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ABSTRACT. Heroinoverdosedeathshaveincreasedalarminglyin Chicagooverthepastdecade.
Naloxone,anopioid antagonistwith noabusepotential,hasbeenusedto reverseopiateoverdose
in emergencymedicalsettingsfor decades.Wedescribehereaprogramto educateopiateusersin
thepreventionof opiateoverdoseandits reversalwith intramuscularnaloxone.Participanteduca-
tion andnaloxoneprescriptionareaccomplishedwithin a largecomprehensiveharmreduction
programnetwork.Sinceinstitution of theprogramin January2001,morethan3,50010 ml (0.4
mg/ml) vials of naloxonehavebeenprescribedand319 reportsof peerreversalsreceived.The
Medical Examinerof Cook County reporteda steadyincreasein heroinoverdosedeathssince
1991,with a four-fold increasebetween1996and2000.This trendreversedin 2001,with a 20%
decrease in 2001 and 10% decreases in 2002 and 2003.[Article copies available for a fee from The
Haworth Document Delivery Service: 1-800-HAWORTH. E-mail address: <docdelivery@haworthpress.
com> Website: <http://www.HaworthPress.com>  2006 by The Haworth Press, Inc. All rights reserved.]
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INTRODUCTION

Fatalitiesrelatedtoaccidentaloverdoseof il -
licit opiateshaverisenalarminglyin thepast
decade,in EuropeandAustraliasiaaswell asin
theUnitedStates.1-6 This trendhasbeenvery
steepinChicago.Between1988and1998,hos-
pitalemergencyroom(ER)mentionsofheroin/
morphineincreased400%, ranking Chicago
third in theUSfor ERmentionsof heroin.7 In
1996,theMedicalExaminerfor CookCounty
documented198deathsrelatedtoheroinover-
dose.By 2000 this numberhad increasedto
466,a425%increaseoverfive years,andher-

oin wasa factor in moreChicagoareadeaths
than any other illicit drug.

In aSanFranciscostudy,89%of drugusers
reportedhavingwitnessedan overdose,8 and
injection drug usersat a Chicagoneedleex-
changeprogramreportwitnessinganaverage
of 3 opiateoverdoseevents,oneof themfatal
(Bigg,unpublisheddata).In theSanFrancisco
study,91% of respondentshad tried various
measuresto revivetheir peers,themostcom-
moninvolving painful stimuli (physicalstrik-
ing; ice on genitals;injectionof concentrated
saline), but only half reported summoning
emergencyhelpfor fearof reprisalfromauthor-
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itiesrespondingtotheemergencycall.Thisfear
is by no meansunfounded:anotherSanFran-
ciscostudyfoundatleastthreeinstanceswhere
the personswho soughtemergencyhelp for
their peer were arrested.1

Naloxoneisapureopiateantagonistthathas
beenusedroutinely for decadesin the emer-
gencytreatmentof opioidoverdose.Naloxone
hasno physiologicaleffect other thanopiate
blockade,andnoadversereactionssaveprecip-
itation of opiateabstinencesyndromein opi-
ate-dependent individuals. Intravenousnaloxone
waslong a componentof theÒcomacocktailÓ
empiricallygiventocomatosepatientsinERs.9
Althoughroutineadministrationof theÔcoma
cocktailÕis becomingobsolete,thesafetyand
efficacyof naloxonehasnevercomeintoques-
tion.Naloxonehasnoabusepotentialwhatso-
ever,no potentialfor overdose,10 andthege-
neric formulation is extremely inexpensive.

Prescriptionof antidotesfor peeradminis-
tration in emergencysituationshas become
routinemedicalpracticein certainsituations.
Diabeticpatientsareprescribedglucagonand
instructedto educatetheir family andfriends
regardingits usein reversinginsulin shock.11

Personshypersensitiveto insectstingsarepre-
scribedequipmentfor emergencyadministra-
tion of epinephrinein caseof anaphylaxis.12

Both of theseexamplesinvolve medications
thathavefargreaterpotentialfor adversereac-
tions than does naloxone.

Theideahasbeenadvancedthatnaloxone,a
pure opioid antagonistthat definitively re-
versesopiateoverdose,beprescribedto injec-
tiondrugusers,instructingtheseindividualsin
howtoutilize thistreatmentÔinthefield.Õ8,13,14

Therehasbeenheateddebateonthetopic,but
little informationand virtually no controlled
studies have been published.15

Thisreportdescribesaprogramthathasbeen
prescribinginjectablenaloxoneto heroinad-
dicts since 2001.

