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Abstract
Opiate overdose persists as a major public health problem, contributing to significant morbidity
and mortality among opiate users globally. Opiate overdose can be reversed by the timely
administration of naloxone. Programs that distribute naloxone to opiate users and their
acquaintances have been successfully implemented in a number of cities around the world and
have shown that non-medical personnel are able to administer naloxone to reverse opiate
overdoses and save lives. Objections to distributing naloxone to non-medical personnel persist
despite a lack of scientific evidence. Here we respond to some common objections to naloxone
distribution and their implications.
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Opiate overdose persists as a major public health problem, contributing to significant
morbidity and mortality among opiate users around the world,1–3 In the U.S., heroin
overdose contributes to roughly 2,000 deaths per year, and overdose deaths from
prescription opiate analgesics have risen rapidly to more than 10,000 yearly.4,5 Overdose-
related deaths are concentrated among those most affected by opiate dependence: the poor,
racial and ethnic minorities, and individuals cycling in and out of the criminal justice
system.6–9 These deaths are preventable through the timely administration of naloxone, a
mu-opioid receptor competitive antagonist that displaces opiates from these receptors in the
brain and reverses respiratory depression that can lead to death. Naloxone is safe, effective,
inexpensive, and relatively easy to administer via intramuscular injection or nasal spray.
Other than reversing the deleterious action of excess opiates, naloxone has no psychoactive
effects and does not present any potential for abuse. Adverse reactions are rare, and
arguably, these reactions are attributable to the presence of other drugs or the physiologic
complications of overdose rather than the effects of naloxone itself.10 Emergency medical
professionals have long administered naloxone in response to cases of suspected opiate
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overdose. More recently, naloxone has been successfully distributed to opiate users and their
friends and family in the U.K., Italy, Germany, Australia and a number of U.S. cities.11–20

Early findings confirm that non-medical personnel are willing and able to administer
naloxone when confronted with a life-threatening overdose, and when supplied with
naloxone, many successfully use it to reverse overdoses and save lives.11,15–19,21–24

Despite these compelling findings, naloxone is available only to a small fraction of opiate
users in the U.S., primarily through a limited number of local programs. A growing body of
evidence suggests that provision of naloxone does not encourage opiate users to increase
their drug consumption, nor does it increase the likelihood that they will harm themselves or
those around them.16,18,20 Nevertheless, objections to distributing naloxone to non-medical
personnel persist. The challenge lies in addressing the concerns raised by policymakers and
the public while allowing researchers to focus on evidence-based implementation and
evaluation of the effectiveness of these programs.

Naloxone distribution programs are firmly rooted in the principles of harm reduction. They
acknowledge the reality that drug use often continues despite an array of prevention and
treatment efforts. Though treating substance dependence and stopping substance misuse are
the ultimate goals, interventions to reduce the negative consequences of drug use, such as
death from opiate overdose, are critical intermediary steps. Reducing morbidity and
mortality through expansion of naloxone distribution responds directly to the epidemic of
unnecessary opiate overdose deaths. Syringe exchange programs and opiate substitution
therapy are other notable examples of harm reduction interventions that have gained
considerable traction as evidence-based interventions despite initial resistance. Like these
other harm reduction interventions, naloxone distribution programs are designed to improve
the health of an unpopular population.25 Negative social perceptions of drug users and an
abstinence-oriented approach to drug dependence limit the political will to advocate for
harm reduction interventions, with support for harm reduction interventions often taken to
signal support for drug use.26

With naloxone distribution, as happened with other harm reduction measures for drug users,
the burden of proof is placed inappropriately on researchers to dispel speculations about
harm reduction that are based primarily on judgments about drug use and drug users. Drug
users have long been stigmatized and remain the target of discrimination.27–29 As a result,
policy changes that protect the health, or improve the status of, drug users are low social
priorities. Syringe exchange programs have been advanced on the basis of their ability to
avert preventable HIV infections, the treatment of which incurs high costs for society.
Overdose, which can often result in death, has not been addressed with the same enthusiasm,
possibly because reducing overdose-related deaths does not produce clear economic
benefits. Naloxone distribution programs remain among the last harm reduction programs be
implemented widely. Here we describe some objections to take-home naloxone and their
implications to illustrate how the controversy surrounding naloxone is shaped by judgments
that undervalue the lives of individuals who use opiates.

