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Harm Reduction: Needle Exchange in Santa Cruz, CA, circa mid-1990s
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Harm Reduction: Needle Exchange in Santa Cruz, CA, circa mid-1990s
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Learning Objectives

« Discuss very briefly the current epidemiology of overdoses

« Discuss briefly the evidence for medication for opioid use
disorder (MOUD)

 Discuss the evidence for naloxone

« Discuss the evidence for fentanyl test strips (FTS) and drug
checking

« Discuss the evidence for syringe services programs (SSPs)
« Discuss the evidence for overdose prevention centers (OPCs)
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Evidence-Based Strategies for Preventing Opioid Overdose

Y

Evidence-Based Strategies

for Preventing Opioid Overdose
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https://www.cdc.gov/drugoverdose/pdf/pubs/2018-evidence-based-strategies.pdf and https://www.cdc.gov/drugoverdose/featured-topics/evidence-hased-strategies.html éATE
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Targeted Naloxone Distribution
Medications for opioid use disorder
(MOUD)

Academic Detailing

Eliminating Prior-Authorization
Requirements for MOUD

Screening for Fentanyl in Routine
Clinical Toxicology Testing

No o hw DE

911 Good Samaritan Laws
Naloxone Distribution in Treatment

Centers and Criminal Justice

Settings

MOUD in Criminal Justice Settings

and Upon Release

Initiating Buprenorphine-based

MOUD in Emergency Departments

10. Syringe Services Programs
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Recognizing an Opioid Overdose

A person experiencing an opioid overdose may exhbit the following signs or symptorms
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Overdose Deaths In the US

U.S. drug overdose deaths per year . 0verdose Deaths Increased Agaln ln
A e 2019 (and 2020%)
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CDC Provisional Drug Overdose Death Counts 2021

Overdose by Substance Through December Total Estimated Overdose Deaths
2021 Through December 2021

e Annual drug overdose deaths have reached another
o 2 i risond M f g ey g s i s ' record high in the United States, as deaths from fentanyl
and its analogues surge to unprecedented levels.

An estimated 107,622 people died of a drug overdose in
the 12-month period ending December 2021, according
to provisional data published 5/11/2022 by the US
Centers for Disease Control and Prevention's National
Center for Health Statistics.

An overall 15% increase in deaths compared with 2020.
About two-thirds of those deaths involved synthetic
opioids such as fentanyl and its analogues. There were
significant deaths due to methamphetamine use as well.
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Overdose Deaths in the US by Drug Class

Number of
overdoses
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Overdose Deaths in the US by Race/Ethnicity

Rate per 100,000 % Change 2014-2020
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Opioid Overdose Deaths in the US among Native

Americans and Alaskan Natives
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Figure 1 Trends in opioid death rates among US non-Hispanic American Indian/Alaska Native 12 and older by opioid-only (no
other substances), opioid/polysubstance (opioids and at least one other substance) and all opioid-related cases (sum of opioid-
only and opioid/polysubstance). Opioid-only (underlying: X40-44, X60-64, X85, Y10-Y14; multiple: T40.0, T40.1, T40.2, T40.3,
T40.4, T40.6); opioid/polysubstance (underlying: R78.0, X40-45, X60-65, X85, Y10-Y15; multiple: T40.0, T40.1, T40.2, T40.3,
T40.4, T40.6 and T40.5, T42.4, T43.6, T51.0, T51.1, T51.9); all-opioid related: sum of ‘opioid-only’ and ‘opioid/polysubstance’.
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. MEDICATIONS FOR

Evi d ence OPIOID USE DISORDER:

Reduce spread of nfectious discase
Reduce overdose

Reduce mortaliy

Reduce recidivism

Increase likelihood of successful treatment

for

MOUD
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Goals for MOUD and MOUD Options

Goals for MOUD

Decrease risk for fatal and nonfatal
overdoses

Eliminate opioid withdrawal syndrome
(OWS)

Decrease opioid cravings

Increase patient functionality

Normalize brain anatomy and
physiology

Decrease transmission/acquisition of
viral infections (Hepatitis B Virus,
Hepatitis C Virus, HIV) and infection
complications (abscesses, cellulitis,
endocarditis)

3 FDA Approved Medication Options

Methadone: opioid full agonist; must be
dispensed from an OTP; associated with
decreased mortality

Buprenorphine: opioid partial agonist;
Schedule lll drug; requires DEA “X”
waiver to prescribe; associated with
decreased mortality

Naltrexone: opioid antagonist; not a
controlled substance; not associated with

decreased mortality
f NEW
YORK
STATE

Office of Addiction
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Evidence for the Use of MOUD: Inpatient Detox Outcomes Without the Use of MOUD

INPATIENT OPIOID DETOXIFICATION OUTCOMES 31
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Figure 4. Seclf-report and urinalysis results for heroin (left) and cocaine (right). Data
were collected at intake and 1. 3, and 6 months after brief inpatient opioid detoxification.
Figure 2. Abstinence from heroin. Percent of patients who remained abstinent from her- P A i NOIRD Enupe i abmend (Cngmpccin =1 days OF
X N L. i . R L. formal drug treatment) and no treatment (engaged in <7 days of formal treatment) after
oin (based on self-report) after a brief inpatient detoxification for opioid dependence. Data detoxification. Means for days of sclf-reported use were adjusted for missing data using
were collected 1 month postdetoxification. This variable was assessed during the latter SHE L .C°°‘““°ff"rf'°*’9“ B R N
. ) o e or time effects. R var showed sig group and significant
half of the study with only a subset of the sample (n = 66 out of 116). time effects, as did mean days of alcohol use and days detained or incarcerated (data not
shown).
0, 1 1 . . .
26% resumed heroin use on the day of discharge Chutuape, et al, AJDAA, 2001 NEW | Office of Addiction
o . . . :
61% resumed heroin use during the week after discharge $TATE | Services and Supports

17% remained abstinent from heroin (by self-report) 30 days after discharge
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Evidence for the Use of MOUD

Retention in freatment

e

]
Buprenorphine Maintenance
75% retained in treatment

75% abstinent by toxicology
Detoxification
0% retained in treatment
20% died p=00001
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Time from randomisation (days)

Methods: 40 individuals aged older than 20 years, who
met DSM-1V criteria for opiate dependence for at least 1
year but did not fulfil Swedish legal criteria for
methadone maintenance treatment were randomly
allocated either to daily buprenorphine (fixed dose 16
mg sublingually for 12 months; supervised daily
administration for a least 6 months, possible take-home
doses thereafter) or a tapered 6-day regimen of
buprenorphine, thereafter, followed by placebo. All
patients participated in cognitive-behavioral group
therapy to prevent return to use, received weekly
individual counselling sessions, and submitted 3x
weekly supervised urine samples for analysis to detect
illicit drug use. Our primary endpoint was 1-year
retention in treatment and analysis was by intention
to treat.

Findings: 1-year retention in treatment was 75% and
0% in the buprenorphine and placebo groups,
respectively (p=0-0001; risk ratio 58-7 [95% CI 7-4—
467-4]). Urine screens were about 75% negative for
illicit opiates, central stimulants, cannabinoids, and
benzodiazepines in the patients remaining in
treatment.

new | Office of Addiction
$TATE | Services and Supports




May 19, 2022

Evidence for the Use of MOUD

300

g

100 A

Overdose Deaths, No.

s Heroin overdoses = = = = Buprenorphine patients = = Methadone patients

FIGURE 1—Heroin overdose deaths and opioid agonist treatment: Baltimore, MD,

1995-2009.