METHODS

TheChicagoRecoveryAlliance(CRA) has
doneoutreachin preventionof HIV infection
andotherdrug-relatedharmstoactiveinjection
drugusers(IDUs)since1991.CRAoperates16
van-basedsites,6storefront-basedsites,and10

areasof cellphoneandpageraccesseachweek,
sevendaysa week.Every weekCRAÕsout-
reachworkersdirectlycontactover340IDUs,
whothenreachanadditional 780people.CRAÕs
historyasawidespreadandtrustedharmreduc-
tionprogrammakeit aperfectvehiclefor inter-
vention in the epidemicof opiate overdose
deaths,and volunteerphysiciansbeganpre-
scribing and dispensingnaloxonefrom the
CRAoutreachvanin1998.In2000,theauthors
beganformulating a program to widen the
availabilityofnaloxonetoIDUsforusebytheir
familiesandpeersin reversingaccidentalopi-
ate overdose.

A curriculumwasdevelopedthat includesba-
sic opioid neurophysiology, pharmacodynamics
and pharmacokinetics of commonly used opi-
ates, pharmacology and pharmacokinetics of
naloxoneand other opiateantagonists, risk fac-
torsand prevention techniques for opiateover-
dose, signsandsymptomsfor theearly recogni-
tion of opiate overdose, prevention of choking
and aspiration in theunconsciouspatient, tech-
niquesof rescuebreathing,routesof administra-
tion and dosing guidelines for naloxone, and
protocolsfor follow-upcare. All CRA outreach
specialistsaretrained viathiscurriculum to en-
gage and inform participants regarding nalox-
oneand itsavailability through CRA.

A medicalhistoryis collectedonall partici-
pantstobeprescribednaloxone.Thelayopera-
tive provides standardizededucationabout
overdoseandnaloxone,anddocumentstheir
instructionsto theparticipant.Theparticipant
is dispenseda 10ml multi-dosevial of nalox-
one,0.4mg/ml,asupplyofsterilesyringeswith
long (1-1½!) intramuscularneedles,apocket-
sizedinstructioncardof instructionsfor over-
doserecognitionandtreatment,anddocumen-
tation that the participantÕspossessionof the
medicationis legalandmedicallysanctioned.
Theordertodispensenaloxoneissignedbythe
physician,who retainsthe medicalhistory in
the patientÕs record.

Files of the curriculumandthe forms can
be downloaded free of cost at www.
anypositivechange.org

RESULTS

Formal compilationof the dataregarding
IDUs whohavebeenprescribednaloxoneand
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thosewhohaveusedit inoverdosereversalisin
progress.However,we canoffer theinformal
reportsthatwehavefoundtobesufficientjusti-
ficationfor usto notonly continuebutaggres-
sively expand this program.

Todatewehavereceived319reportsof peer
overdosereversals.Thesereportsareusually
spontaneous,oftenpresentingasa rapidaside
while theparticipantis busyexchangingnee-
dles(e.g.,ÒOh,andcanI havemoreof thatover-
dosemedicine?I usedall mineupÓ).In these
spontaneoussituationswe elicit from thepar-
ticipantafull reportof theevent,andaddtheir
report to our tally.

Oneunsuccessfulrevivalhasbeenreported.
Inthiscase,thevictimwasknowntohavedrunk
at leastnine shotsof alcohol,taken8 mg of
alprazolam,andsmokedseveralrocksof co-
cainein additionto heroin.The total doseof
naloxonegiven,1.6mgin twodosesovera3-5
minuteperiod,failedto revivethevictim, who
expired.

In five instancesit wasreportedthatthevic-
tim did not responduntil asecondinjectionof
naloxonewasgiven,howeverin four of these
casesthe seconddosewasgiven within less
thantwo minutesof thefirst andmaynothave
beenclinically necessary.Therehavebeenno
reportsof victims requiringa seconddoseof
naloxonebecauseof returnof theoverdoseaf-
ternaloxonehasbeenmetabolized,althoughin
onecasethevictim (whowasaverylargeman
thathadbeenrevivedby averysmallwoman)
suggestedthathetakeaseconddoseprophylac-
tically, becauserescuebreathing had been
physicallyverydifficult for therescuer.In con-
trastto thesevereopiateabstinencesyndrome
(OAS)observedwith the2 mg of intravenous
naloxonecommonlyadministeredin medical
situations,wehavereceivedonlyonereportof
naloxoneprecipitatingOAS severeenoughto
inducevomiting.Onecaseof seizureswasre-
ported,but therewasalsoa history of alpra-
zolamuse(6-8 mg/day)in thatsituation.One
rescuerreportedusing five sequentialdoses
(0.4 mg each),eachhavinga partial reviving
effect, before full reversal was achieved.

