Motice: This material may be
protected by copyright law,
(Title 17 1.5, Code)

Prescribing Naloxone to Actively Injecting Heroin Users:
A Program to Reduce Heroin Overdose Deaths

Sarz Maxwell, MD, FASAM
Dan Bigg, CRADC
Karen Stanczykiewicz, CADC
Suzanne Carlberg-Racich, MSPH

ABSTRACT. Heroinoverdosaleathshaveincreasedlarminglyin Chicagooverthepastdecade.
Naloxone,anopioid antagonistvith no abusepotential,hasbeenusedto reverseopiateoverdose
in emergencynedicalsettingsfor decadesWe describeherea programto educateopiateusersn
thepreventionof opiateoverdoseandits reversalwith intramusculanaloxone Participanteduca
tion and naloxoneprescriptionare accomplishedvithin a large comprehensivénarmreduction
programnetwork. Sinceinstitution of the programin January2001,morethan3,50010 ml (0.4
mg/ml) vials of naloxonehavebeenprescribedand 319 reportsof peerreversalgeceived.The
Medical Examinerof Cook County reporteda steadyincreasein heroin overdosedeathssince
1991, with afour-fold increasebetweenl996and2000.Thistrendreversedn 2001,with a20%
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oin wasa factorin more Chicagoareadeaths
than any other illicit drug.
In aSanFranciscostudy,89%o0f drugusers

INTRODUCTION

Fatalitieselatedoaccidentabverdosefil -

licit opiateshaverisenalarminglyin the past
decadein EuropeandAustraliasiaaswell asin
the United States-¢ This trendhasbeenvery
steepn ChicagoBetweer1988and1998 hos
pitalemergencyoom(ER)mentionfheroin/
morphineincreased400%, ranking Chicago
third in the US for ER mentionsof heroin? In
1996,the MedicalExaminerfor Cook County
documented 98deathselatedo heroinover
dose.By 2000 this numberhad increasedo
466,a425%increaseverfive years andher

reportedhavingwitnessedan overdose®, and
injection drug usersat a Chicagoneedleex-
changeprogramreportwitnessinganaverage
of 3 opiateoverdosesventspneof themfatal
(Bigg, unpublishediata).In theSanFrancisco
study, 91% of respondentsad tried various
measureso revivetheir peersthe mostcom
moninvolving painful stimuli (physicalstrik-
ing; ice on genitals;injection of concentrated
saline), but only half reported summoning
emergencyelpfor fearofreprisafromauthor
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itiesrespondingotheemergencyall. Thisfear
is by no meansunfoundedanotherSanFran
ciscostudyfoundatleastthreeinstancesvhere
the personswho soughtemergencyhelp for
their peer were arrestéd.

Naloxonds apureopiateantagonisthathas
beenusedroutinely for decadesn the emer
gencytreatmenbf opioidoverdoseNaloxone
hasno physiologicaleffect otherthan opiate
blockadeandnoadverseeactionsaveprecip
itation of opiateabstinencesyndromein opi-
ate-dependent individuals. Intravenousnaloxone
waslong acomponenbf the OcomaocktailO
empiricallygiventocomatos@atientsn ERs?
Althoughroutineadministratiorof the Ocoma
cocktailOis becomingobsoletethe safetyand
efficacyof naloxonenasnevercomeintoques-
tion. Naloxonehasno abusepotentialwhatso-
ever,no potentialfor overdosé? andthe ge-
neric formulation is extremely inexpensive.

Prescriptionof antidotesfor peeradminis
tration in emergencysituationshas become
routinemedicalpracticein certainsituations.
Diabeticpatientsareprescribedylucagonand
instructedto educatetheir family andfriends
regardingits usein reversinginsulin shock!1
Personsiypersensitivéo insectstingsarepre-
scribedequipmentor emergencyadministra
tion of epinephrinein caseof anaphylaxig?
Both of theseexamplesinvolve medications
thathavefar greatepotentiafor adverseeac-
tions than does naloxone.

Theideahasbeeradvancedhatnaloxonea
pure opioid antagonistthat definitively re-
versepiateoverdosebeprescribedo injec-
tiondrugusersinstructingthesendividualsin
howto utilize thistreatmenirthefield.®13.14
Therehasbeenheatedlebateon thetopic, but
little information and virtually no controlled
studies have been published.

Thisreportdescribeaprogranthathasbeen
prescribinginjectablenaloxoneto heroinad
dicts since 2001.

