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[Editor’s note: What is especially interesting about this
effort by New York is that it took one person to look
past the law to get the ball rolling, and then it took the
efforts of many inside and outside of government to
change the law in order to gain momentum. It demonstrates how important the law can be in progress for
public health at the local level.]
Overdose on illicit drugs is a substantial and growing public health problem. In New York City (NYC)
between 1990 and 2001, overdose deaths increased by
48%, from 541 to 799 fatalities; in contrast, homicides
decreased by 71%, from 2,081 to 609 during this same
time period.1 Certain populations are at particularly
high risk of overdose: among users of single-adult
homeless shelters in NYC, overdose morbidity and
mortality markedly exceeds rates in the general population.2 Overdose has been identified as a primary
cause of excess mortality among substance users with
acquired immunodeficiency syndrome (AIDS) in NYC.3
A substantial increase in overdose risk has been identified following release from prison or jail, as substance
users’ tolerance for opioids decreases during incarceration.4–7 Each of these findings reflects a point of
potential public health intervention.
Naloxone hydrochloride, an opioid receptor antagonist that can be administered via intramuscular (IM),
intranasal (IN), intravenous, or subcutaneous routes,
is routinely used by emergency responders to reverse
opiate overdose. Naloxone has no agonist properties
and, therefore, has no potential for abuse and minimal
potential for diversion or misuse.8
This article describes an initiative to provide prefilled
naloxone dispensers and overdose-related education
and training directly to substance users themselves, to
enable them to, if necessary, directly initiate overdose
reversal and prevent morbidity and mortality among
their peers.8,9 Most overdoses are witnessed by others,10

which provides an opportunity for peers to adopt the
role of overdose responder11 in the absence of emergency medical services.
Providing substance users with an antidote to opiates
can be considered a harm-reduction strategy. While
the ultimate public health goal is to reduce substance
use itself, the harm-reduction approach recognizes
the imperative to address immediate health risks for
individuals who continue to use substances. The key
features of harm reduction include: (1) pragmatism:
some level of substance use is inevitable in society,
and containing and mitigating related harms is more
feasible than eliminating use altogether; (2) humanistic values: accepting an individual’s decision to use
substances respects his or her rights and dignity; (3) a
focus on harms: prioritizing reduction of the negative
consequences of substance use to the user and others,
while neither excluding nor presuming abstinence as
the long-term treatment goal; (4) a balance of costs
and benefits to the individual and society: identifying
and measuring the relative importance of drug-related
problems, the associated harms, and costs/benefits for
intervention; and (5) a hierarchy of goals: achieving the
most immediate and realistic goals, with the immediate
focus on substance user engagement to address the
most pressing needs.12 In practice, harm reduction
offers active substance users practical education and
care, health promotion skills, and basic health-care
tools in a nonjudgmental framework. In the larger
public health framework, immediate access to drug
treatment and psychiatric counseling and care for
active substance users will also facilitate a reduction in
overdose mortality. In the harm-reduction approach,
take-home naloxone for active users provides an intervention opportunity for those who are presently unable
or unwilling to abstain from substance use.
In the United States, since 2001, several cities and
states have initiated overdose prevention programs in
user networks that involve prescribing and dispensing
naloxone to substance users in tandem with overdose
prevention education.9,13 This article describes the
development and implementation of the intervention in NYC, including legal barriers and how they
were overcome, preliminary outcomes, and issues surrounding future expansion. As a case study of a local
experience, this article emphasizes the roles adopted
by the various stakeholders (syringe exchange programs [SEPs], harm-reduction advocates, researchers,

Public Health Reports / May–June 2007 / Volume 122



393

394  Local Acts

academics, and city and state governments) and the
importance of the collaborative effort.
INITIATIVE SUMMARY
SEPs were legally sanctioned by New York State in 1992
under public health emergency law.14 In 2003, three
SEPs in NYC collaboratively sought foundation support
for developing and delivering a pilot overdose prevention intervention with participants in their programs.
The programs are located in the Lower East Side of
Manhattan and in the South Bronx, two of the city’s
poorest neighborhoods, where overdose mortality is
concentrated.15,16 Importantly, the programs received
a letter of support for the proposal from the Commissioner of the NYC Department of Health and Mental
Hygiene (NYC DOHMH).
The Tides Foundation awarded $13,013 to the
three-program collaborative for the pilot. Staff at the
three programs used the funds to research and develop
program tools and a training curriculum, to plan an
evaluation methodology (baseline surveys for all trainees and follow-up surveys for participants requesting a
naloxone refill), and to gather legal and policy advice
from academics and programs operating in other
localities. The resulting curriculum and protocol of
prescribing and dispensing naloxone in prefilled IM
syringes were loosely based on similar programs already
operating in other areas of the country. The program
involves general education, training, and medical evaluation (Figure). Although the education and training
components can be delivered individually or to small
groups, an individual medical evaluation is necessary
for prescribing and dispensing naloxone. The issue
of potential medical provider liability associated with