Approximatelyone-thirdof thereversalsoc-
curredinpersonswhowerereinstitutingheroin
useafteraperiodof abstinence.In manycases
this period was as brief as threedays,com-

monly a hospitaldetoxificationprogramor a
weekend incarceration.

We alsopresentasresultsthereportsfrom
the Office of the Medical Examinerof Cook
County (Figure 1). A consistenttrend of in-
creasingheroinoverdosedeaths,from 198 in
1996to466in 2000,wasreversedin 2001,the
yearthatwe institutedthis program,with 374
deathsin2001,344in2002,and324in2003.

DISCUSSION

Wedescribehereourexperiencewith apro-
gramthat has,to date,prescribedmore than
3,500 multi-dosevials of naloxoneand re-
ceived 319 reports of peer reversals.

Therehasbeenmuchdiscussionbutlittle in-
formationaboutthepracticeof prescribingin-
jectablenaloxoneto IDUs for usein reversing
opiateoverdose.15 A surveyin SanFrancisco
revealedthat87%of IDUs werein favor of a
programthat would train themto administer
naloxone to their peers.8

I was just freakin’ out, thinking: ‘I wish I
knewhowtodo CPR’ . . . and I didn’t know
none of that and I was like, ‘Oh, why don’t
I know this?’*

In New York, 33.4%of providersrespond-
ingtoarandompostalsurveyreportedthatthey
would considerprescribingnaloxoneto pa-
tients at risk for opiate overdose.16

Inmostclinicalsituationsoutsidepediatrics,
medicationis prescribedfor thepatientto ad-
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ministertohimself.It isnotcustomaryfor apa-
tientto beprescribedmedicationto administer
toanother,ortohaveanotheradministertohim.
Thereare,however,precedentsforprescription
of medicationsintendedfor peeradministra-
tion.Inmostinstancesthemedicationisananti-
dotefor inadvertentoverdoseorpoisoning,the
two mostcommonsituationsbeingglucagon
for reversalof inadvertentinsulin overdose,
andepinephrinefor treatmentof anaphylaxis
following insect sting.11,12

In neitherof thesesituationsis it generally
requiredthatthelaypersonswho will actually
administerthe medicationbe involved in the
prescriptionprocess;customarilythepatientis
educatedand providedwith written instruc-
tionalmaterials,andhetheneducateshispeers.
In bothcasesthepatientmayalsowearamedi-
cal braceletwith brief instructionsfor emer-
gencysituations,with theimplicationthatato-
tally untrained lay bystander may safely
administer the antidote.

Wesuggestanexactlyanalogoussituationin
thecaseof naloxonefor inadvertentopiatepoi-
soning,with one important difference:both
glucagonandepinephrinearemedicationswith
significant risk of adverseevents.Naloxone,
however,hasvirtually no known adverseef-
fectsbeyondtheprecipitationof opiateabsti-
nencesyndrome in opiate-dependent individu-
als.

If you ever get in a meeting with some pro-
fessional-type people, tell ‘em that, you
know, people like us–no, we’re not pro-
fessionals, but if we have it at hand we can
save somebody’s life with this stuff
[naloxone] . . . it’s a lifesaver, there’s no
question.*

Oneconcernoftenvoicedis thatavailability
of naloxonewill encourageIDUs to usemore
heroinanddeterthemfrom seekingtreatment.
Thisconcerniscontradictedbyresultsofapilot
studyinSanFrancisco,whichfoundthatduring
thesix monthsfollowing trainingin naloxone
administration,participantshada statistically
significantdecrease in injectionfrequency,and
anon-significantincrease inparticipantsenter-
ing treatment (Seal KH, personal communica-
tion).