Source: Schwartz et al AJPH 2013

In Baltimore, researchers
found:

A statistically significant
inverse relationship
between heroin OD deaths
and patients treated with
buprenorphine (P =.002)

(Adjusting for heroin purity and # of
methadone patients)
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Evidence for the Use of MOUD

MAIN OUTCOMES AND MEASURES—lllicit opioid use via
results of urinalysis and patient report, treatment retention, and
Figure 2. Treatment Retention and Mean Buprenorphine Dosage for Patients With Prescription reinitiation of buprenorphine therapy (taper group only).

Opioid Dependence . RESULTS—During the trial, the mean percentage of urine
samples negative for opioids was lower for patients in the
taper group (35.2% [95% ClI, 26.2%-44.2%]) compared with
those in the maintenance group (53.2% [95% ClI,

Mty ol 44.3%-62.0%)). Patients in the taper group reported more

days per week of illicit opioid use than those in the

maintenance group once they were no longer receiving

buprenorphine (mean use, 1.27 [95% CI, 0.60-1.94] vs 0.47

[95% CI,0.19-0.74] days). Patients in the taper group had

fewer maximum consecutive weeks of opioid abstinence

compared with those in the maintenance group (mean

abstinence, 2.70 [95% CI, 1.72-3.75] vs 5.20 [95% CI, 4.16—

6.20] weeks). Patients in the taper group were less likely to

complete the trial (6 of 57 [11%] vs 37 of 56 [66%]; P < .001).

O TR P h ' Sixteen patients in the taper group reinitiated buprenorphine

78 91011 0R B M )
TimeinSudy, vk treatment after the taper owing to return to use.

Mean buprenorphine dosage, mg/d . CONCLUSIONS AND RELEVANCE—Tapering is less
Maintenance condition 149 15.1 152 15.3 153 16.0 159 162 162 166 16.8 162 16.1 158 146 efficacious than ongoing maintenance treatment in
buprenorphine therapy in primary care.
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Evidence for the Use of MOUD

Aims:
To compare the change in illicit opioid users’ risk of fatal drug-related poisoning (DRP) associated with opioid agonist pharmacotherapy

(OAP) and psychological support, and investigate the modifying effect of patient characteristics, criminal justice system (CJS) referral and
treatment completion.

Design:

National data linkage cohort study of the English National Drug Treatment Monitoring System and the Office for National Statistics
national mortality database. Data were analysed using survival methods.

Setting:

All services in England that provide publicly funded, structured treatment for illicit opioid users.

Participants:

Adults treated for opioid dependence during April 2005 to March 2009: 151 983 individuals; 69% male; median age 32.6 with 442 950
person-years of observation.

Measurements:

The outcome was fatal DRP occurring during periods in or out of treatment, with adjustment for age, gender, substances used, injecting
status and CJS referral.

Findings:

There were 1499 DRP deaths [3.4 per 1000 person-years, 95% confidence interval (Cl) = 3.2—-3.6]. DRP risk increased while patients
were not enrolled in any treatment [adjusted hazard ratio (aHR) =1.73, 95% CI=1.55-1.92]. Risk when enrolled only in a
psychological intervention was double that during OAP (aHR =2.07, 95% CI=1.75-2.46). The increased risk when out of
treatment was greater for men (aHR = 1.88, 95% CI = 1.67-2.12), illicit drug injectors (aHR =2.27, 95% CI = 1.97-2.62) and those
reporting problematic alcohol use (aHR =2.37, 95% CI = 1.90-2.98).

Conclusions:

Patients who received only psychological support for opioid dependence in England appear to be at greater risk of fatal opioid
poisoning than those who received opioid agonist pharmacotherapy.

new | Office of Addiction
Source: Pierce, M, et al, Addiction, 2016 STATE | Sarvices and Supports
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Evidence for the Use of MOUD: Opioid Agonist Treatment is Associated with a
Reduction in Mortality by ~50%

. Results: In the 12 months after a nonfatal overdose, 2040
persons (11%) enrolled in MMT for a median of 5 months
6 A (interquartile range, 2 to 9 months), 3022 persons (17%)
received buprenorphine for a median of 4 months (interquartile
range, 2 to 8 months), and 1099 persons (6%) received
naltrexone for a median of 1 month (interquartile range, 1 to 2
months). Among the entire cohort, all-cause mortality was 4.7
deaths (95% ClI, 4.4 to 5.0 deaths) per 100 person-years and
opioid-related mortality was 2.1 deaths (CI, 1.9 to 2.4 deaths)
per 100 person-years._ Compared with no MOUD, MMT was
associated with decreased all-cause mortality (adjusted
hazard ratio [AHR], 0.47 [CI, 0.32 to 0.71]) and opioid-
related mortality (AHR, 0.41 [CI, 0.24 to 0.70]).
Buprenorphine was associated with decreased all-cause
mortality (AHR, 0.63 [CI, 0.46 to 0.87]) and opioid-related
mortality (AHR, 0.62 [CI, 0.41 to 0.92]). No associations
between naltrexone and all-cause mortality (AHR, 1.44 [ClI,
0.84 to 2.46]) or opioid-related mortality (AHR, 1.42 [CI,
0 2 4 6 8 10 12 0.73 to 2.79]) were identified.

Month From Index Nonfatal Overdose . Conclusion: A minority of opioid overdose survivors received
MOUD. Buprenorphine and methadone were associated

~A=-MMT --®- Buprenorphine -#:-Naltrexone —— No MOUD with reduced all-cause and opioid-related mortality.
Naltrexone was not associated with decreased mortality.

>

All-Cause Mortality, %
Ll

Cumulative Incidence of

New | Office of Addiction

MMT=Methadone maintenance treatment; MOUD=Medication for opioid use disorder $TATE | Services and Supports
Source: Larochelle MR, et. al., Annals Int Med. 2018.
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Evidence for the Use of MOUD

Comparative Effectiveness of Different Treatment @
Pathways for Opioid Use Disorder
How effective are different OutpatientCounseling g Buprenorphineor
treatment pathways for ® 59%of patients [ Methadone
() 0.9 (0.7-1.3)" 3 mo Overdose ; 13% of patients
oploid use disorder (OUD)? égl 08 (0408) 3moAculs Cae w 45 (0‘.’1_’(’);;8‘,“ o
. ."' & 0.7 (0.5-99) Acute Care
L9 s ' Intensive Behavioral Health
\-A P& S/ 48%of patients Naltrexone
LK ST 08(0543) Overdose , 24%of patients
. b " 08(054.3) Acute Care s 06(0.32) Overdose
ﬂ 12(07-19) Acute Care

: Inpatient Detoxification or
40 835 US adubs in the first I months after H i i
Gagnosis of g usediorde, fromthe ?;;ld@fn“lﬁl S;NIC“ *Adjusted HR, vs No OUD treatment (35% CI)
Sf;“”{“"‘: s fc'jl:r’ s, o Of patien "Acute Care: Opioid related Emergency Department
aviora heath. and pharmacy clams for 0.8 (0.6_1'2) 0v,rd°so of |npa“°"( S[ay

commercal and Medicare Advantage enroliees.

” 1.1(0.81.6) Acute Care 5.2% of patients received no OUD treatment
Anslysis incl Cox proportonal hazards regression
models win adpstments for age, sex. race/
ethaicly, insurance, baseine cost, comorbid
injecton-related nfectons and over

Bottom Line: Methadone and buprenorphine were associated with reduced
overdose and opioid-related morbidity compared to no treatment. Naltrexone,
January 2015 heough September 2017 inpatient treatment, and intensive behavioral interventions for OUD were not.