METHODS

TheChicagoRecoveryAlliance (CRA) has
doneoutreachn preventionof HIV infection
andotherdrug-relatedharmgoactiveinjection
drugusergIDUs)sincel991 CRAoperate46
van-basedites g storefront-basesitesand10
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area®f cellphoneandpagelaccessachweek,
sevendaysa week. Every week CRAOsut-
reachworkersdirectly contactover340IDUs,
whothenreachanadditional 780 people. CRAG
historyasawidesprea@dndtrustecharmreduc
tion programmakeit aperfectvehiclefor inter-
vention in the epidemicof opiate overdose
deaths,and volunteerphysiciansbeganpre-
scribing and dispensingnaloxonefrom the
CRAoutreaclvanin 1998.n 2000 theauthors
beganformulating a programto widen the
availabilityof naloxongoIDUsfor usebytheir
familiesandpeersan reversingaccidentabpi-
ate overdose.

A curriculumwasdevel opedthat includesba
sic opioid neurophysiology, pharmacodynamics
and pharmacokinetics of commonly used opi-
ates, pharmacology and pharmacokinetics of
naloxone and other opiate antagonists, risk fac-
tors and prevention techniques for opiate over-
dose, signsand symptomsfor the early recogni-
tion of opiate overdose, prevention of choking
and aspiration in the unconscious patient, tech-
niquesof rescuebreathing, routesof administra-
tion and dosing guidelines for naloxone, and
protocolsfor follow-up care. All CRA outreach
specidistsaretrained viathis curriculum to en-
gage and inform participants regarding nalox-
one and its availability through CRA.

A medicalhistoryis collectedonall partick
pantgobeprescribeshaloxoneThelayopera-
tive provides standardizededucationabout
overdoseand naloxone,and documentgheir
instructionsto the participant.The participant
is dispensedh 10ml multi-dosevial of nalox-
one 0.4mg/ml,asupplyof sterilesyringeswith
long (1-1%2") intramusculaneedlesa pocket-
sizedinstructioncardof instructionsfor over
doserecognitionandtreatmentanddocumen
tation that the participanOgossessionf the
medicationis legalandmedicallysanctioned.
Theordertodispens@aloxondssignedoythe
physician,who retainsthe medicalhistory in
the patien®Ds record.

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

RESULTS

Formal compilation of the dataregarding
IDUs who havebeenprescribedhaloxoneand
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thosevhohaveusedtin overdoseeversaisin
progressHowever,we canoffer theinformal
reportghatwehavefoundto besufficientjusti-
ficationfor usto notonly continuebutaggres
sively expand this program.

TodatewehavereceivedB19reportof peer
overdoseeversalsThesereportsare usually
spontaneousftenpresentingasarapidaside
while the participantis busyexchangingiee
dles(e.g. OOhandcanl havemoreofthatover
dosemedicine? usedall mineupO)In these
spontaneousituationswe elicit from the par
ticipantafull reportof theevent,andaddtheir
report to our tally.

Oneunsuccessfukvivalhasbeerreported.
Inthiscasethevictimwasknowntohavedrunk
at leastnine shotsof alcohol,taken8 mg of
alprazolamandsmokedseveralrocks of co-
cainein additionto heroin. The total doseof
naloxonggiven,1.6mgin twodose®vera3-5
minuteperiod failedto revivethevictim, who
expired.

Infive instance# wasreportedhatthevic-
tim did notresponduntil asecondnjectionof
naloxonewasgiven,howeverin four of these
caseghe seconddosewas given within less
thantwo minutesof thefirst andmaynothave
beenclinically necessaryTherehavebeenno
reportsof victims requiringa seconddoseof
naloxonebecaus®f returnof theoverdosef-
ternaloxoneéhasbeemmetabolizedalthoughn
onecasehevictim (whowasaverylargeman
thathadbeernrevivedby avery smallwoman)
suggestethathetakeasecondlosegrophylac-
tically, becauserescuebreathinghad been
physicallyverydifficult for therescuerln con
trastto thesevereopiateabstinencesyndrome
(OAS) observedvith the2 mg of intravenous
naloxonecommonlyadministeredn medical
situationswe havereceivednly onereportof
naloxoneprecipitatingOAS severesnoughto
inducevomiting. Onecaseof seizuresvasre-
ported,but therewas alsoa 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-thirdofthereversal®c
curredn personsvhowerereinstitutingheroin
useafteraperiodof abstinenceln manycases
this period was as brief asthreedays,com
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monly a hospitaldetoxificationprogramor a
weekend incarceration.

We alsopreseniasresultsthe reportsfrom
the Office of the Medical Examinerof Cook
County (Figure 1). A consistentrend of in-
creasingheroinoverdosedeathsfrom 198in
1996to 466in 2000,wasreversedn 2001 the
yearthatwe institutedthis programwith 374
death$n2001,344in 2002,and324in 2003.

