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• NHS provider (community & in-patient); also Phoenix House, Lifeline, KCA.

• Dept of Health, NTA, Home Office, NACD, EMCDDA, WHO, UNODC, NIDA.

• Dialogue and work with pharmaceutical companies re actual or potential 
development of new medicines for use in the addiction treatment field (incl re 
naloxone products), including (past 3 years) Indivior, MundiPharma, Braeburn / 
Camurus, Accord/Molteni, dne and trial product supply from Camurus. (slides 
includes findings from work with Pharma).

• SSA (Society for the Study of Addiction); and two Masters degrees (taught MSc 
and IPAS).

• Work also with several charities (and received support) including Action on 
Addiction, and also with J Paul Getty Charitable Trust (JPGT) and Pilgrim Trust.

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

Declaration (personal & institutional)



(2018) 



http://www.emcdda.europa.eu/news/2016/1/
preventing-opioid-overdose-naloxone

Naloxone Monograph from EMCDDA 
(European Monitoring Centre on 

Drugs and Drug Addiction) (2016)

(2016)



National Opioid Overdose Deaths, U.S. 
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Cochrane reviews and NICE Technology 
Appraisals about prescribing (esp OST)

e.g. Faggiano et al (2007) Cochrane review of 
significance of dose in OST

Retention rate - RCTs: High versus low doses at shorter follow-ups: 
RR=1.36 [1.13,1.63], and at longer ones: RR=1.62 [0.95,2.77].

Opioid use (self reported), times/w - RCTs: high versus low doses 
WMD= -2.00 [-4.77,0.77] high vs middle doses WMD= -1.89[-
3.43, -0.35]

Opioid abstinence, (urine based) at >3-4w-RCTs: high versus low 
doses: RR=1.59 [1.16,2.18] high vs middle 
dosesRR=1.51[0.63,3.61]

Cocaine abstinence (urine based) at >3-4 w - RCTs: high versus 
low doses RR=1.81 [1.15,2.85]

Overdose mortality - CPSs: high-dose versus low-dose at 6 years 
follow-up RR=0.29 [0.02-5.34]; high-dose vs middle-dose at 6 
years RR=0.38 [0.02-9.34]; middle-dose vs low-dose at 6 years 
RR=0.57 [0.06-5.06]



When in particular excess?

• During methadone early treatment

• Prison release

• Post-detox/rehab



(2008)



Why the special problem with heroin/opioids?

• It’s not a surprise

• Intravenous bolus
• Respiratory depressant
• Low therapeutic margin
• Uncertain dosing
• Aggravating other substances



Oxygen saturation: case study

(unpublished)





(1996)





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 ??





(2017)
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Key findings: Naloxone mean PK profile





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

• Addition of concentrated naloxone nasal spray



• The training – (a) risk awareness, (b) crisis detection, 
(c) interim emergency care, (d) continued care

• The intervention workforce – peers, family, treatment/care 
staff, other first-responders

• The products – training (+/- cardio; peer/family; face2face or 
online; naloxone (IM/nasal; dose titration); portability

• The science – implementation studies; product developments 
& testing

• Public policy-making and public commitment – challenge 
stigma and inertia (self & others; opt-out vs opt-in)

Conclusion: naloxone next steps



Overall message

• Proud of what we have achieved

• Humble about how much more we need to do



Thank you