VA Wakeman SE et al. JAMA Network Open. 2020.
b Open doi-10.1001/jamanetworkopen 201920622

Key Points

Question What is the real-world
effectiveness of different treatment
pathways for opioid use disorder?

Findings: In this comparative effectiveness
research study of 40 885 adults with opioid use
disorder that compared 6 different treatment
pathways, only treatment with buprenorphine or
methadone was associated with reduced risk of
overdose and serious opioid-related acute care
use compared with no treatment during 3 and
12 months of follow-up. Meaning Methadone
and buprenorphine were associated with
reduced overdose and opioid-related
morbidity compared with opioid antagonist

therapy, inpatient treatment, or intensive

outpatient behavioral interventions and may

be used as firstline treatments for opioid

Office of Addiction
Services and Supports

use disorder.
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Evidence for the Use of MOUD:
MOUD Plus Access to Harm Reduction Services

networ | Open.

Original i I Use and

Projected Estimates of Opioid Mortality After Community-Level Interventions

Benjamin P. Linas, MD, MPH; Alexandra Savinkina, MSPH; R. W. M. A. Madushani, PhD; Jianing \Wang. MSc¢; Golnaz Eftekhari Yazdi, MSe; Avik Chatterjee, MO, MPH;
Alexander Y. Walley, MD. M3c: Jake R_ Morgan, PhD; Rachel L Epstein, MD, MSc: Sabrina AL Assoumou, MD, MPH; Sean M. Murphy, PhD: Bruce R. Schackman, PhD:

Stavroula A Chrysanthopoulou, PhiD: Laura F. White, PhD; Joshua A_ Barecas, MD

Abstract

IMPORTANCE The is a crisis of opicid . In response, the US
Department of Health and Human Services has defined a goal to reduce overdose mortality by 40%
by 2022.

OBJECTIVE To identify specific combinations of 3 interventions (initi more pecple to
medications for opicid use disorder [MOUD], increasing 6-month retention with MOUD, and
increasi jstril iated with at least a 40% reduction in opioid overdose in

simulated populations.

Key Points

Question Using simulated urban and
rural communities, what evidence-
hased practices are associated with a
reduction in opicld everdose mertality
of at least 40% by 20227

Findings In this decision analytical
model using simulated urban and rural
communities, no single intervention or
approach was associated with a 40%

DESIGN, SETTING. AND PARTICIPANTS This decisi i adynamic reduction i dose mortality in any
level state-transition model to project outcomes over a 2-year horizon. Each intervention scenario Achieving a 40% reduction
was ith the of na i hon in si ind rural it ing ity for treating
in h I deling was used to d the, s of level with s for op

i with opioid dh . The 3 i i were initiation of more disorder, improving retention on

people te MOUD, increasing individuals’ retention with MOUD, and increasing distribution of
naloxone. Data were analyzed from July to November 2020.

MAIN OUTCOMES AND MEASURES. mortality,
capacity needs, and naloxone needs.

RESULTS No single intervention was associated with 3 40% reduction in overdose mortality in the
simulated communities. Reaching this goal required use of MOUD and naloxone. Achieving a 40%
reduction required that 10% to 15% of the estimated OUD population not already receiving MOUD
initiate MOUD every month, with 45% to 60%% retention for at least & months, and increased
naloxone distribution. In all feasible and attaining a 40% reduction in overdose
mortality required that in every month, at least 10% of the population with OUD who were not
currently receiving treatment inftiate an MOUD.

medications, and increased naloxone
distribution,

Meaning These findings suggest that
reducing opioid overdose may require
substantial, coordinated effort with a
fiocus on improving intiation with
medications, retention in care, and
increased naloxone distribution.

+ invited Commentary
+ Multimedia

+ supplementalconten

CONCLUSIONS AND RELEVANCE In thi deling study, only it h d capacity Author affil and ae
for treating with MOUD and increased MOUD ? i 240% decrease i o listed a1 the end of this article

mortality. These findings could provide a for developing P . tions

to reduce opioid overdose death.

Source: Linas, BP, et al, JAMA, 2021

= Achieving a 40% reduction
In opioid overdose
mortality required
Increasing capacity for
treating with medications
for opioid use disorder
(MOUD), improving
retention on medications,
and increased naloxone
distribution.

new | Office of Addiction
$TATE | Services and Supports
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Evidence for the Use of MOUD

+ Methadone and buprenorphine remain the gold standard of care for OUD; naltrexone is
considered second tier treatment

e “The use of opioid agonist medications to treat opioid use disorders has always had
Its critics. Many people, including some policymakers, authorities in the criminal
[ustice system, and treatment providers, have viewed maintenance treatments as
‘substituting one substance for another’ and have adhered instead to an abstinence-
only philosophy that avoids the use of medications, especially those that activate
opioid receptors. Such views are not scientifically supported: the research clearly
demonstrates that opioid agonist therapy leads to better treatment outcomes
compared to behavioral treatments alone. Moreover, withholding medications greatly
Increases the risk of relapse to illicit opioid use and overdose death. Decades of
research have shown that the benefits of opioid agonist therapy greatly outweigh the
risks associated with diversion.” — Facing Addiction in America: The Surgeon General's
Spotlight on Opioids, HHS, September 2018

«  “Scientific research has firmly established that the treatment of opioid use disorder with
medication reduces OUD and related criminal activity more effectively and at far less cost
than incarceration.” - Legal Action Center, 2011

EW

f N
YORK
Source; U.S. Department of Health and Human Services (HHS), Office of the Surgeon General, Facing Addiction in America: The Surgeon General’s Spotlight on Opioids. Washington, DC: HHS, September 2018. STATE
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Evidence for the Use of MOUD: Decreased Suicide Mortality,

External-cause Mortality, and All-cause Mortality
TABLE 3, Crude and adjusted hazard ratiosfor suicide mortalty, external-cause mortalit, and ll-cause mortality for sach MOUD agent®

Further Adjusted for Further Adjusted . MOUD start associated with decreased suicide
Adjustedfor Age, ~ Medical and Poychiatrc for Healt mortality, though less so than individuals on
Unadjusted Gender, and Race Comorbidities Care Utiization stable MOUD
Hazard Hazard Hazard Hazard «  MOUD cessation associated with increased
Measure and Agent Raio ~ 95%Cl  Ratio  95%Cl  Ratio 9%5%Cl Rao  95%Cl suicide mortality, external-cause mortality, and
Suicide mortaty all-cause mortality
Buprenorphine 037 0240% 035 022049 034 02,05 034 02309 R Buprenorphine was associated with a >65%
Methadone 038 01708 043 019095 04 021,106 047 021,108 - C .
Nitecne U5 OM6 LB OB2B 10 0826 1B 0§24 decrease in suicide mortality
‘ . Naltrexone showed no indication of areduced
External-cause mortalty ) .. .
Buprenorine 07 030% 05 0409 0% 0201 07 0B03 risk of suicide mortality
Methadone 045 03405 049 03064 055 04001 05 040,071 *  Methadone’s effect on suicide risk was unclear;
Nalirexone 0% 05128 0% 075125 0% 06918 088 06115 persons who received methadone in this study had
Al-cause mortlty far more mental health contacts than those on
Buprenorphine 05 0308 0% 05029 07 04030 07 02403 buprenorphine or naltrexone, which may have
Methadone 051 043060 049 042088 0% 04406 05t 043060 diminished the effects in this study of methadone’s
Naltrexone 071 058088 067 0508 064 05079 064 052079 effect on the decrease of suicide mortality

3 MOUD=medications for opioid use disorder. Reference periodis off MOUD.
NEW
YORK
Watts, et al, Am J Psychiatry, April 2022 A;EATE

Office of Addiction
Services and Supports
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Evidence for the Use of MOUD:
How Long Should Persons Remain on MOUD?