It doesn’t influenceme to do more; it actu-
ally influences me to do less . . . knowing
that if they go out I could help them.*

Ineveryreportthatwehavereceived,theres-
cuerandthevictim werespecificallyaskedif
availabilityof naloxonemadethemfeel com-
fortableusingheroinmoreoftenor in higher
doses,andin everycasethis wasspecifically
andemphaticallydenied.In all cases,theover-
dosereversalexperiencewasextremelyfright-
eningandaversive,particularlyfor therescuer.
Norescuersreportedanydifficulty in convinc-
ingthevictim toabstainfromopiatestoprevent
worseningtheoverdose.Insituationswherethe
rescuerwasasignificantotheror closefriend,
theexperiencewasoftenpowerfullybonding.

I’ve saved three people’s lives . . . each
time that I’ve helped someone out it’s
touched me somehow. I start crying be-
cause I think, that could’ve been me, you
know, if I was still on the heroin.*

Interestingly,manyparticipantsinvolvedin
anoverdosereversal,bothasvictim andasres-
cuer,reportthattheeducationaboutandavail-
ability of naloxonehasopenednewavenuesof
thoughtregardingsafetyandpersonalhealth.
Someparticipants,afterbeingdispensednal-
oxone,havereturnedto betestedfor HIV and
HCV, telling us that they are now feeling a
greatersenseof hopethattheymaylive toseea
long-termfuture.Asoneparticipanteloquently
put it, ÒPeoplewho overdosedusedto bepast
tenseÐIknew a guy who overdosed.Now we
cantalkaboutthemin thepresent:I know aguy
whooverdosedandheÕsok now.ÓOurfinding
of improvedpersonalhealthcareis only anec-
dotal at this point, but onefact is irrefutable:
Dead addicts never recover.

Life is precious. I hope to god I’m never
on it again, but if I do relapse I hope some-
one has it [naloxone] on them to save my
life. Life is definitely precious.*

Legal and Ethical Concerns

A physicianmayprescribemedicationonly
within theconfinesof aphysician/patientrela-
tionship.Establishmentofalegalphysician/pa-
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tient relationshipis accomplishedin our pro-
gram by meeting three requirements:(1)
formationof a clinical chartfor eachpartici-
pant;(2) documentationwithin the chartthat
theparticipanthasbeeninformedof therisks,
benefits,alternatives,and proper use of the
treatment;and(3) evidenceof thephysicianÕs
good faith.17

Medical liability is anotherconcernvoiced
bysomephysicians.Anxietycanbeminimized
by the extremely low risk/benefit ratio for
naloxone,aswell asbyrecognizingthelow po-
tentialfor litigationin thispatientpopulation.A
physicianwhoisprovidingserviceonavolun-
teerbasiswill alsobeprotectedbytheGoodSa-
maritanAct. In NewMexico,Jennisonandcol-
leaguestook advantageof a positivepolitical
climateto introduceandseeenactedinto law a
bill exemptingphysiciansfrom anyliability in
connectionwith theprescriptionof naloxone,
aswell asprotectingthelaypersonswhoactu-
ally administer the medication.18

We got no haloes on our heads but ... a lot
of these people are good people still. They
have a lot of good qualities. And if I see
‘em fall out, if I got it [naloxone] I’m
gonna hit ‘em with it. I think it’s a won-
der-drug.*

The medicationis dispensedas a 10 ml
multidosevial (0.4 mg/ml naloxone)insidea
cardboardbox to protectthemedicationfrom
exposureto light. In thefirst twoyearswepro-
vided eachparticipantwith a prescriptionto
documentthattheirpossessionof thismedica-
tionwasmedicallysanctioned.Therewasonly
one incident of prescriptionalteration,with
morethan2,500prescriptionswrittenover28
months.However,becausetherewasnoDEA
numberprintedon theprescription,thephar-
macistsoughtphysicianverification for pre-
scriptionof acontrolledsubstance,andthefal-
sificationwasquickly identified.Recently,we
havefoundit simplertouseapharmacy-typela-
belstickeronthemedicationboxtoverify that
the medication is legally prescribed.

We instructall participantsto seekor sum-
monemergencyassistance,particularlyif the
victim fails to respondto initial dosesof
naloxone,if the victim respondsacutely to
naloxonebut is known to havetakena very

long-actingopiatesuchasmethadone,or if the
victim is knownto havetakenotherdrugsbe-
sidestheopiate.All drugusersarefamiliarwith
reportsof legal repercussionswhen profes-
sionalhelp is summonedfor an opiate-over-
dosed peer.

