (IR)
17.5 (PAR) 12 (ER)
12-16.5 (SR)
13.8 1
20 (PAR)
0.1 25 min (IM)
0.4 (PAR)
1.0 1(IR)
3.0 (PAR) 8.6-10.3 (ER
capsule)
2.5-4.4 (ER tablet)
8.4 (SR capsule)
3-3.8 (SR tablet)
1.5 4.5
3 (PAR)
1.5 (rectal)
3 30 min®
30 (PAR)
3.5 (rectal)
0.6 0.25-1 (IM)
1.1 (PAR) 0.5-1 (SC)
0.23° 1-4
0.4 1.25 (IR)

8-59

3.4-45
3.3-4.17

1-1.5

3.8—4.5 (IR)

7-9 (ER tablet)

8 (ER capsule)
1.8-137
8-15 (ER)

11-16
3-8
1.4-2.47

11-13 (ER capsule)
15 (SR)

5.6

7.3-9.4

6-12
4-5
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3-6 (ER)
Tramadol 0.2 1-2.3 (IR) 5.6-6.7 (IR)
4-12 (ER) 6.5-10 (ER)
IR = immediate release; ER = extended-release; SR = sustained-release; IM = intramuscular; SC =
subcutaneous; SL = sublingual; TD = transdermal; PAR = parenteral; IV = intravenous; BUC = buccal

tRoutes are oral unless otherwise indicated
*All doses are in mg except for fentanyl (doses in mcg/hr for patch and mcg for other routes)

OME formula: strength per unit x (number of units/day (or total)) x OME conversion factor = OME units per
day (or total)*

Example OME calculation:
An individual is prescribed oxycodone 10mg #30 tablets
10mg x 30 tablets x 1.5 = 450 OME (total)
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