LONG ENOUGH...!!! As long as the patient receives
benefit from taking the medication, the patient
should stay on the medication

It is different for every patient, but...return to use
and fatal overdose rates are higher for shorter
courses of treatment and for no treatment

At a minimum, patients should remain on MOUD
for 6-12 months; but, in reality, MOUD is often
much longer, and, often chronic

Per one study, the average duration on
buprenorphine treatment is 8-9 years

OUD is a CHRONIC medical condition, and, like
other chronic medical conditions, may require
medication CHRONICALLY (think long term v.
lifetime, but NOT short term); like a person with
diabetes mellitus needing insulin for life to manage
their diabetes mellitus

-

Abstract

Background: Dus tothe boss o tolerance to opioids duing medication-assited trestment (WAT),this pesiod may
represent a time of heightened isk for overdose dentifying factors associated with incressed ik of overdose during
restment s theseoe paramount to mproving outcomes. We aimed 1o determine the pravalence of opioid over-
doses in patients receiving MAT. Additionsly, we explosed factors associated with opioid overdose during AT and
the asociation between length of time envollad in MAT and ovesdose.

Methods: Dzta were collected prospectively fm 2360 participants scehing outpationt MAT in Ontarin, Ganada
Participants were dividad into theee qroups by overdose status no history of overdose, any Metime history of over
dose, and emengency department vt for opioid overdose i the st year We used a mulivariate multinomal egyes-
sion model 10 zssess demographic and clinical factors associated with overdose satis

Results: Twenty-our percent of participants repontad 3 ifetime history of ovesdose (.= 362), and 8% eportad an
emengency department (ED) vist for opiod ovesddoss i the kst year (= 179). Indviduals with a recent ED visit for
opiod overdose weee intreatment ko sharter duration fodds ratio [ORI0.92, %% confidence intenal [CJ087, 07,
p=0001).Individuals with a ifetime orrecent history of overdose wese more kel to be younger in age (R0,
5% 103,098 = 0007 and OROB4, %% 007,09, <001, respectiey,report more physical symptoms
(OR 102 35% 1101, 103, p=0005 20 OR .03, 5% 111,105, =005, respectvell, and b higherraes f
non-prescription benandiazepine use (OR187, %% 01132, 266, p< 0001 and 0R234 95% 0143, 381,p=0001,
respectivey) compared o indvidals with no hstary of overdose.

Condlusions: A considrable number of patients envoled in WAT have experienced overdose. Our study highights
that these ate identifable factors associated with a patient’s overdose satus that may represent areas forintervention.
In particwr onger dutation in MAT s associated with a decressed risk of overdose.

Keywords: Medication-2sssted reatment, Opioid use dsordss, Pospetive obsenvations! study, Canada

Source: Au, O, et al, Harm Reduction Journal, 2021 95‘.2’.(
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Overview: Evaluations of Opioid Overdose Education and Naloxone Distribution Programs
- Piper et al. Subst Use Misuse 2008: 43; 858-70.

- Doe-Simkins et al. Am J Public Health 2009: 99: 788-791.
Feasibility - Enteen et al. J Urban Health 2010:87: 931-41.
\ - Bennett et al. 3 Urban Health. 2011: 88; 1020-30.

- Walley et al. JISAT 2013; 44:241-7. (Methadone and detox programs)

Increased - Green et al. Addiction 2008: 103;979-89.
knowledge and - Tobin et al. Int J Drug Policy 2009: 20; 131-6.
skills - Wagner et al. Int J Drug Policy 2010: 21: 186-93.

[ No increase in use,
increase in
entrance to SUD

- Seal et al. J Urban Health 2005:82:303-11.
- Doe-Simkins et al. BMC Public Health 2014 14:297.

treatment

o - Maxwell et al. J Addict Dis 2006:25; 89-96.
Hselisdion, i . Evans et al. Am J Epidemiol 2012; 174: 302-8.
communities - Walley et al. BMJ 2013; 346: f174.

Cost-effective
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Evidence for naloxone
Proof of Concept

Proof of Concept

Table. Large and established naloxone prescription programs
in the United States (February 2006).

Number of

Number of Reported

Year of Trainings/ Overdose

City Establishment Prescriptions Reversals
Chicago 1999 4,600 416
New Mexico 2001 1,312 222
San Francisco 2003 650 141
Baltimore 2004 951 131
New York City 2005 938 73

Chicago: D. Bigg, written communication, March 2006; New Mexico: P. Fiuty,
written communication, March 2006; San Francisco: E. Huriaux, written commu-
nication, March 2006; Baltimore: M. Rucker, written communication, March
2006; New York: S. Stancliff, written communication, March 2006.

Sporer, et al, Annals of Emergency Medicine, 2/2007

Death from a heroin overdose most commonly
occurs at home in the company of other people and
most commonly occurs one to three hours after
injection.

Numerous communities have taken advantage of
this opportunity for treatment by implementing
overdose prevention education to active heroin
users as well as prescribing naloxone for home use.

Naloxone is a specific opioid antagonist with no
agonist properties and no potential for misuse.
It is inexpensive, non-scheduled and readily
reverses the respiratory depression and
sedation caused by heroin as well as causing
transient opioid withdrawal symptoms.

Program implementation considerations, legal
ramifications, and research needs for prescription

naloxone are discussed. . o
NEW | Office of Addiction
$TATE | Services and Supports




May 19, 2022

Evidence for naloxone

Trained v. Untrained Rescuers: no
difference in OD reversal success rates

Abstract

Background: One approach to preventing opioid overdose, a leading cause of premature, preventable mortality,
is to provide overdose education and naloxone distribution (OEND). Two outstanding issues for OEND
implementation include 1) the dissemination of OEND training from trained to untrained community members;
and 2) the concern that OEND provides active substance users with a false sense of security resulting in increased
opioid use.

Methods: To compare overdose rescue behaviors between trained and untrained rescuers among people
reporting naloxone rescue kit use; and determine whether heroin use changed after OEND, we conducted a
retrospective cohort study among substance users in the Massachusetts OEND program from 2006 to 2010. We
used chi square and t-test statistics to compare the differences in overdose management characteristics among
overdoses managed by trained versus untrained participants. We employed Wilcoxon signed rank test to compare
median difference among two repeated measures of substance use among participants with drug use information
collected more than once.

Results: Among 4,926 substance-using participants, 295 trained and 78 untrained participants reported one or more
rescues, resulting in 599 rescue reports, We found no statistically significant differences in help-seeking (p = 041), rescue
breathing (p = 054), staying with the victim (p = 0.84) or in the success of naloxone administration (p = 0.69) by trained
versus untrained rescuers. We identified 325 OEND participants who had drug use information collected more than
once. We found no significant overall change in the number of days using heroin in past 30 days (decreased 38%,
increased 35%, did not change 27%, p =052).

