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Overdoses are again in the news, but this time the 
community is learning that a range of prescription drugs 
can also put people at risk when misused or mixed with 
other depressants including alcohol. This edition of the 
Bulletin looks primarily at opiate overdoses.

The push for naloxone administration by non-medical 
personnel needs to be regenerated with “bold 
pragmatism” that characterised Australia’s early 
needle and syringe programs, clinician and leading 
drug researcher Professor Simon Lenton believes. 

“I reckon it will happen, the question is when? It’s about whether 
we take the steps we should sensibly be taking now in terms of 
looking at legislation, the barriers,” Professor Lenton told  
the Bulletin.

“If we go back to mid-80s when NSPs were starting to evolve, the 
people that were involved recognised that there was a need and 
got on and did it, rather than sitting around waiting for controlled 
trials,” Professor Lenton said.

“They knew there were some concerns, but knew it was worth 
getting on with. This debate about naloxone hasn’t been 
characterised by that pragmatic stance,” he said. 

Professor Lenton is one of two Deputy Directors at the National 
Drug Research Institute at Curtin University in Western Australia. 
He is also a clinical psychologist in private practice.

“The heroin shortage hit at the end of 2000, and all the 
momentum for moving forward on naloxone distribution to peers 
and others fell away. The focus has been on amphetamines, but 
latest figures still show that on average one Australian dies of a 
heroin overdose each day,” he said.

Although fatal and non-fatal overdoses are currently no where near 
the peak years associated with the heroin glut, it is no excuse for 
inaction or complacency, said Professor Lenton.

“We shouldn’t be waiting for the next heroin glut and spike in 
overdoses to generate the momentum to roll out this safe and 
effective intervention,” he said. 

The call for progress is echoed by many experts in the field, 
including Sydney-based clinician, Professor Nick Lintzeris, who told 
The Bulletin of signs that Australia’s first pilot naloxone distribution 
amongst non-medical personnel is a possibility. 

An early co-implementer of non-medical personnel naloxone 
programs in the United States city of Boston, Ms Maya Doe- 
Simkins, remains surprised that non-medical personnel access to  
the lifesaving medication remains off limits in Australia.

“It is ironic that the country that gave the world the first seat belt 
laws is falling behind in this vital accidental death prevention,”  
Ms Doe-Simkins told the Bulletin.

Mr Tony Trimmingham established Family Drug Support after his 
son died of an overdose. He said his organisation supports making 
naloxone available to non-medical personnel, including family 
members of people who use opiates illicitly.

A proposal for a pilot peer distribution of naloxone program has 
been developed by the ACT drug user organisation, Canberra 
Alliance for Harm Minimisation and Advocacy (CAHMA). 

According to CAHMA Manager, Ms Nicole Wiggins, the ACT program 
proposes a two year pilot that will train 200 peers in naloxone 
administration and overdose management and then distribute 
naloxone to the participants on completion of the training. 

CHICAGO PIONEER EXPLAINS 
What would you say to people in Australia who are considering non-medical 
personnel distribution of naloxone, or doctors who wonder if they should get 
involved through prescriptions?

“I have been a doctor for 25 years and being involved in this is the single most rewarding 
thing I have done in my career. Not many doctors can say I have saved more than 2000 
lives. Not many health administrators can say I did something that saved 500 lives last year. 
To be able to do that is just unreal. It’s a real lifesaver.”
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Naloxone Hydrochloride (trade name Narcan®)  
is a pure opioid antagonist that reverses the effects  

of opiate overdose. It has no agonist properties,  
and in the absence of opioids naloxone exhibits little 
significant pharmacologic activity.
Overdose from the use of illicit opioids, particularly heroin, 
continues to account for most illicit drug-related deaths in Australia. 
However, a majority of overdoses involving heroin or diverted 
pharmaceutical opioids are preventable. Emergency responders  
such as paramedics and emergency room physicians have been  
using Naloxone since the 1970s to revive people who are suffering 
from an opioid overdose. 

Evidence suggests that in a majority of opioid overdose situations  
other people are present, creating considerable scope for 
intervention to prevent death by overdose. 

Intranasal Naloxone has been successfully trialled by paramedics  
in the US. A pilot is underway in the UK. Intranasal naloxone has  
also been successfully trialled in Victoria.

A series of peer-reviewed articles about naloxone can be  
downloaded from the Anex website. 
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Overdose: 
an excessive use of a drug, resulting in adverse 
reactions ranging from mania or hysteria to 
coma or death.

Definitions

Agonist: 
a drug that has an affinity for and stimulates 
physiologic activity at cell receptors normally 
stimulated by naturally occurring substances.

Antagonist: 
a substance that tends to nullify the action of another, 
as a drug that binds to a cell receptor without eliciting 
a biological response, blocking binding of substances 
that could elicit such responses.

Opiate: 
Any of various sedative narcotics that contain 
opium or one or more of its natural or synthetic 
derivatives.

Opioid:
Any morphine-like synthetic narcotic that 
produces the same effects as drugs derived 
from the opium poppy (opiates), such as pain 
relief, sedation, constipation and respiratory 
depression.

Anex’s vision is for a society in which 
all individuals and communities enjoy 
good health and well-being, free from 
drug-related harm. A community-
based, not for profit organisation, 
Anex promotes and supports Needle 
and Syringe Programs (NSPs) and the 
evidence-based approach of harm 
reduction. We strive for a supported 
and effectively resourced NSP sector 
that is perceived as part of the 
solution to drug-related issues. 
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A Member of victorian Parliament, 
Martin Foley, sings the praises of the 
harm reduction sector. he spoke with 
the Bulletin at the official launch of 
the expanded Salvation Army’s 24-
hour NSP and health service.

Can you tell me what you learned by 
spending a couple of nights in the 24- 
hour service?

“I spent a few night shifts sitting in the Salvos 
NSP service to observe their good work. One of 
the striking things was that it confirmed that 
the usual stereo-typical image of drug injectors 
is only part of the story. Certainly there were 
people who looked like they were really 
struggling, but there were also people from 
all walks of life coming in to get clean needles 
and syringes. There was also the tradies, white 
collar professionals, suits and the health sporty 
looking types accessing the service.