One common objection to distributing naloxone to opiate users is that doing so might
encourage increased drug use. Existing data on naloxone distribution in community settings
do not support this claim.16,18,20 Two studies of naloxone distribution and overdose
prevention programs report a reduction in self-reported drug use.18,20 In the absence of data
that suggest naloxone distribution increases drug use, it is problematic to limit access to
take-home naloxone under the assumption that drug users, given an apparent safety valve,
will increase their opiate consumption. While the harm that could result from increased
opiate use is a legitimate concern, this potential harm would have to be weighed against the
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potential for naloxone to prevent overdose deaths. It is unethical to allow a narrow focus on
the harms of drug use to overshadow an opportunity to save human lives.

Another objection raised to naloxone distribution relates to the perceived influence of an
overdose-related hospital admission on motivating behavioral change.30 It has been argued
that enabling opiate users to reverse an overdose without being admitted to a medical setting
delays entry to drug treatment and allows people to continue using opiates without facing
some of the negative consequences of opiate misuse.30 There is, however, no evidence to
support this claim, and individuals who die as the result of an overdose because those
around them are afraid to call 911 or because the ambulance arrives too late lose the
opportunity to enter drug treatment. Training people to always call for medical assistance
remains an important component of naloxone interventions because naloxone has a shorter
half-life than heroin, which may cause respiratory depression to return even after an
overdose has been reversed.31 While having naloxone might reduce the likelihood that
emergency services would be called in the event of an overdose, no data demonstrate this.
One overdose prevention program in New York City found that 74% of participants called
for help after administering naloxone,17 which is similar to reports of the proportion of drug
users in NYC who call for help after witnessing a heroin-related overdose.32

An additional objection to naloxone distribution is that an opiate overdose is a serious
medical problem that must be handled by trained professionals, not by lay people.33

Multiple studies, however, have shown that with basic training, drug users are fully capable
of recognizing and responding to an opiate overdose.11,15,19,21,22 Though substance
dependence can impair decision-making and influence behavior, opiate-dependent
individuals can still be competent to use naloxone to reverse an overdose. Green et al. found
that trained drug users were as adept as medical experts in distinguishing the signs of an
opiate overdose and determining whether naloxone was indicated.22 For other medical
emergencies, we often trust non-medical personnel to respond and provide them with the
tools to do so. For instance, many individuals are trained in cardiopulmonary resuscitation
(CPR), rescue breathing, and first aid. In many public places, automated external
defibrillators are available for non-medical personnel to respond to cardiac arrest. It makes
sense for a safe, effective, and easy-to-use tool for reversing opiate overdose to be readily
available to drug users and those around them. Claiming that naloxone belongs exclusively
in the hands of medical professionals represents, at best, unjustified paternalism based on
scientifically unsupported perceptions about what is in the best interest of opiate users. At
worst, it represents a denial of drug users’ basic human dignity by devaluing their lives.

Until recently, the U.S. Office of National Drug Control Policy spoke out against the
distribution of naloxone to drug users,30,33 and in 2006 Congress failed to pass the Drug
Overdose Reduction Act, which would have provided funding to expand naloxone
distribution and other overdose prevention programs in the U.S.34 In June 2009, the Drug
Overdose Reduction Act was reintroduced to Congress.35 With new leadership, there is an
opportunity to support and expand naloxone distribution at a national level in order to
control the epidemic of opiate overdose-related deaths in the U.S.

With take-home naloxone, as with other harm reduction interventions, the burden of proof
falls on researchers to refute objections based on judgments about drug users. Providing
overdose prevention training and take-home naloxone can empower drug users to protect
themselves and those around them. Proposed methods to increase the availability of
naloxone include encouraging physicians to prescribe naloxone to patients who use opiates,
expanding distribution programs in community and correctional settings, and relabeling
naloxone as an over-the-counter medication.36,37 Working to prevent overdose deaths rather
than focusing exclusively on stopping drug use may enable opiate users to live long enough
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to have the opportunity to pursue effective treatment when they are ready. While research
that further establishes the efficacy of naloxone may assist in expanding its distribution, the
research and public policy agenda should not be defined primarily by objections that
undervalue the lives of individuals who use opiates.
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