I’m thinkin’, ‘Oh my god, I’m going to
jail. Oh, my god, my friend’s gonna die.’ I
don’t want him to die, but yet I’m looking
at . . . I got, like, 20 bags of dope in the car.
I don’t want to go to jail.*

Unfortunately,thesereportsarenotexagger-
ated,andit is not unknownfor a peerto face
chargesassevereasmanslaughterasaconse-
quenceof trying to assista dying friend.One
hugeadvantageof naloxoneis thatit defersthe
emergency:anoverdosevictim canberestored
to consciousnessand spontaneousbreathing
long enoughto betransportedto thehospital,
therebyavoidinginvitationof lawenforcement
personnelinto the using environment.Also,
severalstudieshave examinedcaseswhere
overdosevictims refusedfollow-up treatment
after administrationof naloxone,either by
paramedicsin thefield or in theED.19-22There
wasno evidenceof increasedmortality with
this practice,suggestingthat simple reversal
with naloxonemaybeall theacutetreatment
that most opiate overdose victims require.

I carry naloxonewithme . . . I wentand got
it and they’re, like, showering him with
water and I just, um, injected a cc into his
arm and he came out of it pretty quick.*

Participant Instruction

Severalsalientpointsareaddressedin thein-
structionof participantsprior toprescriptionof
naloxone.First, we discussoverdosepreven-
tion andrisk factors.Injectiontechniquesthat
allow titrationof theinjecteddoseratherthan
uncontrollablebolus administrationare de-
scribed.Risk factorsthatarestressedinclude
polydruguse,lackof tolerance(theoccasional
user)andrecentabstinence.Wehaveseenthata
periodof abstinenceasbriefas72hours(e.g.,a
3-dayhospitaldetoxificationor aweekendin-
carceration)canbeassociatedwith overdose;
other investigatorshavealso identified brief
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periodsof abstinenceasarisk factorfor over-
dose.15,16,23Repeatedadministrationof opioid
antagonistsmay also precipitatechangesin
opioid toleranceand increaserisk for subse-
quentoverdose;24,25thisphenomenonmustbe
exploredvisavistheprescriptionofnaltrexone
in detox programs.

Two days fresh out of jail... this guy dies.
So many days clean . . . that person dies.
So you watch ‘em . . .*

Anothersignificantrisk factorisuseof mul-
tipledrugs.Alcoholandbenzodiazepineshave
synergisticeffecton CNSdepression,but co-
caineandotherstimulantsalsoincreaseriskfor
opiateoverdose.Wehavefoundit importantto
instructparticipantsspecificallyaboutthis in-
teraction,asit is in contradictiontostreetfolk-
lore that cocaineuseprotectsagainstheroin
overdose.Westresstoparticipantsthatreversal
ofopiateoverdoseinmixedoverdosesituations
can only improve the clinical picture, so
naloxoneshouldbe administeredin any case
whereopiatesaresuspectedasacomponentof
the overdose.

It saved his life. It saved mine. I know it
was the naloxone . . . yeah, I’m proud of
what I did. You’re damn right I am.*

Early recognitionof opiateoverdoseis dis-
cussed.Mostopiateusersrealizethatanover-
dosehasoccurredwhencyanosisdevelops.We
urgeparticipantsto makethediagnosisearly,
basedonunresponsivenessto verbalandpain-
ful stimuli,ratherthantowait for cyanosis.We
stressthesafetyandspecificityofnaloxoneand
recommendthat it be usedwheneveropiate
overdose is suspected.

They do it their way and then there’s my
way [naloxone]. Too many people die in
the tub with the shower on ‘em. That don’t
work.*

MostIDUs haveatleastindirectexperience
with the severeopiateabstinencesyndrome
(OAS)thatcanbeprecipitatedbynaloxonead-
ministration. The PhysicianÕsDesk Refer-
ence10 recommendsa dose of 0.4-2 mg of
naloxone,administeredeitherintravenouslyor

intramuscularly.It is more commonfor the
higherdoseandtheintravenousroutetobeuti-
lizedbymedicalpersonnel.Thisdosecan(and
oftendoes)illicit verysevereOAS.Ourexperi-
ence(with 319reversalreportstodate)is thata
doseof0.4-0.8mgintramuscularlyissufficient
invirtuallyall cases,andthattheopiatereversal
symptomsaremildandabatewithin40-60min-
utesasthenaloxoneis metabolized.However,
it shouldbe notedthat heroinin the Chicago
areatendstobeapproximately25%pure,andin
areaswheretheavailableheroinis of greater
purity, a higher dose of naloxonemay be
necessary.