“It shows us that drug misuse is an all-of-
society matter. The work of the NSP sector 

Alcohol (a.k.a. Alcohol Poisoning): Seizures, vomiting, slow or irregular breathing, low 
body temperature (including a bluish color to the skin). Cocaine/Crack: sweating 
profusely, unusual or fast heartbeat, high blood pressure. Heroin and other Opiates: 
slow, labored breathing, low blood pressure/weak pulse, small “pinpoint” pupils, 
disorientation or unconsciousness, blue/grey lips or finger tips, snoring or gurgling 
sounds usually means the person is not able to breathe properly. Methamphetamines: 
confusion, anxiety, aggression, and/or paranoia, convulsions, rapid breathing and heart 
rate, high body temperature. Benzodiazepines: symptoms include intoxication, impaired 
balance, impaired motor function, amensia, ataxia and slurred speech 

First aid suggestions 

If you think someone has taken an overdose, suggestions include: 

Stay calm. •	

If in doubt about whether it is a medical emergency, call triple zero (000) and ask  •	
for an ambulance. 

Someone who is not qualified to do CPR can get instruction over the telephone  •	
from the ambulance service. The ambulance receptionist has a script that provides 
instructions on mouth-to-mouth and/or chest compressions.

Call the Poisons Information Centre on 13 11 26, even if the person seems OK.  •	
The centre is open 24 hours a day, every day, Australia-wide. 

Do not try to make the person vomit. •	

Do not give the person anything to eat or drink. •	

Tell paramedics and doctors what the person has taken, if you know, and bring any •	
pill containers to hospital.

Paramedics will attend and police are not routinely involved unless there are issues •	
of safety for paramedics.

There a numerous sources you can easily access online to learn more about overdose.  
One is www.healthinsite.gov.au

doesn’t just benefit the individual. It has a ripple 
affect … it touches life after life, suburb after 
suburb and community after community.

“It’s about sustaining people, sustaining lives and 
it has a big multiplier effect not only because it 
saves heaps of dollars. It is about helping people 
who are often marginalised, on the fringes 
of society, coming back into the community 
because NSP services can refer clients on to 
other services. Anything that brings people back 
from the margins and into connections with 
health services is well worth supporting.”

You grew up in the area didn’t you?

“I remember growing up in the St Kilda area as 
a kid in the 1970s and sometimes walking along 
the street with my grandmother. In some areas 
we would literally have to shoulder our way 
through street-based sex workers in some area, 
drug dealers in some others. We’ve come along 
way since then with getting serious about what 
harm minimisation can mean to people and to 
communities. But there’s still a long way to go in 
taking harm reduction to its potential.”

How important are people who work in the 
NSP sector, and what constraints do they 
face in terms of public apprehension about 
needle and syringe distribution?

“Harm reduction people really are among 
the champions of our community. They do 
difficult work, always have funding challenges 
and work in the face of much community 
misunderstanding about the value and 
importance of their work. 

 “The sector and its funders need to collectively 
look to the best manner in which it can 
promote the fact that it is really the coal face 
of social inclusion in practice. The economic 
equation, the social benefits and the individual 
lives the sector contributes to make it an 
unsung success story. Adding a little voice to 
that success cannot be a bad thing.”

LocaL MP  
does  
night-shift 
at 24-hour 
service

overdose symptoms  
vary by substance.

Victorian MP  
Martin Foley.
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Jason is on pharmacotherapy treatment and partakes very 
infrequently in heroin use at present. Still, he has been through 
the trauma of watching one of his friends collapse after 
receiving what may well have been a suspect dose.

“It was a pretty big block and although it looked pretty much  
like heroin, it didn’t really taste like it. If you put your tongue  
on it, it had a sort of lemon-lime taste,” said Jason, which isn’t  
his real name.

“This bloke had come in a cab and was coming into the house for 
just a few minutes while he kept the cab waiting. He was happy 
to use it regardless. He injected and after about two minutes he 
stood up and went to walk out the front door to get back in the 
cab,” he said.

“And he just dropped and went blue. We called the ambulance 
and it was there in what felt like about five minutes. They worked 
on him for about an hour. They tried naloxone, adrenaline, but 
nothing worked. He had flooded his lungs and had brain damage. 
They took him to the hospital’s intensive care, and after five days 
they switched him off. It was pretty traumatic,” he said.

“He was about 42. The same weekend another mate dropped 
and was rushed to hospital, and he also died. Both of them were 
regular users, but not on a daily basis by any means. If we had of 
had naloxone there and then may have made a difference, if you 
get it before the oxygen stops getting to the brain,” he said.

Jason recalled the three times he nearly died from overdose. Each 
time involved alcohol.

“You are always trying to be careful, but unfortunately when you 
get a few drinks into you, you lose all your inhibitions. You know 
if you keep drinking you’ll get messy. But if you use, if you have 
a bit of a taste on top, it will just enhance the experience of the 
drinking, or of both really,” he said.

“I had been drinking on all three occasions. One of those times 
I hadn’t used for years. I was married with a young kid. A few 
mates and I had been out drinking and playing pool. I headed 
home. The nearest train station was shut, so I decided to walk to 
the main station. I headed through Chinatown and thought that 
if someone offers I’ll take it. I think I was pissed off, you know. I 
hadn’t been out in a while, so wanted to play up. A Vietnamese 
girl asked if I was looking, so I got it. I went home and whacked up, 
and remember waking up with the ambulance officers there, and 
the (now) ex-wife sitting on the couch. It was a massive shock for 
her,” Jason recalled.

One of the golden rules of fatal overdose avoidance is to not 
inject alone. It’s something Jason attests to based on his first 
near-death experience.

“The first time was in about 1997 when there was heaps of good 
gear around. I had gone into the city with a mate to score. We 
both picked up a cap for about $30, which now would be about 

$100 worth. We injected and then went off to a pub and got into 
drinking. After a while we decided to go back and get some more, 
which we did and we headed home to my folks house,” he said.

“We were in the front room, and Mum and Dad were sitting out 
the back watching the Australian Open final I think. It was the 
second lot that did it, I’d have been fine otherwise. I dropped. My 
mate called the ambulance and told them to turn their siren off 

when they got near the house. They came in, revived me and left. 
Mum and Dad never did find out about that one,” said Jason. 

Jason reflected on the transition out of the darkness that is 
overdoses and back to life after receiving the naloxone. He said it 
was a bit like slowly coming out of a fog.

“Or it’s like you’re being sucked down into thick mud. It’s pulling 
you in while the ambulance officers are trying to pull you out of 

Jason is a highly qualified white collar 
professional who works in the university 
sector. He has been saved by naloxone 
three times. Earlier this year Jason lost 
two mates to fatal overdose on the  
same weekend. He believes that they  
too might still be alive today if naloxone 
had been available on the spot.

two Lost Mates May have

been saved

it. You’re starting to regain consciousness, and it’s a dream sort of 
thing at the start. You’re not awake, but you’re aware of some sort 
of battle going on. You open your eyes, and it takes a few seconds 
to realise what’s going on and think, ‘heck, now I’ve got to deal 
with this.’”

It was his mother who put in the lifesaving call after Jason’s most 
recent overdose. By that stage, in mid-2007, she knew about his 
occasional heroin use. 