DISCUSSION

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

Therehasbeermuchdiscussiorbutlittle in-
formationaboutthe practiceof prescribingn-
jectablenaloxoneto IDUs for usein reversing
opiateoverdosé> A surveyin SanFrancisco
revealedhat87% of IDUs werein favor of a
programthat would train themto administer
naloxone to their peefs.

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

In New York, 33.4%of providersrespond-
ingtoarandonpostakurveyreportedhatthey
would considerprescribingnaloxoneto pa-
tients at risk for opiate overdo¥e.

In mostclinical situationutsidepediatrics,
medicationis prescribedor the patientto ad-

FIGURE 1. Opiate Overdose Deaths in Cook County

Office of the Cook County Medical Examiner
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ministerto himself.It isnotcustomaryor apa-
tientto beprescribednedicatiorto administer
toanotherprtohaveanotheadministetohim.
Thereare howeverprecedentfor prescription
of medicationsntendedfor peeradministra
tion.In mostinstancethemedicationsanantk
dotefor inadvertenbverdoser poisoningthe
two mostcommonsituationsbeingglucagon
for reversalof inadvertentinsulin overdose,
andepinephrinefor treatmentof anaphylaxis
following insect sting1.12

In neitherof thesesituationss it generally
requiredthatthelaypersonsvho will actually
administerthe medicationbe involved in the
prescriptiorprocessgustomarilythepatientis
educatedand provided with written instruc
tionalmaterialsandhetheneducatekispeers.
In bothcaseshepatientmayalsowearamedi-
cal braceletwith brief instructionsfor emer-
gencysituationswith theimplicationthatato-
tally untrained lay bystander may safely
administer the antidote.

Wesuggesanexactlyanalogousituationn
thecaseof naloxondor inadvertenbpiatepoi-
soning, with one important difference:both
glucagorandepinephrin@remedicationsvith
significantrisk of adverseevents.Naloxone,
however,hasvirtually no known adverseef-
fectsbeyondthe precipitationof opiateabsti-
nence syndrome in opiate-dependent individu-
as.

Ifyou ever getin ameeting 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.*

Oneconcerroftenvoicedis thatavailability
of naloxonewill encouragéDUs to usemore
heroinanddeterthemfrom seekingreatment.
Thisconcerniscontradictedyresultfapilot
studyin SanFranciscowhichfoundthatduring
the six monthsfollowing trainingin naloxone
administrationparticipantshada statistically
significantdecreaseininjectionfrequencyand
anon-significanincrease in participantenter
ing treatment (Seal KH, personal communica-
tion).
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Itdoesn’tinfluence me to do more; it actu-
ally influences me to do less . . . knowing
that if they go out I could help them.*

Ineveryreportthatwehavereceivedtheres
cuerandthevictim werespecificallyaskedif
availability of naloxonemadethemfeel com
fortable usingheroinmoreoften or in higher
dosesandin everycasethis wasspecifically
andemphaticallydeniedln all casestheover
dosereversakxperiencevasextremelyfright-
eningandaversiveparticularlyfor therescuer.
Norescuerseportedanydifficulty in convine
ingthevictimtoabstairfromopiatedo prevent
worseningheoverdoseln situationsvherethe
rescuemwasasignificantotheror closefriend,
theexperiencevasoftenpowerfullybonding.

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 manyparticipantsnvolvedin
anoverdoseeversalpothasvictim andasres-
cuer,reportthattheeducatioraboutandavaik
ability of naloxonenasopenechewavenuesf
thoughtregardingsafetyandpersonahealth.
Someparticipantsafter beingdispensedal-
oxone,havereturnedo betestedor HIV and
HCV, telling us that they are now feeling a
greatesens®f hopethattheymaylive to seea
long-ternfuture Asoneparticipaneloquently
putit, OPeoplevho overdosedisedto be past
tensebknew a guy who overdosedNow we
cantalkabouthemin thepresentl know aguy
who overdose@&ndheOsk now.QDurfinding
of improvedpersonahealthcareis only anee
dotal at this point, but onefact s irrefutable:
Dead addicts never recover.

Life is precious. I hope to god I'm never
onitagain, butifldo relapse I hope some-
one has it [naloxone ] on them to save my
life. Life is definitely precious.*

Legal and Ethical Concerns
A physicianmayprescribemedicatioronly

within theconfinesof aphysician/patientela
tionship Establishmeruafalegalphysician/pa
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tient relationshipis accomplishedn our pro-
gram by meeting three requirements:(1)
formationof a clinical chartfor eachpartick
pant; (2) documentatiowithin the chartthat
theparticipanthasbeeninformedof therisks,
benefits,alternatives,and proper use of the
treatmentand(3) evidenceof thephysicianOs
good faithl?

