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Declaration (personal & institutional) 
•  DH,	
  NTA,	
  Home	
  Office,	
  NACD,	
  EMCDDA,	
  WHO,	
  UNODC,	
  FDA,	
  NIDA.	
  

•  NHS	
  provider	
  (community	
  &	
  in-­‐paDent);	
  also	
  Phoenix	
  House,	
  Lifeline,	
  Clouds	
  House,	
  KCA	
  
(Kent	
  Council	
  on	
  AddicDons).	
  

•  Work	
  with	
  pharmaceuDcal	
  companies	
  re	
  actual	
  or	
  potenDal	
  development	
  of	
  new	
  medicines	
  
for	
  use	
  in	
  the	
  addicDon	
  treatment	
  field	
  (incl	
  re	
  naloxone	
  products),	
  including	
  (past	
  3	
  years)	
  
MarDndale,	
  ReckiU-­‐Benkiser/Indivior,	
  UCB,	
  MundiPharma,	
  Lundbeck,	
  Alkermes,	
  Teva,	
  
Rusan/iGen	
  and	
  also	
  discussions	
  with	
  Lightlake,	
  Lanacher,	
  Fidelity	
  InternaDonal	
  and	
  Titan.	
  	
  

•  UKDPC	
  (UK	
  Drug	
  Policy	
  Commission),	
  SSA	
  (Society	
  for	
  the	
  Study	
  of	
  AddicDon);	
  and	
  two	
  
Masters	
  degrees	
  (taught	
  MSc	
  and	
  IPAS)	
  and	
  an	
  AddicDons	
  MOOC.	
  

•  Work	
  also	
  with	
  several	
  chariDes	
  (and	
  received	
  support)	
  including	
  AcDon	
  on	
  AddicDon,	
  and	
  
also	
  with	
  J	
  Paul	
  GeUy	
  Charitable	
  Trust	
  (JPGT)	
  and	
  Pilgrim	
  Trust.	
  

•  The	
  university	
  (King’s	
  College	
  London)	
  has	
  registering	
  intellectual	
  property	
  on	
  a	
  novel	
  
naloxone	
  product,	
  and	
  JS	
  has	
  been	
  named	
  in	
  a	
  patent	
  registraDon	
  by	
  a	
  Pharma	
  company	
  as	
  
inventor	
  of	
  another	
  naloxone	
  product.	
  	
  	
  



Thanks and Acknowledgements 

•  PaDents	
  and	
  advocates	
  and	
  their	
  families	
  

•  Immediate	
  and	
  internaDonal	
  colleagues	
  

•  PhD	
  student	
  Rebecca	
  McDonald	
  
	
  



Why	
  does	
  the	
  take-­‐home	
  naloxone	
  issue	
  ma3er?	
  

•  Overdose	
  is	
  the	
  major	
  cause	
  of	
  death	
  among	
  drug	
  users	
  –	
  
mainly	
  opiates	
  

•  Most	
  heroin	
  overdoses	
  are	
  witnessed	
  

•  Most	
  witnesses	
  intervene	
  acDvely	
  (even	
  if	
  wrongly)	
  

•  Many	
  family	
  members	
  witness	
  overdose	
  (rarely	
  taught)	
  

•  We	
  now	
  know	
  when	
  and	
  where	
  it	
  is	
  more	
  likely	
  to	
  occur	
  
and	
  we	
  know	
  how	
  to	
  prevent	
  fatality	
  



Two separate levels of naloxone advocacy 

•  The activist movement, civilian action, and 
assertion of legitimacy of take-home naloxone 

•  The adoption and incorporation by policymakers 
and health professionals of take-home naloxone 
as permitted and required action 



Key steps in the naloxone story 

•  Original articulation – the application of harm reduction 

•  Peers as work-force – acceptability and feasibility 

•  Times and places of particular concern 

•  Early action – pioneers and campaigners 

•  Legal obstacles – some real, some self-inflicted 

•  Family as work-force (and ‘first responders’) 