Conclusion: Among 4926 substance users who participated in OEND, 373(7.6%) reported administering naloxone
during an overdose rescue. We found few differences in behavior between trained and untrained overdose rescuers.
Prospective studies will be needed to determine the optimal level of training and whether naloxone rescue kits can
meet an over-the-counter standard. With no clear evidence of increased heroin use, this concem should not impede
expansion of OEND programs or policies that support them.

Access to naloxone did not change
substance use patterns

Table 3 Change in substance use among overdose
education and naloxone distribution program participants
between first and second enroliment- number of days and

substances used, past 30 days

N =325 Increased Decreased No change p-value*
Heroin 115(35%) 122 (38%) 88 (27%) 052
Methadone 84 (26%) 70 (22%) 171 (52%) 072
Buprenorphine 73 (22%) 66 (20%) 186 (58%) 031
Other opioids 59 (18%) 62 (19%) 205 (63%) 051
Cocaine 83 (26%) 96 (30%) 146 (44%) 041
Alcohol 69 (21%) 70 (22%) 186 (57%) 086
Benzo/Barbiturate 99 (30%) 74 (23%) 152 (47%) 0.004
Number of 131 (40%) 125 (38%) 69 (21%) 065

substances*™* used

Keywords: Overdose, Opioids, Bystander naloxone, Rescue, People who use drugs

Doe-Simkins, et al, BMC Public Health, 2014

*Wilcoxon signed rank test which compares the median difference between
two repeated measures among the repeat enrollers.

**Participants were asked about use of heroin, methadone, buprenorphine,
other opioids, cocaine, alcohol, benzodiazepine/barbiturate

and methamphetamine.

new | Office of Addiction
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Evidence for naloxone

OD Education and Nasal Naloxone
Distribution

. Objective: To evaluate the impact of state supported overdose education
and nasal naloxone distribution (OEND) programs on rates of opioid related
death from overdose and acute care utilization in Massachusetts.

. Design: Interrupted time series analysis of opioid related overdose death and
acute care utilization rates from 2002 to 2009 comparing community-year
strata with high and low rates of OEND implementation to those with no
implementation.

. Setting: 19 Massachusetts communities (geographically distinct cities and
towns) with at least five fatal opioid overdoses in each of the years 2004 to
2006.

. Participants: OEND was implemented among opioid users at risk for
overdose, social service agency staff, family, and friends of opioid users.

. Intervention: OEND programs equipped people at risk for overdose and

bystanders with nasal naloxone rescue kits and trained them how to prevent,
recognize, and respond to an overdose by engaging emergency medical
services, providing rescue breathing, and delivering naloxone.

. Main outcome measures: Adjusted rate ratios for annual deaths related to
opioid overdose and utilization of acute care hospitals.
. Results: Among these communities, OEND programs trained 2912 potential

bystanders who reported 327 rescues. Both community-year strata with 1-
100 enroliments per 100 000 population (adjusted rate ratio 0.73, 95%
confidence interval 0.57 to 0.91) and community-year strata with greater than
100 enrollmentsc!)er 100 000 population (0.54, 0.39 to 0.76) had significantly
reduced adjusted rate ratios compared with communities with no
implementation. Differences in rates of acute care hospital utilization were not
significant.

. Conclusions: Opioid overdose death rates were reduced in
communities where OEND was implemented. This study provides
observational evidence that by training potential bystanders to prevent,
recognize, and respond to opioid overdoses, OEND is an effective
intervention.

Walley, et al, BMJ, January 2013

Unadjusted unintentional opioid related overdose death rates in
19 communities with no, low, and high enrollment in overdose
education and nasal naloxone distribution program in
Massachusetts, 2002-09

Figures
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Fig 1 Unadjusted unintentional opioid related overdose death rates in 19 communities with no, low, and high enroliment in
overdose education and nasal naloxone distribution program in Massachusetts, 2002-09
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Evidence for naloxone: Are take home naloxone programs effective?

. Background and Aims: Fatal outcome of opioid overdose, once detected, is preventable through timely
administration of the antidote naloxone. Take-home naloxone provision directly to opioid users for emergency use
has been implemented recently in more than 15 countries worldwide, albeit mainly as pilot schemes and without
formal evaluation. This systematic review assesses the effectiveness of take-home naloxone, with two specific
aims: (1) to study the impact of take-home naloxone distribution on overdose-related mortality; and (2) to assess
the safety of take-home naloxone in terms of adverse events.

. Methods: PubMed, MEDLINE and PsychINFO were searched for English-language peer-reviewed
publications(randomized or observational trials) using the Boolean search query: (opioid OR opiate) AND overdose
AND prevention. Evidence was evaluated using the nine Bradford Hill criteria for causation, devised to assess a
potential causal relationship between public health interventions and clinical outcomes when only observational
data are available.

. Results: A total of 1397 records (1164 after removal of duplicates) were retrieved, with 22 observational studies
meeting eligibility criteria. Due to variability in size and quality of the included studies, meta-analysis was
dismissed in favor of narrative synthesis. From eligible studies, we found take-home naloxone met all nine
Bradford Hill criteria. The additional five World Health Organization criteria were all either met partially (two) or fully
(three). Even with take-home naloxone administration, fatal outcome was reported in one in 123 overdose cases
(0.8%; 95% confidence interval = 0.4, 1.2).

. Conclusions: Take-home naloxone programs are found to reduce overdose mortality among program
participants and in the community and have a low rate of adverse events.

NEW

YORK

McDonald, et al, Addiction, 2016 4—1’2\“
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Evidence for naloxone: naloxone use among OD prevention trainees in NYC

Table 2
Bivariable and multivariable results: factors associated with witnessing an overdase.”

Naloxone use among OD prevention trainees

. . - - OR (95% Q)" pvalue AOR (95% CIY pvalue
In NYC' A IongltUdIna’I COhort StUdy Age 1.00 (0.97-1.02) 071 0.99 (0.96-1.02) 039
Gender"
Male Ref Ref Ref Ref
Background: Providing naloxone to laypersons who are likely to R::"‘",w ol & 1100 i
witness an opioid overdose is now a widespread public health Hispani/Latino et Ref Ref Ref
response to the national opioid overdose epidemic. Estimating the Ay e %28 b gyt o
proportion of individuals who use naloxone can define its potential Other o - o -
Impact to reduce overdose deaths at a population level. We grvisrs e - » - -
. b Pt s
determined the proportion of study participants who used naloxone igh shenl o G2 s A e 0saeon i
within 12 months following training and factors associated with Some college or eollege graduate 230 1.27-4.17) 001 254 (121-5.32) 001
1 1 Drug services participation
witnessing overdose and naloxone use. _ siebdase o et et et -
Methods: We conducted a prospective, observational study of hgs extengs (1) ol e iy ose
individuals completing overdose prevention training (OPT) between e : o ;
June and September 2013. Participants were recruited from New s-ue;l;fp-mf Ref Ref Ref Ref
i H H Tem| 1.56 (0.93-2.62) 0.09 1.29 (0.70-2.38) 042
York City's six largest overdose prevention programs, all operated by el YT T Y o
syringe exchange programs. Questionnaires were administered at Caiminal jusice invalvement 158 (0.96-260) 007
four time points over 12 months. Main outcomes were witnessing or Beylres puts by 2910481740 478
. N P . Has health insurance 1.16 (0.54-2.50) 071
experiencing overdose, and naloxone administration. Has primary care physican 070 (042-115) 016
Results: Of 675 individuals completing OPT, 429 (64%) were s i i 1 (A0 X2
approached and 351 (52%) were enrolled. Overall, 299 (85%) study Medication use?
ici - . 0 Prescription painkillers 1.05 (0.66-1.68) 083
participants completed at least one follow-up survey; 128 (36%) s ol ThGTeas s 112081250 o
witnessed at least one overdose. Of 312 witnessed opioid Methadane 221(131-370) <001 188 (079-447) 016
overdoses, naloxone was administered in 241 events (77%); 188 o Jeproaapiloe 14t (ee300) i
(60%) by the OPT study participant. Eighty-six (25%) study Heroin 1.68 (1.05-2.67) 0.3 1,09 (059-200) 079
participants administered naloxone at least once. Over one third Syt 1% Sekas) w
of study participants (30, 35%) used naloxone 6 or more months O e o
after training. Overdose history
. . . . Witnessed OD in lifetime’ 4.94 (2.45-9.96) <0.01
Conclusions: Witnessing an overdose and naloxone use was Witnessed OD in 3 months prior 1o baseline 6.56 (2.87-15.02) <001 4.96 (1.99-12.41) <001
Personal OD in lifetime 1.81 (1.12-2.94) 0.02 1.28 (0.71-2.31) 041