Thepharmacokineticsof naloxone,particu-
larly thebrevityof itshalf life in comparisonto
theopiateagonistsit is intendedto reverse,is
anotherpointthatisstressedin participantedu-
cation.We instructparticipantsthat the mild
OAS symptomsresultingfrom naloxonead-
ministrationwill wearoff within 40-60min-
utes,butsowill theantidoteeffectof naloxone.
We stressthat(1) thevictim mustbedeterred
fromusingmoreopiate,and(2)thevictimmust
beobservedforatleasttwohoursaftertheover-
dosereversal,andnaloxonere-administeredif
symptomsof overdoserecur.Norescuershave
reportedanydifficulty inconvincingthevictim
toabstainfromopiates,andwehavehadnore-
ports of instanceswhere a seconddose of
naloxonewasnecessaryto treatreturnof over-
dose.This is in accordancewith studiesprevi-
ouslyciteddocumentingtheefficacyofasingle
doseofnaloxonein thefieldbymedicalperson-
nel.19-22

I think it’s important that people should . . .
that this [naloxone] be made available to
most people. I mean, ‘cause it’s a life-
saver.*

Formulation of Medication

We researchedseveral formulations and
preparationsof naloxone.A single-dosepre-
loadedsyringeappearedat first glanceto be
desirable,but wasdiscardedbecauseof cost,
fragility of theapparatus,andfearthattheappa-
ratuswouldbedismantledfor usein heroinin-
jection(therebymakingthenaloxoneunavail-
able).Wealsoinvestigatedasingle-doseglass
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ampoule,but that was rejectedas being too
fragile and unwieldy to use.

Wesettled,via consensusof ourparticipant
consumeradvocategroups,onamulti-dosevial
of genericmedication(10 ml of 0.4 mg/ml).
This formulation is the most inexpensive
($2.54/vial,or approximately$0.25/dose),but
hasotherdistinctadvantagesaswell.Thevial is
smallandcanbeeasilycarriedin a pocket.It
doesnotbendorbreaklikeapre-loadedsyringe
orsingle-doseglassampoulecan.Mostimpor-
tantly, a significantnumberof thereportswe
havereceivedof overdosereversalsinvolve
morethanonepersonoverdosinginasinglesit-
uation.Thismakesintuitivesense,asgroupsof
peopletendtopurchaseheroinatthesametime
fromthesamesourcebeforeusingtogether.In
this situation,a single-useformulationwould
puttherescuerinanimpossibledilemma:either
giveallhisfriendsapartialdose,andgiveallbut
one of his friends an injection with a used
needle; or choose which friend to save.

So, like, FOUR of ‘em go down and we’re
just freaking out . . . but I just kept loading
up needles with the stuff [naloxone] and
my husband just went down the line and
gave ‘em all a shot, boom, boom, boom . . .
they all came around.*

Westresstheimportanceof introducingonly
sterileneedlesinto thesterilevial, andprovide
severalintramuscularneedles.We also urge
ourparticipantstoreturnanyusedvialstous,to
be replaced with a new, sterile, unused vial.

CONCLUSIONS

Wepresenthereourexperienceswith apro-
gramto helpeducateopiateusersin theuseof
naloxoneto reverseoverdose.Participantsare
educated,andnaloxoneprescribed,throughout
CRAÕsextensiveharmreductionoutreachnet-
work. To date,approximately3,50010-dose
vials of naloxonehavebeenprescribed.No
clinical, legal or liability repercussionshave
ensued.Todatewehavereceivedreportsof319
peerreversals,withonlyonereportofanunsuc-
cessfulreversalin a complicatedmulti-drug
overdosesituation.Onlytworeportsofadverse
eventshavebeenreceived:onecaseof severe

OASandonecaseof seizures(in aparticipant
withhigh-dosealprazolamuse).Therehasbeen
a reversalin theupwardtrendof opiateover-
dosedeathsreportedbytheCookCountyMedi-
cal ExaminerÕsoffice sinceinitiation of this
overdose prevention program.

I did SOMETHING, you know, that made
a difference. The whole world can’t see it
but I know it made a difference. And that’s
important . . . to me.*

NOTE

*All quoteswere collectedby SuzanneCarlberg-
Racich,MSPH, in her studyof participantsÕresponses
and attitudes to CRAÕs overdose prevention program.
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