•  The normalisation of emergency care and naloxone 

•  Naloxone without needles – good if reliable (and approved) 

•  The absence of good science – sort it out 



(1992-96) 



‘Harm	
  Reduc:on:	
  from	
  Faith	
  to	
  Science’	
  
(3rd	
  Interna:onal	
  Harm	
  Reduc:on	
  Conference)	
  

John	
  Strang,	
  Melbourne,	
  March	
  1992	
  	
  

“From	
  the	
  point	
  of	
  view	
  of	
  harm	
  reducDon,	
  the	
  case	
  for	
  
such	
  intervenDons	
  seems	
  incontestable.	
  	
  They	
  stand	
  as	
  
examples	
  of	
  virtually	
  all	
  benefit	
  and	
  virtually	
  no	
  cost.	
  	
  These	
  
surely	
  stand	
  as	
  excellent	
  vanguard	
  projects	
  for	
  a	
  harm	
  
reducDon	
  movement.	
  	
  And	
  if	
  your	
  heart	
  is	
  just	
  not	
  in	
  to	
  
such	
  obvious	
  but	
  uncontroversial	
  harm	
  reduc:on	
  
measures,	
  then	
  why	
  not	
  give	
  some	
  thought	
  to	
  the	
  idea	
  of	
  
distribu:on	
  of	
  supplies	
  of	
  naloxone,	
  the	
  opiate	
  
antagonist,	
  to	
  opiate	
  users	
  who	
  may	
  at	
  some	
  later	
  date	
  be	
  
able	
  to	
  give	
  a	
  life-­‐saving	
  injec:on	
  of	
  the	
  drug	
  to	
  a	
  fellow	
  
drug	
  user	
  who	
  has	
  inadvertently	
  overdosed.”	
  	
  	
  



Strang	
  &	
  Farrell,	
  BMJ,	
  304:	
  1127-­‐1128.	
  





 
First serious consideration: 
 
Strang, J., Darke, S., Hall, W., Farrell, M. 
& Ali, R.  (1996) Heroin overdose: the 
case for take-home naloxone.  British 
Medical Journal, 312: 1435. 

 

(1996) 
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(1999) 



Naloxone?  - personal O/D 

 Treatment sample 
(n=142) 

Community sample 
(n=312) 

Ever overdosed? 78/142 (55%) 118/312 (38%) 
last personal overdose… 
 
-involved opiates 
 
-at own or friends home 
       own home 
       friends home 
 
-in company of others 
       sexual partner 
       close friends 

 
 

72/78   (92%) 
 

61/78   (78%) 
43 
18 

 
66/78   (85%) 

33 
27 

 
 

102/118   (86%) 
 

84/118   (80%) 
52 
42 

 
95/118   (81%) 

32 
57 

 
(Strang, Powis, Best, Vingoe, Griffiths, Taylor, Welch and Gossop, Addiction, 1999) 



Naloxone?  -witnessed O/D 

 Treatment 
sample 

(n=142) 

Community 
sample 

(n=312) 
Witnessing overdoses 
Ever witnessed overdose? 
Witnessed O/D in last 
year? 

 
44/48* (92%) 

 
13/48  (27%) 

 
167/ 312  (52%) 

 
81/312    (26%) 

last overdose witnessed… 
-involved opiates 
-O/D by sexual partner 
            close friend 
            casual acq. 
            stranger  

 
44/44 (100%) 

6 
32 
1 
5 

 
153/159*(96%) 

18 
84 
53 
10 

* data collected from only 48        * data missing on 8 cases 
(Strang, Powis, Best, Vingoe, Griffiths, Taylor, Welch and Gossop, Addiction 1999) 
 



Naloxone?  - witnessed fatal O/D 

 
 Treatment 

sample 
(n=142) 

Community 
sample 

(n=312) 
Witnessing fatal overdoses 
Ever witnessed overdose 
fatality? 