common among this study cohort of OPT trainees. Training
individuals at high risk for withessing overdoses may reduce
opioid overdose mortality at a population level if sufficient
numbers of potential responders are equipped with naloxone.

Personal OD in 3 months prior to baseline

3.81 (0.76-19.20)

01

Siegler, et al, Drug and Alcohol Dependence, October 2017
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Evidence for naloxone: Myth of ‘naloxone resistance’

Why might naloxone not be effective?

m  Severe hypercapnia

= Hypoglycemia

Non-opioid ingestion (mimic) e.g., atypical antipsychotic, clonidine/guanfacine, xylazine,
alcohol/sedatives

Polydrug OD involving opioid and other sedating drugs™

Anoxic injury present

Head injury/seizure

Administration technique poor
Other?

Office of Addiction
Services and Supports
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Evidence for naloxone: In the era of illicitly manufactured fentanyl, is an

increased amount of naloxone needed?

Background: lllicity manufactured fentanyl (IMF) prevalence
has increased. However, there is uncertainty about naloxone
dose(s) used by nonmedical bystanders to reverse opioid
overdoses in the context of increasing IMF.

Methods: We used community naloxone distribution program
data about naloxone doses and fatal opioid overdoses from
the Allegheny County Medical Examiner. From January 2013
to December 2016, staff interviewed participants who
administered naloxone in response to 1072 overdoses. We
calculated frequencies, percentages, and conducted a 1-way
analysis of variance (ANOVA).

Results: Despite increases in fentanyl-contributed deaths,
there were no statistically significant differences between
any of the 4 years (2013-2016) on average number of
naloxone doses used by participants to reverse an
overdose (F = 0.88; P = .449).

Conclusion: Even though IMF is more potent than heroin
and is a rapidly increasing contributor to drug overdose
deaths in Allegheny County, the average dose of
naloxone administered has not changed. Our findings differ
from studies in different areas also experiencing increasing
IMF prevalence. Additional investigations are needed to clarify

Introduction: lllicitly manufactured fentanyl (IMF) is responsible for a growing
number of deaths. Some case series have suggested that IMF overdoses
require significantly higher naloxone doses than heroin overdoses. Our
objective was to determine if the naloxone dose required to treat an opioid
overdose is associated with the finding of fentanyl, opiates, or both on urine
drug screen (UDS).

Methods: A retrospective chart review was conducted at a single emergency
department and its affiliated emergency medical services (EMS) agency. The
charts of all patients who received naloxone through this EMS from 1/1/2017
to 6/15/2018 were reviewed. The study included patients diagnosed with a
non-suicidal opioid overdose whose UDS was positive for opiates, fentanyl,
or both. Data collected included demographics, vital signs, initial GCS, EMS
and ED naloxone administrations, response to treatment, laboratory findings,
and ED disposition. The fentanyl-only and fentanyl + opiate groups were
compared to the opiate-only group using the stratified (by ED provider)
variant of the Mann-Whitney U test.

Results: Eight hundred and thirty-seven charts were reviewed, and 121
subjects were included in the final analysis. The median age of included
subjects was 38 years and 75% were male. In the naloxone dose analysis,
neither the fentanyl-only (median 0.8 mg, IQR 0.4-1.6; p = 0.68) nor the
fentanyl + opiate (median 0.8 mg, IQR 0.4-1.2; p = 0.56) groups differed
from the opiate only group (median 0.58 mg, IQR 0.4-1.6).

Conclusion: Our findings refute the notion that high potency synthetic
opioids like illicitly manufactured fentanyl require increased doses of
naloxone to successfully treat an overdose. There were no significant
differences in the dose of naloxone required to treat opioid overdose
patients with UDS evidence of exposure to fentanyl, opiates, or both.
Further evaluation of naloxone stocking and dosina orotocols is needed.

the amount of naloxone needed to reverse opioid overdoses in %‘,’{K Ofﬁc_e of Addiction
the community caused by new synthetic opioids. Carpenter, et al, | Med Toxicol, Jan 2020 g | Services and Supports
Bell, A, et al, Substance Abuse, 2019 T ’
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Evidence for naloxone: In the era of illicitty manufactured fentanyl, is an
Increased amount of naloxone needed?

CASE | Naloxone dosing by UDS [EE S
b I I _— v
'g 10%
i
= No differences in dose by UDS result T <03 04-07 08119 12-159 1619 2200
Total Naloxone Dose (mg IV equivalent)
= Top Graph
m  Fentanyl+ (blue) : asn
. E 40%
m  Opiate + (red) s
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e (=) Fig. 2.
m  Fentanyl involved (fentanyl + fentanyl +
opiate) Distribution of naloxone dosing by UDS results. a Comparing

fentanyl+, opiate+ and fentanyl and opiate+ cases. b Fen-
tanyl+ and fentanyl and opiate+ groups are combined to form
the fentanyl-involved group
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Evidence for naloxone: Is high dose naloxone needed?

Background: Advocates for more powerful opioid antagonists often cite two retrospective studies which found that emergency medical
services (EMS) providers responding to a suspected opioid overdose were more likely to administer multiple doses of naloxone in 2015
(18.2%) compared to 2012 (14.5%) (Faul et al., 2017) and in 2016 (21.4%) compared to 2013 (15.0%) (Geiger, Smart, & Stein, 2020).
However, these studies did not describe the route or dose of these administrations. IN naloxone administrations were likely rare as trained
clinicians often prefer to carefully titrate IV dosing and may also administer IM. The significance of a modest increase in multiple
administrations of unknown IV and IM doses is difficult to ascertain. Given widespread news reports describing the increased
prevalence of potent synthetic opioids, often accompanied by alarmist misinformation about passive exposure risk, it is
plausible that the increase in multiple naloxone administrations among EMS is an artifact of availability bias with multiple doses
of naloxone administered out of an abundance of caution rather than based on clinical signs and symptoms. Patients treated
for a suspected opioid overdose may also appear to need more naloxone due to intentional concomitant use of opioids and
other sedating drugs (e.g., alcohol, benzodiazepines) and contamination of the illegal opioid supply with non-opioid
depressants (e.g., xylazine, barbiturates).