prescribing and dispensing take-home naloxone for
secondary administration by a layperson (the patient)
to another individual was problematic. The programs
chose to identify a provider willing to assume this
risk, to demonstrate program feasibility despite the
liability issue.
However, recruiting a consulting medical provider,
given the liability issues (more so than willingness to
work in such nontraditional venues as community-based
SEPs), proved to be the most challenging aspect of
program implementation. NYC DOHMH considered
using its own clinical staff for the program, but could
not overcome the liability issues. A consulting provider
willing to assume this risk was finally secured by the
summer of 2004, and the pilot was initiated.17
By 2005, following advocacy by an informal coalition of local harm-reduction advocates, the city legislature funded an expansion of the pilot to all 13 NYC
SEPs, adopting the preexisting pilot as the model
intervention.
A locally based national advocacy and training
organization, Harm Reduction Coalition, is currently
contracted by NYC DOHMH to provide technical assistance, training, and continued medical services for the
overdose prevention program in NYC. The project’s
physician provides train-the-trainer sessions, prescribes
and dispenses naloxone, and establishes local models
of the intervention at each of the 13 SEPs. By October
2006, more than 1,800 program participants had been
trained as overdose responders and provided with overdose prevention kits, representing approximately 15%
of annual participation in SEPs in NYC. Anecdotally,
the initiative has been well-accepted by the programs’
staff, participants, and peers.

Figure. Opioid overdose prevention program interventiona
Component

Personnel

Duration

Content

Education

Health educator/
trainer

3 to 10 minutes Causes of opioid overdose (e.g., loss of tolerance, mixing drugs). How to
avoid an overdose. How to identify signs of an overdose.

Training

Health educator/
trainer

3 to 15 minutes Steps for overdose reversal: (1) call 911, (2) administer rescue breathing,
(3) place in rescue position and inject naloxone intramuscularly, (4) monitor
response and need for a second dose

Medical evaluation

Medical provider

2 to 5 minutes

Brief, targeted medical history

Naloxone provision

Medical provider

1 minute

Prescribe and dispense two naloxone doses (0.4 mg/ml x 2) in prefilled
intramuscular syringes, accompanied by disposable face mask for rescue
breathing and latex gloves, as overdose prevention kit