“It was after I did a rehab. I had been out drinking, and again it 
was using twice in a day. I had been out with a girl for dinner and 
had a fair bit to drink. She drove me to the suburb where I was 
scoring at the time, but we had parted ways that night arguing 
about drugs and all that sort of stuff. I went home and thought 
mum was out of the house,” said Jason.

“But instead she was in bed. I was still pissed off, and I was sitting 
there swearing to myself, which mum was listening to. I whacked 
up, and keeled over backwards. Mum heard the thump as I hit the 
floor. She rang the ambulance, and they stuck me with naloxone – 
5 mils. If mum hadn’t heard the thump I might not be here today,” 
he said.

It’s like you’re being sucked down into thick 
mud. It’s pulling you in while the ambulance 
officers are trying to pull you out of it.

Mum heard the thump as I hit the floor. 
She rang the ambulance, and they  
stuck me with naloxone – 5 mils. If mum 
hadn’t heard the thump I might not  
be here today.
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For Sally Finn, the slow-burn of grief built up 
over years of clients or unfamiliar faces dropping 
came to a head earlier this year when one of 
the St Kilda 24-hour NSP’s clients was given a 
moving funeral.

“I have probably called the ambulances at least 
100 times I reckon. One of our regular clients 
who was featured in the film, ‘Reflected’, died  
in February this year,” said Ms Finn.

“I went to his funeral and burst into tears, and 
felt terrible. His friend was saying ‘they left him, 
they left him and went to McDonalds for dinner 
and they left him in that room and he died’,  
she said. 

“I don’t think we realise how much we are 
affected, that’s certainly the case for me. I sat 
through the funeral and was astounded by how 
beautiful it was. But, as we were coming out I 
was with two other workers I don’t know well 
and burst into tears,” said Ms Finn.

“I put it down to an accumulative affect as I 
have seen a lot people die and hadn’t been to a 
client’s funeral before. It’s a cumulative kind of 
stress reaction, a delayed grief reaction,” said  
Ms Finn.

“It was a real expulsion, just suddenly sobbing. I 
tried to stop because I thought it was so uncool; 
there were people there that knew him well, and 
I was a service provider so I felt like it was a bit 
indulgent of me. I tried to get myself together, 
which I managed for about 30 seconds before 
then going back into sobbing. Clients knew I  
was crying and they came and patted me on  
the arm.”

The Bulletin asked Ms Finn if there were any 
formal counselling procedures for staff to assist 
them cope with NSP work, given that the myriad 
stresses that arise are a form of occupational 
health and safety issue.

“We do talk a little bit at meetings and we would 
always have someone [colleague] here to talk 
with. [But], frankly, in all welfare positions we  
are not good at looking at cumulative affects  
of stress, and we can miss signs of burn out,”  
she said.

There are fewer overdose deaths now, but there 
were so many people passing away in the late 

1990s and clients were really affected by it. 
Some people knew lots and lots people who had 
died, she said. 

It was common for the NSP staff to be called 
out by overdose witnesses, including other drug 
users, to attend an overdose scene in which 
some or all of the witnesses had left the scene. 
In that situation, the NSP staff have the vital 
role of liaising with emergency services. Ms Finn 
described one such scenario: 

“A young man came running into the exchange 
at about 2pm a while back, asking me to call 
an ambulance. I was sitting on the desk serving 
people, I said ‘where is the person?’, and they 
told me they were outside the flats around the 
corner. I asked for the address because there 
had been cases where the wrong address was 
given and the ambos missed them. I asked if he 
was going to stay, and he said ‘No I’m going I’m 
going’ in a panicky sort of way. 

“So I called the ambulance and told them the 
situation, and I gave them my mobile phone 
number – I offered it because I was going to go 

around there because they were on their own, 
and because I was already calling the ambulance 
as I was getting details. The ambo said ‘stay on 
the phone, stay on the phone’, so I’d said I’d go 
around there and take the mobile and wait.  
They were happy with that so I hung up and 
went around the corner. I found a woman who 
I know as a client, and she was lying on the 
driveway with her head downhill so I knew 
something was wrong. She had blood on her 
face so I realised she had probably fallen over. 
I roused her and she did respond to me in the 
sense that she rose up, but then she flopped 
back down. I did know she was breathing, but 
couldn’t be sure she would be all right. The 
ambulance officers arrived.

“I have to say I love the ambos and have the 
highest respect for them. I have probably called 
them 100 times I reckon. They are just so 
professional, and so caring with the clients and 
so respectful of the workers. Sometimes they 
are dealing with difficult people, but they deal 
with them in a very non-judgmental way.

“They administered Narcan and then she wasn’t 
very happy actually. I’ve found this out a lot, 
that it may be painful or a shock for them to be 
administered it, and they come to very quickly 
and they usually aren’t in the best of moods,” 
she said.

“Sometimes when people have been like that 
the reception that we get hasn’t been good, but 
then the next day the number of people who 
have come to me and have just been so grateful, 
or have written me a letter… it’s amazing.” 

Ms Finn elaborated on an example of mixed 
emotions the NSP worker may face when a 
client is brought back from the brink of death 
disorientated and angry.

I went to his funeral and burst 
into tears, and felt terrible. 
I don’t think we realise how 
much we are affected, that’s 
certainly the case for me.

“A guy carried his girlfriend into our centre 
and we couldn’t rouse her at all. We called the 
ambulance and made sure she was breathing, 
and they administered Narcan when they got 
here. She came to and was really angry. She 
was furious and saying ‘what the f@%* are you 
doing to me? What’s going on, where am I, who 
are you? I don’t want to be here’. And she just 
left. That’s the experience, that they don’t know 
they have overdosed until they have woken up.

“We all felt terrible, but you get a bit used to 
that. But then the next day she came in really 
apologetic and wanting to find me. She knew 
who I was because she demanded my name 
the night before. She had already written a 
letter, it was three pages long, and she wanted 
to apologise for her behaviour, realised that we 
had saved her life and she was so grateful and 
wanted me to know. 

“It has been my experience always, that putting 
out a hand to people may not be the best 
experience in the moment, but when things pan 
out it seems always to be very rewarding. People 
are very grateful,” said Ms Finn.

Ms Finn has a long-term female client who told 
a familiar tale of people being reluctant to lend  
a hand when one of their group collapsed  
from overdose.

“She was in a big room with about six people 
injecting. There was a bloke down from the 
country that they didn’t really know. He was 
a big country bloke, and he dropped. And this 
woman told the others to help her get him 
down on the ground to do CPR, and they didn’t 
want to. She had to scream at them in order for 
them to respond. Admittedly they didn’t want 
to call an ambulance, go through the hassle of 
interrupting their afternoon… they’d have to  
be sensible and normal in front of people,”  
said Ms Finn.