Three other studies, two in emergency departments and one in a syringe services program, provide superior insight regarding the
hypothesized need for more powerful opioid antagonists. An analysis of prehospital and emergency department naloxone
administration was conducted in Atlanta from 2017 to 2018 (Carpenter et al., 2020). This study included naloxone dosing
information and urine drug screen results, and it found that the median dose of naloxone administered in successful reversals
did not differ significantly based on the presence or absence of fentanyl (0.8 mg IV vs 0.56 mg IV, p = 0.79). A study conducted in
Boston from 2017 to 2018 compared blood fentanyl concentrations to naloxone doses administered among patients experiencing a non-
fatal opioid-related overdose (Krotulski et al., 2021). All 20 subjects reported use of heroin, and fentanyl was detected in 19. No
relationship between blood fentanyl concentration and naloxone dose administered was identified. Data collected from clients of
a syringe services program in Pittsburgh, Pennsylvania from 2013 to 2016 corroborate these results (Bell, Bennett, Jones, Doe-Simkins,
& Williams, 2019). While the proportion of opioid overdose deaths testing positive for fentanyl in the county increased from 3.5%
to 68.7% during this timeframe, the reported naloxone doses used by clients to effectively reverse opioid overdoses did not
change. Notably, the program distributed relatively low-dose 0.4 mg vials for IM administration, and a mean of only 1.56 doses

per reversal were required.
,-_J new | Office of Addiction
STATE ;
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Evidence for naloxone: Is high dose naloxone needed?

Unintended Consequences: The proliferation of powerful opioid antagonists could have unintended consequences that are
counterproductive to efforts to prevent opioid-related overdose deaths. Precipitated opioid withdrawal is a known risk of
naloxone for opioid-tolerant individuals, producing symptoms such as hyperalgesia, diarrhea, and vomiting, particularly at
higher doses (Purssell et al., 2021). Aversion to being administered naloxone and experiencing opioid withdrawal symptoms
was thoroughly documented in an ethnographic study conducted in Scotland from 1997 to 1999 (Neale & Strang, 2015). Nearly
all subjects who were familiar with naloxone described it negatively and indicated it should be avoided, and many expressed mistrust of
health professionals’ judgment regarding when to administer it. Notably, while this study included interviews with 200 people who use
opioids, it occurred in an environment of relatively low-dose naloxone administration and poor awareness of naloxone among the
subAects.SThus, it is worthwhile to consider the findings of two recent studies describing naloxone wariness among people who use opioids
in the U.S.

In one study, 10 adults reporting to an emergency department in Boston with an opioid-related chief complaint were interviewed (Lai et al.,
2021). All were familiar with naloxone and had received training in its administration, and they generally reported positive perceptions of it.
However, the eight subjects who had previously received naloxone each reported experiencing severe opioid withdrawal
symptoms they were eager to avoid in the future. In another study, 20 adults who use opioids in New York were interviewed to
identify reasons they do or do not carry naloxone (Bennett, Freeman, Des Jarlais, & Aronson, 2020). A major reported theme from
these interviews was a fear of misrecognizing the need for naloxone and inducing or experiencing prolonged opioid withdrawal symptoms.
Significantly, an 8 mg naloxone product has not yet been marketed, so these qualitative findings are in the context of 4 mg IN
being the highest single-dose naloxone product available. The introduction of an 8 mg IN naloxone product and the potential
future introduction of a similarly potent nalmefene product with longer duration of action could plausibly lead some people who
use opioids to avoid carrying it.

i new | Office of Addiction
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Overdose Prevention: Naloxone

% NARCAN®
e )

o G I
A1014.01

NASAL SPRAY

70-£G€-L¥569 JON
KINO 3SON 3HL NI 3SN 404

Naloxone

An opioid antagonist: reverses opioid overdose; effective
against fentanyl and fentanyl analogues, may require
additional naloxone doses administered due to its potency

Easy to administer

Inert when opioids not on board; no drug-drug interactions with
other medications, no contraindications with any co-morbid
medical or psychiatric conditions

It is imperative that naloxone is in the hands of PWUD
(who actually experience/witness/do the most reversals)
Overdose education should be done with all patients
regardless of substance use disorder diagnosis, last date
of use, and intended substance of use

Naloxone prescribing:

— Intranasal (naloxone 2 mg/2 mL) Sig: Spray 1 mL
(one-half of total dose) into each nostril upon signs of
opioid overdose. Call 911. May repeat once if no
response within 2-3 minutes. Refills: up to 99.

NEW | Office of Addiction
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Overdose Prevention: N-CAP

Many pharmacies

dispense naloxone, either
under a standing order or Naloxone Co-payment

by prescription Assistance Program

N-CAP: Funded by NYS, N — AP
covers up to $40 in C

naloxone co-payments with
health insurance coverage

Office of Addiction
Services and Supports
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YORK
STATE
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Overdose Prevention: Fentanyl Test Strip Pilot Project, San Francisco, 2017-2018

Background

https://harmreduction.org/issues/fentanyl/fentanyl-test-strip-pilot/

Note: federal funds now can be used to purchase fentanyl test strips

In August 2017, in response to an increase
in fentanyl in the drug supply in San
Francisco, the DOPE Project partnered with
the Syringe Access Collaborative (SAC) to
pilot a fentanyl test strip monitoring survey.

The SAC includes the San Francisco AIDS
Foundation’s Syringe Access Services,
Glide Harm Reduction Services, St. James
Infirmary, SF Drug Users Union and the
Homeless Youth Alliance—all of which are
DOPE Project naloxone distribution sites in
addition to syringe access service providers.

The strips are provided to SF syringe access
programs through the California Supply
Clearinghouse, supported by the California
Department of Public Health.

Findings

Test strips are a useful engagement tool to foster discussion
with people who use drugs (PWUD around practicing universal
precautions and anticipating the presence of fentanyl in their
drug supply.

Test strips are easy for PWUD to use with minimal instruction,
and the response from PWUD about their availability has been
extremely positive.

Test strips are detecting positives in various drug supplies in
SF and indicate that we have an increasingly frequent
presence of fentanyl.

Test strips allow PWUD to be more informed about the drugs
they are buying and using, leading to behavior change and the
adoption of increased harm reduction measures, including
sharing information among peers.

Test strips allow providers to better engage with non-injectors
and non-opioid users around overdose prevention and resulted
in an increase in naloxone trainings with non-opioid users.
PWUD demonstrate a high likelihood of implementing one or
more harm reduction strategies when learning that their drugs
are positive for fentanyl.

Test strip use has increased general awareness and
understanding of fentanyl among PWUD and providers at SAC

sites.
NEW
YORK
STATE
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https://harmreduction.org/our-work/action/dope-project-san-francisco/

May 19, 2022
Overdose Prevention: Fentanyl Test Strip Pilot Project, San Francisco, 2017-2018,

Key Findings
Finding 1 Finding 2
Fentanyl testing strips had the lowest The vast majority of people who use
detection limit and the highest sensitivity drugs have a high degree of concern
and specificity for fentanyl of the about fentanyl in the drug supply.
technologies assessed. . 84% of respondents were
et Bimi bl ——— concerned about the drugs they use
e ot mnode eatimons having fentanyl in them. Of 256
island Lab  Lab island Lab  Lab respondents who thought they had
N consumed fentanyl, 85% said they
Testingswips O 13MiCrogRms/ gy, 100%  90% o8% wished they had known beforehand.
TGRSR Contradicting the idea that people who
TruNarc (Raman 4% (61%  4%(9%  100%(O2% 8% use drugs are actively looking for
Spectroscopy) RGN, Mime  EEehl g oo fentanyl, only about one in four (26%)
stated a preference for drugs with
FTRtpectros.  whchiscompe-  63% fentanyl.
copy) rable to TruNarc
https://harmreduction.org/issues/fentanyl/fentanyl-test-strip-pilot/ vgm( Office of Addiction
Note: federal funds now can be used to purchase fentanyl test strips STATE | Services and Supports
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Overdose Prevention: Fentanyl Test Strip Pilot Project, San Francisco, 2017-2018,
Key Findings

Finding 3

The vast majority of people who use drugs are
interested in fentanyl checking as a product safety
measure.