Medicalliability is anotherconcernvoiced
by somephysiciansAnxiety canbeminimized
by the extremelylow risk/benefit ratio for
naloxoneaswell asbyrecognizinghelow po-
tentialfor litigationin thispatienpopulationA
physiciarwhois providingserviceonavolun-
teerbasiswill alsobeprotectedytheGoodSa
maritanAct. In NewMexico,Jennisommandcol-
leaguegook advantagef a positive political
climateto introduceandseeenactednto law a
bill exemptingohysiciandrom anyliability in
connectiorwith the prescriptionof naloxone,
aswell asprotectingthelaypersonsvho actu-
ally administer the medicatid.

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
cardboardox to protectthe medicationfrom
exposureo light. In thefirst two yearswe pro-
vided eachparticipantwith a prescriptionto
documenthattheirpossessionf thismedica
tionwasmedicallysanctionedTherewasonly
one incident of prescriptionalteration,with
morethan2,500prescriptionsvritten over28
months However becauséherewasno DEA
numberprintedon the prescriptionthe phar
macistsoughtphysicianverification for pre-
scriptionof acontrolledsubstancegndthefal-
sificationwasquickly identified.Recentlywe
havefoundit simplertouseapharmacy-typ&a-
belstickeronthemedicatiorboxto verify that
the medication is legally prescribed.

We instructall participantgo seekor sum
mon emergencyassistanceparticularlyif the
victim fails to respondto initial dosesof
naloxone,if the victim respondsacutely to
naloxonebut is known to havetakena very
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long-actingopiatesuchasmethadonepr if the
victim is knownto havetakenotherdrugsbe-
sidegheopiate All drugusersarefamiliarwith
reportsof legal repercussionsvhen profes
sionalhelp is summonedor an opiate-over
dosed peer.

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

Unfortunatelytheseeportsarenotexagger
ated,andit is not unknownfor a peerto face
chargesssevereasmanslaughteasaconse
guenceof trying to assista dying friend. One
hugeadvantagef naloxondsthatit deferghe
emergencyanoverdoseictim canberestored
to consciousnesand spontaneou$reathing
long enoughto betransportedo the hospital,
therebyavoidinginvitationof lawenforcement
personnelinto the using environment.Also,
severalstudieshave examinedcaseswhere
overdosevictims refusedfollow-up treatment
after administrationof naloxone, either by
paramedic# thefield orin theED.19-22There
was no evidenceof increasedmortality with
this practice,suggestinghat simple reversal
with naloxonemay be all the acutetreatment
that most opiate overdose victims require.

I carrynaloxonewithme...Iwentand 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

Severakalienipointsareaddressenh thein-
structionof participantgpriorto prescriptiorof
naloxone First, we discussoverdosepreven
tion andrisk factors.Injectiontechniqueshat
allow titration of theinjecteddoseratherthan
uncontrollablebolus administrationare de-
scribed.Risk factorsthatare stressednclude
polydruguse lackof tolerancgtheoccasional
user@andrecentibstinencelVehaveseerthata
periodof abstinencasbriefas72hours(e.g.,a
3-dayhospitaldetoxificationor aweekendn-
carcerationtanbe associateavith overdose;
otherinvestigatorshave also identified brief
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periodsof abstinencasarisk factorfor over

dosel516.23Repeate@dministratiorof opioid

antagonistamay also precipitatechangesin

opioid toleranceandincreaserisk for subse

guentoverdoseX425this phenomenomustbe

exploredvisavistheprescriptiorof naltrexone
in detox programs.

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

Anothersignificantrisk factoris useof mul-
tiple drugs Alcoholandbenzodiazepindsave
synergisticeffecton CNS depressionbut co-
caineandotherstimulantsalsoincreaseiskfor
opiateoverdoseWehavefoundit importanto
instructparticipantsspecificallyaboutthisin-
teractionasit isin contradictiorto streeffolk-
lore that cocaineuse protectsagainstheroin
overdoseWestressoparticipantshatreversal
of opiateoverdosén mixedoverdoseituations
can only improve the clinical picture, so
naloxoneshouldbe administeredn any case
whereopiatesaresuspectedsacomponenof
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 opiateoverdosas dis-
cussedMostopiateusergealizethatanover-
dosehasoccurredvhencyanosisievelopsWe
urgeparticipantso makethe diagnosisearly,
basednunresponsiveness verbalandpairn
ful stimuli, ratherthanto wait for cyanosisWe
stresshesafetyandspecificityof naloxoneand
recommendbhat 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 severeopiate abstinencesyndrome
(OAS)thatcanbeprecipitatedy naloxonead
ministration. The PhysicianOPesk Refer
encé® recommendsa dose of 0.4-2 mg of
naloxoneadministere@itherintravenoushor