“She revived this bloke, and they all wanted 
to put him on a train straight away and send 
him back to the country. But she insisted that 
someone had to put him up for the night, which 
she did. So he got looked after only because she 
made the others feel terrible, she made them do 
it. That told me a fair bit about the reality  
of it all .”

Whether fatal or not, overdoses in or nearby busy 
NSPs can take their toll on the frontline workers who 
build up strong relationships with regular clients.

traumatic for NSP staff
oD dramas

Senior Policy and Planning Officer at the WA Sexual Health 
& Blood-Borne Virus Program, Jude Bevan, said that guidance 
on self-care and stress management was an important part 
of the annual training program for NSP staff. Advice was 
also regularly provided in the six-monthly NSP workforce 
newsletter. In addition, an on-line training resource is due to 
be piloted later in 2010 and will incorporate self-care and 
stress management advice.

Manager of the Northern Territory AIDS and Hepatitis Council, 
Tess Presswell said a counsellor recently appointed to work with 
clients was also a resource for staff. The counsellor reports to the 
Executive Director rather than Ms Presswell so that staff can be 
assured that their concerns are not raised with herself if need 
be. Staff are also able to access external counsellors at no cost 
to themselves, if required. The main issues that can cause stress 

for the frontline workers include frustration if some clients are 
not making health improvements, of if some clients come in with 
particular crises.

Danny Jeffcott is Team Leader at the busy NSP, Innerspace, which 
is in Collingwood.

He said they have extensive counselling and support for staff. 
They hold regular supervision meetings where people bring issues 
up, and monthly meetings that are facilitated by an external 
counsellor where any issues concerning stress can be raised 
anonymously. The most important thing is that when a serious 
incident occurs it is dealt with immediately, even to the point of 
being prepared to suspend the NSP window for a brief period. 
The philosophy behind it, said Mr Jeffcott, is that staff need to be 
looked after so that they can look after clients. 

WORkPLACE  
STRESS NEEDS  
TO BE mANAGED

I have to say I love the ambos 
and have the highest respect 
for them. I have probably called 
them 100 times I reckon
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“The level of mortality was shocking in London compared with 
Australia. A lot of it was largely about this being a population on 
average about 10 years older than here, because the large scale 
uptake of heroin use started earlier in the UK,” he said.

“We have known for a long time that older users end up dead, but 
it has always been somewhat difficult to explain because by the 
time you’re 35 you usually know how to use your drugs. 

“It was hard to reconcile on the one hand that people seemed to 
get more stable as they got older, compared with the mortality 
data. It’s the older ones who died.

“It is ironic that the country that gave the world the first 
seat belt laws is falling behind in this vital accidental death 
prevention,” ms Doe-Simkins told the Bulletin.

She said that there is an entirely new generation of young people 
who are moving onto heroin injection after starting out on 
prescription opioids.

“By 2006 there were almost 640 opioid-overdose fatalities, so 
we looked for a way that non-medical people could distribute 
intranasal naloxone to potential overdose bystanders so that they 
could administer them to overdose victims,” Ms Doe-Simkins said.

Since late 2006, the Massachusetts program has enrolled 6700 
people. There have been 1600 refills, and of those refills nearly 
700 were from an overdose being reversed. The most common 

 

Ageing cohort points to 
potentiAl increAsed overdoses

“Some of the work we did in England as part of our heroin trial 
was looking at oxygen saturation in the blood stream. Given it 
was their prescribed heroin, we knew their dose (224 milligrams). 
These clients were administering it themselves, day in day out. It 
was not chaotic. 

“We monitored about 40 patients in repeated sessions. We looked 
at factors influencing dropping oxygen levels. Over a third of all 
injections led to quite large drops in oxygen levels, to levels that 
that would be clinically concerning. 

“We looked further, and there were a few of the obvious things 
such as pills or drinking alcohol which made it more likely. Or 
those who injected intravenously dropped more than muscular. 
That was all standard stuff that we expected,” he said.

“But then what we noticed was the age. People dropped the  
same amount regardless of age, but the younger ones’ levels 
recovered more quickly. After a couple of minutes they were  
back to normal levels.

“The older users dropped oxygen and it stayed low for 5, 10, 15 
minutes. It was the first marker that we had regarding what was 
probably going on with the older-age overdoses. What we think is 
going on is that chemo-receptors … when oxygen drops the brain 
kicks into oxygen mode and says, ‘hey start breathing’.

“But it appears that with repeated heroin use you get a blunting 
of that response. The brain doesn’t kick into ‘start breathing again.’ 
So after years of regular use, after a while all those compensating 
mechanisms of the body sort of get lazy. We are not sure why.  
It could be both peripheral and central receptors, which seem to 
not work as well after many many years. Maybe that is what we 
are seeing.” 

The experience and evidence leads Professor Lintzeris to feel  
that Australia would be wrong to assume that the ageing opiate 
using cohort may not follow the overdose patterns that emerged 
in England.

“I think we may be in early phases of that here. We can  
expect higher overdose numbers,” he said

We have known for a long time that older 
users end up dead, but it has always been 
somewhat difficult to explain because by 
the time you’re 35 you usually know how  
to use your drugs.

grieving parents back  
two shots up the nose

reason for the others are ‘lost’, ‘gave it away’, ‘had it confiscated’  
or ‘expired’.

In Boston the term “potential overdose witnesses” is used to 
describe recipients of the naloxone. 

“When they use Narcan, they are not a drug user, they are 
potential overdose witnesses, and when they use naloxone during 
an overdose, they are lifesavers. It is important to know, however, 
that the most effective lifesavers also happen to be drug users.”

The program works closely with drug treatment and Opioid 
Replacement Therapy programs to enrol drug injectors, but they 
also have a large proportion of people who are not, such as 
parents. 

“There is not a fiercer advocate than a parent,” she explained.

“Once someone who has lost a child or fears losing a child to 
overdose learns about naloxone distribution programs, there is 
some relief for the parent living in fear, and for those who have 
already lost a loved one, they become aware of a betrayal. They 
have already experienced one of the worst things they can, that 
kids die before them. Then they discover that there was a way 
that it could have been prevented.”

Currently in the US the routes of administration that are Federal 
Drug Administration-approved are intramuscular or intranasal. 

This has been a standardised concentration of .4mg of the 
naloxone per every millilitre of solution. 

“If you have a unit of liquid, .4 of it is Narcan and the rest of it is 
other liquid. The standard dosage varies from location to location. 
In general, the dosage has ranged from 2ml of that concentration 
up to 10ml. So a 2ml dose would mean that you’d be giving .8mg 
of the naloxone which is the actual active ingredient,” she said.