 
14/48* (29%) 

 

 
55/312  (18%) 

 
last fatal O/D witnessed… 
-involved opiates 
-death of sexual partner 
            close friend 
            casual acquaintance 
            stranger 

 
14/14(100%) 

 

 
34/38* (89%) 

2 
33 
15 
3 

* data collected from only 48      ** data missing on 8 cases    * data available from only 38 subjects 
(Strang, Powis, Best, Vingoe, Griffiths, Taylor, Welch and Gossop, Addiction, 1999) 



INTERVENTION OPPORTUNITY? 

• Extensive witnessing of 
overdoses (including fatal 
outcomes) … 



INTERVENTION OPPORTUNITY? 

•  O.K., so extensive witnessing of overdoses 
(including fatal outcomes); 

•  but what about resuscitation 
efforts (even if incorrect)? 
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When in particular excess? 

•  During methadone early treatment 
 
•  Prison release 

•  Post-detox/rehab 



Risk of death during and after 
treatment 

Cornish et al, BMJ 2010; 341: c5475  
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The earliest naloxone providers, late 1990s and by 2001 

•  Chicago, USA – 1996 approx 

•  Padua, Italy – 1996 

•  Jersey, UK – 1998 

•  Berlin, Germany – 1999 

•  Barcelona, Spain – 2001 

•  New Mexico, USA – 2001 

•  London, UK - 2001 









(2001) 



Two separate levels of naloxone advocacy 

•  The activist movement, civilian action, and 
assertion of legitimacy of take-home naloxone 

•  The adoption and incorporation by policymakers 
and health professionals of take-home naloxone 
as permitted and required action 

•  Different decisions on way forward ?? 
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Obstacles	
  

•  Some	
  easy	
  areas	
  (‘doctors	
  treat	
  pa-ents’)
(pa-ents	
  live	
  with	
  their	
  families)	
  

•  Some	
  challenging	
  areas	
  (controlled	
  drugs;	
  
unknown	
  recipients;	
  lack	
  of	
  specific	
  evidence-­‐
base)	
  

•  Some	
  ‘self-­‐inflicted’	
  areas	
  (why	
  different	
  from	
  
insulin	
  and	
  glucagon,	
  EpiPen,	
  defibrillators,	
  etc?)	
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(2006) 



(2008) 



(2011) 













How to inject Naloxone – intramuscular 
(into muscle) 

•  Remove syringe from box and packet 

•  Attach needle to syringe 

•  Inject into the outer thigh, upper arm or outer part of buttock 

•  Hold needle 90 degree above skin 

•  Insert needle into muscle (needs pressure) 

•  Slowly and Steadily push plunger all the way down 

•  Put syringe back in box. Don’t cover needle 
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Several different types of naloxone – 
all probably work 

(but need improvement) 















(2011) 



(2005) 



Therapeutic Drug Monitoring (2008) 



Therapeutic Drug Monitoring (2008) Therapeutic Drug Monitoring 
(2008) 







• All work 

• None perfect 
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(2013) 



(2013) 









Ongoing issues that create hesitation 

•  Route 

•  Dose 

•  Legal (third party; family; outreach; OTC) 

•  Opt-in or maybe opt-out 



First-responder overdose management and 
emergency naloxone; necessary next steps 

•  The emergency context (pre-preparation; ABC-naloxone; rescue 
breathing; ambulance) 

•  The regulatory context (pre-supply; OTC?; Samaritan; message) 

•  Improving the product (dose/effect; IM good but needs to be easier; 
right dose, pre-filled, stake needle; non-injecting potential?; longer-acting?)  

•  Target especially ... (individuals at known high risk; settings of 
known high risk; wider intervention workforce) 

•  Tracking the impact (case studies OK; crucial to track population impact) 



Thank you  