JOURNAL OF ADDICTIVE DISEASES

intramuscularly.lt is more commonfor the
higherdoseandtheintravenousouteto beuti-
lizedby medicalpersonnelThisdosecan(and
oftendoesjllicit veryseveréDAS.Ourexpert
encgwith 319reversateportgo date)isthata
doseonf 0.4-0.8mgintramuscularlys sufficient
invirtually all casesandthattheopiatereversal
symptomsremild andabatevithin 40-60min-
utesasthenaloxonds metabolizedHowever,
it shouldbe notedthat heroinin the Chicago
aredendgobeapproximatel25%pure andin
areaswherethe availableheroinis of greater
purity, a higher dose of naloxone may be
necessary.

Thepharmacokineticef naloxoneparticu
larly thebrevityof its halflife in comparisorto
the opiateagonistgt is intendedo reversejs
anothepointthatis stresseth participanedu
cation.We instruct participantsthat the mild
OAS symptomsresultingfrom naloxonead-
ministrationwill wear off within 40-60 min-
utesputsowill theantidoteeffectof naloxone.
We stresghat(1) the victim mustbedeterred
fromusingmoreopiate and(2) thevictim must
beobservedor atleastwohoursaftertheover-
dosereversalandnaloxonere-administered
symptom®f overdoseecur.Norescuerfiave
reportedanydifficulty in convincinghevictim
to abstairfrom opiatesandwe havehadnore-
ports of instanceswhere a seconddose of
naloxonewvasnecessarfo treatreturnof over-
doseThisis in accordancavith studiegrevi
ouslyciteddocumentingheefficacyofasingle

doseofnaloxonen thefield bymedicaperson
nel19-22

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
preparationf naloxone.A single-dosepre-
loadedsyringeappearedt first glanceto be
desirable pbut wasdiscardedbecausef cost,
fragility of theapparatusndfearthattheappa
ratuswould bedismantledor usein heroinin-
jection(therebymakingthe naloxoneunavait
able).Wealsoinvestigatedsingle-dosglass
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ampoule,but that was rejectedas being too
fragile and unwieldy to use.

We ssettled via consensusf our participant
consumeadvocatgroupspnamulti-dosevial
of genericmedication(10 ml of 0.4 mg/ml).
This formulation is the most inexpensive
($2.54/vial,or approximately$0.25/dose}put
hasotherdistinctadvantageaswell. Thevialis
smallandcanbe easilycarriedin a pocket.It
doesnotbendorbreaklike apre-loadedyringe
orsingle-dosglassampoulecan.Mostimpor-
tantly, a significantnumberof the reportswe
havereceivedof overdosereversalsinvolve
morethanonepersoroverdosingn asinglesit-
uation.Thismakesntuitive senseasgroupsof
peopleendto purchasdéeroinatthesameime
fromthesamesourcebeforeusingtogetherin
this situation,a single-usdormulationwould
puttherescuem animpossiblalilemmazeither
giveall hisfriendsapartialdoseandgiveall but
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 ‘emall a shot, boom, boom, boom. . .
they all came around.*

Westressheimportancefintroducingonly
sterileneedlesnto thesterilevial, andprovide
severalintramusculameedlesWe also urge
ourparticipantgsoreturnanyusedvialstous,to

be replaced with a new, sterile, unused vial.

CONCLUSIONS

We presenhereourexperiencewith apro-
gramto helpeducatepiateusersn theuseof
naloxoneto reverseoverdoseParticipantare
educatedandnaloxoneprescribedthroughout
CRAOextensivéharmreductionoutreachet
work. To date,approximately3,50010-dose
vials of naloxonehave beenprescribed.No
clinical, legal or liability repercussionfiave
ensuedlodatewehavereceivedeportf319
peereversalsyith onlyonereportof anunsue
cessfulreversalin a complicatedmulti-drug
overdoseituation Onlytworeportofadverse
eventshavebeenreceivedonecaseof severe

95

OAS andonecaseof seizuregin aparticipant
with high-doselprazolanuse) Therehasheen
areversaln the upwardtrendof opiateover

dosaleathseportedytheCookCountyMedi-

cal Examine©office sinceinitiation of this
overdose prevention program.

1did 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 study of participants@sponses
and attitudes to CR®@s overdose prevention program.
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