It is considered more compassionate these days to start with 
a lower dose (like 1 mL) and then administer another if there 
is no response. For nasal administration the absorption rate, or 
the bio-availability, is lower compared with intramuscular or 
intravenous. Increasing the concentration will account for that, so 
now it is 1mg per millilitre for intranasally administered naloxone. 
The entire volume of one unit is the naloxone. The only way in 
US you can get intranasal naloxone is a prefilled syringe that is a 

premeasured dose of 2mg per millilitre, she said. “So it’s one half 
up each side up the nose. So you would get an entire milligram up 
one nostril, and another up the other.” 

The back-up dose given out in each kit is for two reasons;  
if it doesn’t work or if the person falls into overdose again.  
“A complete kit has two of these little Narcan ‘squirters’,  
but most of the time you only need one,” she said.

The Centers for Disease Control has given a grant to evaluate the 
effectiveness of the program. 

Once someone who has lost a child or 
fears losing a child to overdose learns 
about naloxone distribution programs, 
there is some relief for the parent living  
in fear

When they use Narcan, they are not a 
drug user, they are potential overdose 
witnesses, and when they use naloxone 
during an overdose, they are lifesavers.

An early advocate of bystander administered naloxone programs 
in the US city of Boston, maya Doe-Simkins, is surprised that non-
medical personnel access to the lifesaving medication remains off 
limits in Australia.

Experience in the United 
kingdom where he worked for 
five years leads Professor Nick 
Lintzeris to fear that Australia 
may be heading for increasing 
rates of overdose amongst 
heroin injectors as they age. 
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Robin is a peer outreach worker 
in inner-Perth who has personal 
and professional experience with 
overdose and naloxone. 
“I used for about six or seven years when I was about 18, and 
then stopped for nearly 20 years because I came to Australia,  
got married and had kids … I had another life,” said Robin.

“And God knows why I picked it up again. I went back to uni as 
mature-age student, and found speed, which I had never used. I 
thought, ‘that’s different, it’s okay’, and then it led on as things do. 
That was about 10 years ago.”

She has only overdosed once, “a long time ago, in the 1990s”. 
She doesn’t recall much about it, except that after being given 
Narcan® she came to in hospital.

But on several occasions it has been Robin who had to take 
control and resuscitate a person in preparation for the ambulance 
to arrive with the naloxone.

“Often it’s a mixture of drugs, or they have taken a couple of 
valium because they don’t think the heroin is going to be good. 
Or if they may have bought it off someone new that they don’t 
know. In that situation they should have a little bit first to see 
what it’s like,” Robin said.

“If you mix, say heroin which is most of the overdose, with 
another downer or depressant like alcohol, or benzos, then 
obviously it’s going to increase the depressant effect.

As she discussed in the article on page 5, Ms Doe-Simkins said 
rather than use the term “peers” to describe injectors who 
receive naloxone, the Boston city program described recipients as 
“potential overdose witnesses”.

“When they use Narcan, they are not a drug user, they are 
potential overdose witnesses, and when they use naloxone during 
an overdose, they are lifesavers. It is important to know, however, 
that the most effective lifesavers also happen to be drug users,” 
she said.

Recent research (see article on page 7) in Victoria demonstrates 
that intranasal administration (IA) of naloxone is an acceptable 
option amongst drug injectors, and that IA is effective enough to 
warrant consideration by authorities.

Professors Lenton and Lintzeris said that the scheduling of 
naloxone under the Therapeutic Goods Act remained a current 
barrier to non-medical personnel distribution and therefore, 
ideally, it should be rescheduled.

Naloxone is a Schedule 4 (S4) drug, which means it has to be 
prescribed to the recipient, or administered by qualified health 
professionals such as ambulance paramedics. Professor Lenton 
said that if was rescheduled to S3 or S2 it could be sold over  
the counter. 

“Whether or not we re-schedule naloxone there is a case for 
distribution of naloxone for non-medical staff administration as 
part of overdose prevention training to frontline workers such 
as needle exchange and outreach staff. It should also be made 
available to those groups known to be at highest risk of overdose 
due to reduced tolerance to opioids. These include recently 
released prisoners and people leaving abstinence oriented 
treatment programs,” he said.

Professors Lintzeris and Lenton said that it should not be 
necessary to conduct complicated and time-consuming clinical 
trials in order to assemble Australian-derived evidence before 
embarking on a naloxone roll-out.

Experience from overseas meant that a clinical trial should now 
no longer be necessary before State and Territory Governments 
allowed it, they said.

Outreach worker a true reviverOutreach worker a true reviver
“You usually call the ambulance straight away, but it depends on 
who you are with at the time and how the situation is. My thing is 
to get them breathing again. Sometimes you panic a bit, because 
you realise they are unconscious and if they are not breathing 
the first thing is to get them breathing again. Usually they always 
come around if they are breathing, but if they stop breathing and 
you have to work on getting them going,” Robin said. 

It is not uncommon for the person to be disoriented and even 
aggressive towards the ambulance officers once they come to.

“It happened with a friend of mine. There were three of us at 
my place and this guy just went over, and I tried to revive him 
doing mouth to mouth and that sort to thing. So we did all that, 
brought him around, but he’d go again. We worked on him for 
nine minutes, get him breathing, then he’d stop again – off and 
on – about three times.

“He wouldn’t really gain consciousness, so we thought we’d 
watch him til he came around, but he didn’t. So we called the 
ambulance, and they came around. When the ambulance came, 
they accidentally ripped his shirt as they needed to get the needle 
into him,” she said.

“And when he came to he was really pissed off. I had to apologise 
to them, but they said they were used to it. They had quite an 
argument in order to get him to the hospital.” 

“The concerns that people were considering a decade ago have 
now been answered, not by clinical trials, but by the interventions 
which have been shown to be effective overseas. Naloxone has 
been available in Italy across the counter since the 1990s, and 
there are no reports of problems. Peer use of naloxone programs 
have mushroomed across the United States. There are now about 
52 programs across 17 US states,” Professor Lenton said.

“The proof that is coming out from the US and elsewhere is 
that naloxone is a remarkably safe intervention in the hands of 
trained peers and other potential overdose witnesses. There is no 
evidence of unsafe administration or of more risky heroin use, and 
the training assists people to manage users dropping [overdose] 
again if the naloxone wears off, which appears to be a very rare 
occurrence,” Professor Lenton said. 

Professor Lintzeris canvassed three possible ways forward, 
including replicating the early US programs where a Chicago 
doctor, Sarz Maxwell MD, prescribed it for intramuscular injection 
despite uncertainty over legal protection (see page 8).

