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

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

•  Dialogue	
  and	
  work	
  with	
  pharmaceuCcal	
  companies	
  re	
  actual	
  or	
  potenCal	
  development	
  of	
  
new	
  medicines	
  for	
  use	
  in	
  the	
  addicCon	
  treatment	
  field	
  (incl	
  re	
  naloxone	
  products),	
  including	
  
(past	
  3	
  years)	
  MarCndale,	
  ReckiT-­‐Benckiser/Indivior,	
  MundiPharma,	
  Braeburn	
  and	
  trial	
  
product	
  supply	
  from	
  iGen;	
  &	
  discussions	
  with	
  Lightlake,	
  Rusan,	
  Fidelity	
  InternaConal,	
  Titan.	
  	
  

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

•  Work	
  also	
  with	
  several	
  chariCes	
  (and	
  received	
  support)	
  including	
  AcCon	
  on	
  AddicCon,	
  and	
  
also	
  with	
  J	
  Paul	
  GeTy	
  Charitable	
  Trust	
  (JPGT)	
  and	
  Pilgrim	
  Trust.	
  

•  The	
  university	
  (King’s	
  College	
  London)	
  has	
  registered	
  intellectual	
  property	
  on	
  a	
  buccal	
  
naloxone	
  formulaCon,	
  and	
  JS	
  has	
  been	
  named	
  in	
  a	
  patent	
  registraCon	
  by	
  a	
  Pharma	
  company	
  
as	
  inventor	
  of	
  a	
  novel	
  concentrated	
  naloxone	
  nasal	
  spray.	
  



Advertisement 



Oxygen saturation: case study	
  

(unpublished)	
  



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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Singleton et al, 2002 



Achievements 

•  Acceptability and feasibility of mobilising (a) 
peer group, (b) family members, (c) other 
personnel such as hostel staff and police 

•  Successful training of peers, family, staff 

•  Local and national schemes for pre-supply of 
naloxone – being done, and appear successful 

•  UN and WHO recognition and guidance 
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Challenges 

•  Challenge to inertia and the status quo 

•  Challenge to current clinical practice 

•  Challenge to scientific study 

•  Challenge to ethics 



 
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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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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Several different types of naloxone – 
all probably work 

(but need improvement) 









• All work 

• None perfect 
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Challenge to ethics 

•  Population perspective, not indivdual treatment 
perspective 

•  We have naloxone, a heroin/opioid antidote – 
who has the right to decide? 

•  Empower and confer skills; pre-supply naloxone 

•  Improve the various products (inj; nasal; ?) 



Conclusion 



First-responder overdose management and 
emergency naloxone; the challenge 

•  New category of preventing deaths (EpiPen; de-fibrillator; etc) 

•  Incremental technology transfer (wider workforce) 

•  Better understanding of the product and application 

•  Institutional inertia (‘whilst we dither, overdose victims die’) 



Ongoing issues that create hesitation 

•  Route 

•  Dose 

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

•  Opt-in or maybe opt-out 





Thank you  



Finally	
  Twelve	
  Scenarios	
  

•  (A1)	
  paCent	
  commencing	
  OST;	
  
•  (A2)	
  paCent	
  concluding	
  OST;	
  
•  (A3)	
  client	
  finishing	
  rehab	
  or	
  hospital	
  care;	
  
•  (B1)	
  named	
  client	
  at	
  syringe	
  exchange	
  scheme;	
  
•  (B2)	
  named	
  resident	
  at	
  hostel	
  for	
  homeless;	
  
•  (B3)	
  unnamed	
  contact	
  of	
  outreach	
  worker;	
  
•  (C1)	
  individual	
  leaving	
  prison;	
  
•  (C2)	
  family	
  member	
  (e.g.	
  parent)	
  for	
  their	
  at-­‐risk	
  son/daughter/etc;	
  
•  (D1)	
  stock	
  supply	
  for	
  hostel	
  staff	
  or	
  day	
  centre;	
  
•  (D2)	
  open	
  availability	
  at	
  a	
  syringe	
  exchange	
  scheme;	
  
•  (E1)	
  to	
  be	
  carried	
  by	
  a	
  taxi	
  driver	
  or	
  non-­‐clinical	
  'first	
  responder';	
  
•  (F1)	
  over-­‐the-­‐counter	
  from	
  a	
  community	
  pharmacy.	
  