Markham Piper T, Rudenstine S, Stancliff S, Sherman S, Nandi V, Clear A, et al. Overdose prevention for injection drug users: lessons learned from
naloxone training and distribution programs in New York City. Harm Reduct J 2007;4:3.
a
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OUTCOMES
Preliminary evaluation
A preliminary evaluation plan of NYC’s overdose prevention program was developed by representatives from
the SEPs and by consulting researchers to the Harm
Reduction Coalition. Quantitative data was initially
collected by research staff (participant baseline and
naloxone refill surveys), although subsequently, SEP
staff delivering the intervention continued this data
collection. Qualitative evaluation was conducted by the
external research team (i.e., interviews with participants
reporting overdose reversals).
An overdose reversal rate of 3% (25 overdose
reversals among 754 trainees provided with kits)
was reported for the first six months of program
implementation. Notably, although the trainees had
received naloxone from the provider as her primary
patient, all reports of naloxone administration involved
administration by the patient to another, non-patient
individual. (Unpublished data, New York Academy of
Medicine, Evaluation of Harm Reduction Coalition’s
overdose prevention initiative, 2005.) The reported
reversal rate increased to 7% (104/1,485) after 12
months,13 and to 9% (162/1,800) after 18 months,
although substantial underreporting is suspected.
Such reports warrant further investigation from the
perspective of emergency medical services, to triangulate and confirm program effects. Reported reversal
rates (during roughly one- to three-year time periods)
from similar programs operating in other U.S. cities
ranged from 24% (170/700) reported by trainees in
San Francisco, to 14% (131/951) in Baltimore, and
7% (446/6,000) in Chicago.13
Legislative change to address legal barriers
Statewide prescription laws governing the activities
of licensed medical providers in New York State are
similar to laws elsewhere in the country: prescriptions
are provided for the patient’s personal use. As previously described, these statutes prevented the lawful
prescribing and dispensing of take-home naloxone
for secondary administration—by overdose responders (patients) to others (non-patients)—effectively
preventing widespread implementation of the intervention because of provider liability concerns. With the
development of the pilot program in 2004, state-level
health officials initiated discussions within government
for the development of legislation to overcome this
legal barrier. External advocates adopted the draft
legislation and promoted support for its passage among
legislative and key administrative representatives in
state government.
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Education among legislators was centered on
emphasizing the high prevalence of overdose mortality
and on the relative safety of naloxone as a prescribed
substance, with minimal potential for diversion or
misuse.9 Including New York State’s Department of
Education, which governs medical licensing in both the
education campaign and the negotiations process for
practice guidelines, proved pivotal in the development
of a successful bill. Together, these efforts culminated
in the passage of an amendment to the public health
law in 2005, legislating standards for opioid overdose
prevention programs in New York State.18 Specifically,
the law protects the medical provider from potential
liability when naloxone prescribed to a patient in the
context of an authorized overdose prevention program
is secondarily administered to another, non-patient of
the provider.19
The new legislation took effect on April 1, 2006.
In preparation, the New York State Department of
Health’s AIDS Institute (NYS DOH-AI) consulted with
existing opioid overdose prevention programs in Chicago, Baltimore, New Mexico, and San Francisco, as
well as with the NYC program, to develop regulations
and protocols.20
Program expansion
To promote further expansion of the intervention,
issues pertaining to program implementation are being
addressed, including model policies and procedures
and training guidelines.20 These developments have
resulted in increased interest among non-SEP providers, including methadone treatment and primary-care
providers, for implementing the intervention within
their practice.
With the state legislative amendment in place, program expansion in response to local findings has also
been initiated by NYC DOHMH. Opportunities for
overdose prevention program implementation in NYC’s
adult homeless shelter system and in the city’s jails via
venue-based public health services and education are
currently in an exploratory phase.
FUTURE CHALLENGES
Widespread, sustained program implementation can
result in a population-level decline in overdose mortality. In Cook County, Illinois, there has been a 30%
reduction in countywide fatal overdoses since the local
program began in January 2001,13 and in Baltimore,
citywide overdose fatalities decreased by 19% after
the program’s first year of operation.21 In NYC, the
program currently operates with one physician delivering, mentoring, and training both medical providers
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and staff at programs and venues throughout the city.
To meet the challenge of achieving population-level
effects, the program must expand into diverse systems
of care and must engage and educate diverse risk
groups and their social networks.
Challenges limiting widespread dissemination of
the strategy reflect the complex effort required to
promote and implement this unique, newly regulated
public health initiative. Future efforts must address
and overcome the constraints of diverse settings where
overdose prevention is a critical health issue, including
jails, homeless shelters, and human immunodeficiency
virus (HIV) primary-care and community-based service
venues. In addition, ongoing program communication
and education with the law enforcement community is
necessary to increase and maintain awareness and support for the intervention. Finally, more structured, prospective evaluation will be necessary to identify whether
the program is successful in reducing overdose mortality and, if so, how this success is best achieved.8
The prefilled IM syringe presents a particular problem for overdose prevention in controlled settings.
Syringes are contraband in jails and may present a
physical threat to others. Provision of the IM naloxone
syringe to inmates upon release also presents a logistical
challenge, as a medical visit is required for such provision, and many releases in NYC occur directly from the
courts, without a formal discharge process. Provision
of naloxone in prefilled IN mucosal atomizer devices
may provide a solution,22 although studies show efficacy
in only 74% of pre-hospital cases.23 However, despite
its failure to be uniformly effective, IN naloxone may
provide a viable alternative in this context.
DOHMH health educators at the city jail are currently providing referrals to SEPs as part of discharge
planning, so that individuals receiving overdose education and training from this group while they are
inmates at the jail are informed about and can obtain
naloxone following their release. Additionally, a homeless-outreach provider is offering the intervention via
street homeless outreach. DOHMH is working with the
NYC Department of Homeless Services to establish a
protocol for opioid overdose prevention with users of
the single-adult shelter system, which served 33,687
individuals in 2005.
Collaboration has also been initiated with NYC law
enforcement, building upon syringe exchange education work conducted by NYS DOH-AI during the last
14 years. Presently, the NYS DOH-AI is working with
NYC DOHMH and the New York Police Department
to develop and implement a departmental protocol for
officers to ensure they are advised of the newly legislated program and to prevent unnecessary confusion

and confiscation of naloxone. Successful provision of
the intervention depends upon close, ongoing collaboration and communication. To prevent needle
stick injury, overdose prevention trainees are advised
by programs to inform officers that they are carrying
naloxone during a search encounter. Officer training
regarding the initiative will be a critical aspect of program implementation.
Expanded participation of the medical community
will be paramount. Accessing and educating the diverse
medical community for adoption of a new intervention
delivered to a vulnerable population may be a difficult
and lengthy process. However, a preliminary survey
found that 33% of medical providers in NYC would be
willing to prescribe naloxone, while 29% were unsure.24
Providers and venues for participation could include
emergency departments, community health centers,
substance abuse services (e.g., hospital detoxification
units, methadone maintenance treatment programs),
HIV primary-care providers, and medical centers.
The successful development of an opioid overdose
prevention program in NYC has occurred with the
progressive and synergistic efforts of the community,
researchers, and city and state governments to overcome
logistical, funding, and legal barriers to widespread
implementation. The local success we have achieved
in rapid program development and implementation
has relied on the collaborative and complementary
efforts of all stakeholders. The intervention now shows
promise for addressing and reducing overdose mortality via community-based, public, and medical systems
of care in NYC.
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