“One way is the US approach, where they had almost no 
legal cover for it but just did it. They recognised that it was a 
conservative legal framework and they just started giving it out. 
That is a good lesson for us,” Professor Lintzeris said.

“A second way is to set it up, which I don’t think any country has 
done yet, by rescheduling naloxone so that it can be obtained 
without a prescription. 

“Or, a third way is to go down the track of prescribing it to 
patients, such as the UK model where there is a combination 

of doctors and nurses prescribing. So if a client was engaged in 
a health service, such as methadone, or detox where you have 
nurse/doctor patient relationships, the nurse may prescribe it. 
That is how the Brits have done it.”

Dr Lintzeris said that the prescription model was probably the 
path of least resistance in Australia because “we are not very 
good at breaking the law and handing it out; it’s not our way 
because we are a conservative mob compared with some of 
those Americans. You’ve got to give the Americans credit, because 
they got off their backsides and did it.”

The patent on naloxone has expired so there is less financial 
motive for a pharmaceutical company to do the research  
and other steps needed to apply for re-scheduling,  
Professor Lenton said.

“However, it could be rescheduled under provisions that allow 
state health authorities, professional associations, such as the 
Australasian Professional Society on Alcohol and other Drugs 
(APSAD) or the Chapter of Addiction Medicine, or the National 
Drugs and Poisons Schedule Committee itself to initiate the 
process,” Professor Lenton said.

As well as the national scheduling, states and territories have 
Poison Acts where the scheduling is put into law. It may be 
possible for individual jurisdictions to exempt it, by making 
amendments to these Acts or regulations, he said. 

Dr Lintzeris estimated that under a prescription model that 
worked with clients through methadone or detox programs (in an 
inner city setting), for example, it may be possible to reach 40-50 
percent of long-term heroin users. 

“We don’t get many 21-year-olds at methadone or detox, so this 
(prescription) approach wouldn’t capture them. But the ones who 
are dying are the older generations and there is a good chance we 
would capture a lot of them,” he said.

Professor Lenton said advocacy needed to include consumer 
representation: “I think drug user organisations have an incredibly 
important role in helping make the case for access to naloxone 
for peer administration. Some of the misconceptions and 
misunderstandings that policy makers or lay people may have 
can be put to rest by users explaining how naloxone can help 
them and their mates to stay alive.”

Whether or not naloxone is rescheduled, there are issues of 
civil liability for people administering it to a third person. “Good 
Samaritan legislation can make people exempt. This has been 
done in the UK and in a number of states in the US,” he said

The most recent event, about five months ago, was particularly 
frightening because Robin and her friend could not get through 
to the ambulance so Robin had to do the rescue breathing herself 
and then drive him to the hospital. 

“It was in my house, which was even worse. It was after his work, 
at about 6pm, and he and his partner came over for dinner. He’d 
just arrived with some gear, so we just had it and he went over. 
He mixed it up, so I think it was just greed – he took too much. I 
knew what to do, because I’ve had a lot of first aid training.

“There was two of us with mobiles, plus a landline, and neither 
could get emergency on 000. We just couldn’t get through and 
didn’t know any other number to call. That was really scary. We 
got him breathing, but his partner was freaking out, panicking 
and going ‘he’s gonna die, he’s gonna die’,” she said.

“I had to try to calm her down at the same time. Eventually he 
was breathing, but was barely conscious. With the two of us 
helping him, he stumbled to the car. Because we couldn’t get the 
ambulance we had to drive him to the hospital ourselves, which 
was about a kilometre away,” she said.

Then the nervousness about entering the hospital kicked in.

“We didn’t end up going in because by the time we got there he 
was okay. We parked outside emergency, and he said he was okay 
so we went home. We ended up not having the dinner,” she said.

The particular example is an excellent case study in the reasons 
why naloxone should be available more widely, Robin said.

“It should be in NSPs and anywhere like that. That’s the only 
hesitation I have is that they could Narcaned and drop again later 
because they didn’t know that it has a time effect. There would 
need to be a well publicised education campaign to explain to 
people how to use it properly,” she said. 

continued from front cover...

Schedules 2, 3, and 4 which include medicinal substances 
intended for human therapeutic use and have increasingly 
restrictive regulatory controls on their availability. 

Schedule 4 are drugs that require a prescription from a 
doctor to be taken to a pharmacist. In other words, over-the-
counter and from behind-the-counter.

Schedule 3 drugs are available from a pharmacist, and can 
be dispensed without a prescription. However, it requires 
professional advice from the pharmacist. This can be thought 
of non-prescription over-the-counter, but from behind-the-
counter. 

Schedule 2 refers to over the counter products that do not 
require the intervention of a pharmacist. In other words, off 
the shelf and ‘no questions asked’. 

  But on several occasions it has been Robin 
who had to take control and resuscitate a 
person in preparation for the ambulance  
to arrive with the naloxone.

THE RELEVANT SCHEDULING  
CATEGORIES ARE AS FOLLOWS: 
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Recent research conducted in 
conjunction with the Victorian 
ambulance service found that 
intranasal naloxone dispensing was 
effective on 82 percent of patients.
“We had already done a study in 2002 when 
we used a non-concentrated dose of naloxone, 
and the Department of Health contacted 
us in 2005 and asked us to repeat it with a 
concentrated does. They provided funds, and it 
was in collaboration with Ambulance Victoria,” 
said researcher Deb Kerr who is with Victoria 
University. 

Eight-two percent of overdose victims who 
got it intranasally didn’t need a second dose of 
nalozone, Ms Kerr said. 

“That is not as effective as intramuscular 
injection, which was 96 per cent. But, we are 
still recommending intranasal as suitable for 
treatment in the pre-hospital setting because it 
avoids needle stick injury risks.

“In the first study it was in five mils, so patients 
got 2.5ml in each nostril – so that was 2mg 
of naloxone in five ml. Paramedics found in 
first study that some patients coughed and 
spluttered because of the amount of the fluid. 
We knew that overseas they could access to 
2mg in 2ml, but we couldn’t,” she said.

“The pharmaceutical company here was able to 
make a special, more concentrated dose. So, for 

The percentage of people that actually got help was higher 
because with naloxone you don’t have to call the ambulance, 
because the person wakes up and they can get in a cab and go to 
a hospital.

We have put out about 35,000 multi-dose vials. Some people 
need a lot. Like, we had one guy who has a shooting gallery in his 
house. One time he had five people go down (overdose) at once. 
It makes sense: a bunch of people get same stuff, and if it happens 
to be a hot batch they can all go down. That’s what happened 
most likely. His wife kept handing him the needles of naloxone 
and he saved them all. We have had more than 2000 overdose 
reversals so far. 

We have some people who had done dozens of saves, as many 
as 50 or 60 lives saved by the one person. There are some people, 
like dealers or those who have a shooting gallery; when we know 
those people we let them take cases of it away.

Have you had examples of side effects or any other 
problems with it?
In 2000 cases, we have had less than six reports of people even 
vomiting. Even that much withdrawal, to the point of vomiting, 
is rare. We have heard of no other negative effects. If there had 
been anything wrong with it, we would have heard about it. These 
same reports are coming out of all the other programs in US and 
around the world – it is safe and effective.

nasal administration proves effective
the second study it was still 2milligrams of the 
active ingredient, but was in 1millilitre.

“That meant the application was half a millilitre 
per nostril, but in fact one milligram of the 
active ingredient in each nostril. So the naloxone 
was the same as, for example, in Boston, but the 
amount of liquid was less,” she said. 

Ms Kerr said the concentrated dose was able to 
be used in a clinical trial in Australia, but as yet 
it is not permitted for medical use more widely.

Ms Kerr was also involved with a study in which 
heroin users were asked about their willingness 
to support non-medical – such as peers – 
naloxone applications. The majority were keen 
and preferred the intra-nasal route, she said.

 “It was interesting in the interviews, I expected 
that the participants would say ‘yes, intranasal 
is best way of giving it’, but the reality was that 
a lot of people were also saying ‘we are drug 
users, we are not worried about needles, we 
use them every day’. So for them the needle 
application probably wouldn’t be a problem at 
all,” she said.

Intranasal may be preferred by family members 
and partners who are not used to needles. 

“We are trying to get a study up in NSW – to do 
a double-blind randomised control trial. People 
who overdose in the Medically Supervised 
Injecting Facility clinic will be enrolled, and will 
get two treatments, with one being active.  
They will get intranasal and intra-muscular…  
so we have just applied for ethics for that 
study,” she said.

Have you any knowledge of or experience with nasal 
administration of naloxone?
If it’s given intramuscular the absorption rate is about 80 percent, 
and then the nasal is another 80 per cent down. In that case it 
may take longer for a person to come around so people need to 
know how to do rescue breathing etc. Nasal is great for people 
who are squeamish about using needles, or feel funny about giving 
out needles to people who are addicts. It’s more expensive and 
less effective, but that is okay. Giving it intranasal is still going to 
send just as loud of a message about people considering changing 
their life, and that is the real effect. You’ve got to save their life, 
because as we know, dead addicts never get better. 

Nasal could be easier to sell to the public, which has occurred in 
several places in the US. For example, Boston has been able to 
roll out a great program using nasal naloxone. They went through 
public health department, which didn’t want to give out needles 
because of the Federal prohibition. The nasal naloxone was 
much more acceptable, because any drug that has to be given 
by injection is scary to many people. The idea of giving injecting 
equipment to drug users can be totally unacceptable to many 
politicians. Having the nasal spray gives the same two effects – 
life saving and changing – so whatever gets it available so that 
politicians will be comfortable with making it available is okay. 
And once it’s available and they hear the stories, they will be sold 
on it. They get excited when they hear about people being saved 

and lives change, when they hear from the parents of people 
who have been saved. We have given it to parents of addicts, and 
they have said it had been their nightmare for years that their kid 
would overdose, and they can’t imagine what a relief it is to have 
it available.

Taking more than one kind of drug can increase the effect and the risk. •	

Most heroin-related ODs are caused when other depressant drugs are •	
taken too. 

Alcohol or benzos like Xanax® and temazepam are also depressants, •	
and if you mix them with drugs like heroin or MS Contin® you greatly 
increase the risk of OD. 

Think about your tolerance (especially if you’ve been in jail, in detox or •	
if you’ve just not used or been on your regular ‘done or bupe for even a 
couple of days). If you’ve had a break, test a small amount first.

What other drugs have you had in the last couple of days?  •	
Remember ‘half life’.

Try to go to the same dealer, but the strength of their gear might  •	
vary too. So ask if it’s the same batch and be careful.

Try not to use alone, but if you do, phone a friend before you have a •	
hit. Tell them where you are and get them to ring you back in a few 
minutes. That way if you drop and can’t answer the phone they can  
call an ambulance.

Think about where you’re using. If you drop will you be found?•	

AvoiDiNg oD: tips for injectors

What would you say to people in Australia who are 
considering non-medical personnel distribution of 
naloxone, or doctors who wonder if they should get 
involved through prescriptions?

I have been a doctor for 25 years and being involved in this is the 
single most rewarding thing I have done in my career. Not many 
doctors can say I have saved more than 2000 lives. Not many 
health administrators can say I did something that saved 500 lives 
last year. To be able to do that is just unreal. It’s a real lifesaver. 

That reminds us of the candy Lifesavers which in 
Australia used to have the slogan, ‘hand ‘em around’. 
Well, hey, naloxone is probably safer than the candy. The only way 
you can hurt yourself with it would be to break the vial and cut 
your throat.

You mentioned the fear of liabilities. What are the laws 
around that now? 
While the policies about needle distribution have a lot to do with 
the Federal government – and we have worked with Obama on 
that one - overdose has been more state to state. Last year, us and 
AIDS Foundation, worked with Illinios Congress to get passed a bill 
that protects from liability any doctor who prescribes naloxone, or 
any other person for that matter. Specifically, it extends the Good 
Samaritan law to naloxone, so that if there is an adverse effect or 
someone dies even though they have been given naloxone, that 
person is not liable.

The reason programs have been able to be possible is because 
naloxone is incredibly safe. It is less dangerous than sugar water. 
If you inject it into someone who is not on opiates, nothing 
happens. I could pump a whole bottle into a baby and nothing 
would happen. In some trainings we have a volunteer, and while 
I’m talking we will inject a member of the audience (who has not 
taken opiates) so when people ask what happens with naloxone,  
I say, ‘ask him!’ See, there’s no danger.

HAND ’Em AROUND
LIFESAVERS:
continued from back cover...

  Of course, why hadn’t all doctors been doing this all along? We are giving  
it to people who are essentially already dead. As if a family is going to sue  
me because their child was saved?
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continued on page 7...

HAND ’Em AROUND
LIFESAVERS:

Can you please tell us why and how the program  
was set up?
It’s very similar to the old scenario in Australia. Between 1995 and 
2000 overdoses in Cook County in Chicago went up from about 
130 to about 360-ish. We were horrified by this, and naturally 
no-one else was. Dan Bigg, who is the director of CRA, had heard 
about a pilot program in Scandinavia while at a harm reduction 
conference. Dan came back and kept trying and trying to get it 
started here, but doctors wouldn’t do it because of their concern 
about liability. 

I had been volunteering with CRA and Dan asked me if I would 
be willing to prescribe naloxone. As soon as he said it I thought 
‘Of course, why hadn’t all doctors been doing this all along? We 
are giving it to people who are essentially already dead. As if a 
family is going to sue me because their child was saved?’ I began 
going to the needle exchange sites, seeing participants. I realised 
that even if I was able to write up a prescription, it might not be 
available in pharmacies so I decided to prescribe and also dispense 
it to them. 

We had an advisory group, and we thought of having it pre-loaded 
in a 1ml syringe. Participants decided they wanted multi-dose 
vials rather than the preloaded syringe, because it was much more 
portable and much cheaper. Naloxone is very inexpensive. At that 
time it was about 27 cents per dose, which even the Republicans 
would agree is okay to spend on a junkie. When the first results 
began to come back they were so good and so enthusiastic. I 
could not personally live with how slow it was for me to see each 
person before being able to prescribe for them. So I trained all 
our outreach workers to act as ‘my agents’, as my office staff, to 
distribute it under my prescriptions. That was in (the year) 2000. 

When we first started, a lot of people were scared of it because, 
for example, they may have had had it in a hospital emergency 
room and gotten sick. Hospitals generally give high doses, which 
is not unreasonable. We suggest to our participants they give a 
much lower dose, less than a fifth, and to do it intramuscularly, 
which is a much less severe onset of withdrawal.

Don’t you personally need to sign the prescription 
forms. How can you meet all the clients?
When we order the supplies of naloxone, yes, that needs my 
official prescribing number. In order for me to write a prescription, 
the person has to be a patient. So what I got the CRA staff to do 
was to ask a few questions of medical history of each person, 
and to do a brief training about recognising overdose, rescue 
breathing, using naloxone and after-care etcetera. Then that piece 

of paper became the patient’s chart. The worker would dispense 
the naloxone and bring that chart back to me and I would sign off 
on it. That’s how we made it officially legal. Basically, my thought 
on this was that I wanted to drop it from helicopters - to get it 
into every hand we possibly could.

What happened, what were the results?
In the first year overdose deaths in Cook County decreased 30 
percent, and has been declining steadily ever since. There was no 
decline in other places in US or other places in this state. We got 
information from the police and the Drug Enforcement Agency 
that there had been no change in the purity of heroin that year, or 
changes in treatment availability. We can’t prove it, but there is no 
other discernable reasons for the drop. So we unashamedly take 
full credit for it.

How is it funded?
It is distributed free. It has been funded all through the general 
funding that CRA gets, which is a mixture of state and city funds, 
and like everything else in the US, the funds are going down.

When there started to be some news in the media about it three 
years ago, the drug company that makes it increased the cost 
four-fold. A case that used to cost $25 is now more than $100. 
We buy in such bulk, far more than any emergency room, that we 
can get it at a reduced price. When we tried to make a public stink 
about the price rise, it was like when they increase the costs of 
HIV medication… junkies have no lobby.

Was there any resistance from medical authorities  
or ambulance drivers?
Some people say that in the past an ambulance might have shown 
up to an overdose and the person would say that they’ve already 
taken it. And the ambulance drivers would say, ‘where’s this stuff 
coming from, who’s giving it out?’. So in the first couple of years 
there were reports of ambulance drivers being upset, but over past 
seven or eight years they have been very positive because they are 
seeing the effects. When they first heard the idea they are often 
against it, but when they see the effects they are on side.

Can you please tell us about how you advocated for it? 
How were the local politicians on it?
Well, we kept it very low key. We always work with the police 
about all of our sites. We went to the police precincts where we 
operate and told them about this, offered to train the policeman, 
and make it available to them to use. And, we heard nothing back. 

So we kept a low profile and let them ignore it. Other places have 
done it a bit differently. There are now more than 50 programs 
in the US, and several of them are working through their official 
city departments of public health. In many of those cases either 
myself or CRA director Dan Bigg would go and speak with their 
physicians in the public health department to calm their fears, 
answer their questions and help them set up whatever safeguards 
are necessary.

What sort of public backlash was there when you first 
started out?
Nothing officially. When there were a cluster of overdoses out in 
one of the neighbouring counties, there was a newspaper that did 
an article about naloxone and there were more than 100 (online) 
comments that were against Naloxone. One comment was: 
‘Heroin overdose is God’s way of cleansing the gene pool’.

Well I have two answers to that: I don’t know what the Australian 
demographics are, but in the US overwhelmingly heroin use is 
more and more upper class white suburban kids. In the past 10 
years it has become more and more so. That’s who is overdosing 
as well, and apart from heroin there is also a lot of prescription 
opiate abuse. Naloxone will work for any opiate, heroin codeine, 
methadone or hydrocodone. 

My second answer is that naloxone saves lives, but that is only 
part of it. It also changes lives. The first worry that most people 
have when they hear about it is that ‘won’t people just use more 
heroin?’ The answer is ‘no they don’t, in fact they use less. People 
who have greater access to naloxone are more likely to seek 
treatment.’ It’s an empowering thing, and also it’s an engagement 
thing. It’s reaching out and saying to someone that they should 
not be seen as cleansing the gene pool, it matters if you live or 
die and I want you to live. It changes people lives. 

For example, I remember Susan who was one of our early people 
that we provided it for. She had been coming to the needle 
exchange for 10-12 years, exchanging needles, staying for the 
food if we had some, socialising and then leaving. She was one 
of the first people who had an opportunity to save a life with 
naloxone. It was probably a month after that she came to the 
van and for the first time and she asked if we would test her for 
hepatitis C. She had always declined testing before, didn’t want 
to know. Within a year after that first save, she had done two 
more saves, and she got into methadone treatment and got off 
of heroin. To my knowledge, this is the first time she has been off 
it for more than 20 years. She still hangs out regularly with active 
users, specifically so there can be someone sober around in case 
someone needs naloxone. 

It’s now almost a decade since the program first began. 
What are the stats? 
In America the witnesses (to overdose) are often reluctant to 
call (an ambulance) because police often attend. And it is not 
unknown that if the person dies, the witness who called for help 
can be charged with manslaughter. We were concerned because 
we didn’t want to make people less able to access medical 
services, but the percentage that called for help with naloxone 
was about the same as those who did without naloxone.  

Dr SARZ mAXWELL has been working in addiction treatment since 1990 and 
in 1995 began working with the Chicago Recovery Alliance (CRA) which sees 
about 18,000 clients a year and distributes 2.5 million needles. Sarz broke new 
ground in 2000 by becoming the first doctor in the United States to prescribe and 
dispense naloxone to drug injectors and/or their families. The Bulletin interviewed 
Sarz to find out how the program was set up and its results to date.

Chicago  Ambulance in action.
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