. Of all respondents, 85% desired to know about
the presence of fentanyl before using drugs,
with 73% expressing moderate to high interest.
Drug checking was viewed as an important
means of overdose prevention, with 89%
agreeing that it would make them feel better
about protecting themselves from overdose.
Interest in drug checking was associated with
having witnessed an overdose and recently using a
drug thought to contain fentanyl. In addition to the
presence or absence of fentanyl, a large
majority of respondents were interested in
knowing the amount of fentanyl (86%) and the
presence of other substances (87%).

https://harmreduction.org/issues/fentanyl/fentanyl-test-strip-pilot/

Note: federal funds now can be used to purchase fentanyl test strips

Finding 4

The majority of people who use drugs
would modify their drug use behaviors
if their drugs tested positive for
fentanyl.

 Across all sites, 70% of
respondents reported that knowing
that their drugs contained fentanyl
would lead them to modify their
behavior. This could include not
using the drugs, using the drugs
more slowly, or using the drugs
with others who have naloxone. It
could also include changing their
purchasing behaviors.

NEW
YORK
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Overdose Prevention: Fentanyl Test Strip Pilot Project, San Francisco, 2017-2018,
Key Findings

Finding 6
Key informants have questions

about the legality and logistics of
drug checking.

Finding 5

Key informants support the concept of drug
checking with the goals of providing needed
information to people who use drugs and
serving as a point for greater engagement in
services, including syringe services
programs and treatment for substance use
disorder.

»  Service providers supported drug checking
as a way to connect with people who use
drugs, provide education, and potentially
engage them in other services, including
syringe services programs and treatment for
substance use disorder. They were
enthusiastic about the ease of use of the
test strips, the potential for incorporating
drug checking into existing harm reduction
services, and even allowing people who use
drugs to use the strips themselves.

https://harmreduction.org/issues/fentanyl/fentanyl-test-strip-pilot/

Note: federal funds now can be used to purchase fentanyl test strips

Key informants identified
additional issues about the
implementation of drug checking
services, including the potential
legal liability and possible security
risks of performing the drug
checking (such as attracting law
enforcement), especially at the

point of service ;NEW
YORK
STATE

Office of Addiction
Services and Supports
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Overdose Prevention: Fentanyl Test Strip Pilot:
The FORECAST Study, April-November 2017, Recommendations

« Recommendation 1: Public health and harm reduction agencies should
address logistical questions and implement anonymous drug checking as
part of a public health strategy to save lives from fentanyl.

 Recommendation 2: Harm reduction counseling, health education and
connection to services including treatment for substance use disorder
should be part of any drug checking program.

« Recommendation 3: Research, philanthropic, syringe service programs and
overdose prevention agencies should support pilot programs seeking to
test, evaluate and scale-up drug checking services as part of a
comprehenswe approach to addressing the opioid and overdose epidemic.

- Recommendation 4: Entities in the private sector should continue to develop
mobile technologies for effective drug checking.

- Recommendation 5: Public health surveillance efforts should include
information about local trends in the drug supply, such as those available
through drug checking, to inform timely and accurate responses.

NEW
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Perspectives on rapid fentanyl test strips as a harm reduction practice among
young adults who use drugs: a qualitative study

« Background: In 2016, drug overdose deaths exceeded 64,000 in the United States, driven by a sixfold
increase in deaths attributable to illicitly manufactured fentanyl. Rapid fentanyl test strips (FTS), used to
detect fentanyl in illicit drugs, may help inform people who use drugs about their risk of fentanyl exposure
prior to consumption. This qualitative study assessed perceptions of FTS among young adults.

. Methods: From May to September 2017, we recruited a convenience sample of 93 young adults in
Rhode Island (age 18-35 years) with self-reported drug use in the past 30 days to participate in a pilot
study aimed at better understanding perspectives of using take-home FTS for personal use. Participants
completed a baseline quantitative survey, then completed a training to learn how to use the FTS.
Participants then received ten FTS for personal use and were asked to return 2—4 weeks later to
complete a brief quantitative and structured qualitative interview. Interviews were transcribed, coded, and
double coded in NVivo.

. Results: Of the 81 (87%) participants who returned for follow-up, the majority (n = 62, 77%) used
at least one FTS, and of those, a majority found them to be useful and straightforward to use.
Positive FTS results led some participants to alter their drug use behaviors, including discarding
their drug supply, using with someone else, and keeping naloxone nearby. Participants also
reported giving FTS to friends who they felt were at high risk for fentanyl exposure.

« Conclusion: These findings provide important perspectives on the use of FTS among young
adults who use drugs. Given the high level of acceptability and behavioral changes reported by
study participants, FTS may be a useful harm reduction intervention to reduce fentanyl overdose
risk among this population.

NEw . [ [l
Goldman, JE, et al, Harm Reduct J, 2019 5‘_‘ g%l'(i Office of Addiction
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Fentanyl Test Strips

Narcan/naloxone works on fentanyl
overdoses, but you should act fast. As
$00N 3 SOMeone stops breathing, admin-
= istor Narcan and start roscue breathing.
T One dose every two minutes, combined
T LaNE - RN 2 = !nllmn 'm!nw'u”
- -
2 s SO TENTANTL ! Fentanyl acts tast 10 usrg slowly alows |
" Koow e g of an ovedon e | 1 your body 1o adust and gives you tme o *
§ carty Narcan no mates it éng) | 1 Undensand how Rl you, B mindt |
$you'te uaing, Ifaning n & groug, maka | « Mat the intial high can feel very intonse, |
£ e st 000 parson vy ket %\] lwmmw-uwl;
e has Nascan ] ;nfnnwmuw:-mw;
IT11°S POSITIVE FOR FEN i ’M'V‘w:z‘ om |
-« DON'YT USE ALONE oveTeveve T '
* HAVE NALOXONE MA Test your drugs 50 you can make the
A SMALL TESTY DY o i
CON‘T KNOW ,(;‘\\

AVOILID SLa

Try sevoring or smoking instead of incting Inecting carmies the highest risk for
overdose, 80 ghAIng 19 $ncring of smoking may help reduce [k You can il
averdose by smoking'snoring. especially with fertanyl, 50 start siowfuse less 1o start!

Harm Reduction

ps:/hamreduction
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BTNX Fentanyl Test Strip Instructions

Single Drug Test Strip
. (Urine)
Product Insert

“The Rapid Respoase " Siagle Drug Tes Strip is « fapid visial immuncaseay for the quait

ve, presumplive

detection of Fentanyl in human urine he cut-off
cter Calibrator Cut-off (ng/mL)
FYL (Fentanyl) Fentanyl 20

Fentanyl is a synthetic opioid related to the Fentanyl is 00 times more
potent than morphine. This agent is highly lipid soluble and rapidly cross the blood-brain barricr. This i
reflected in the half-life for equilibration between the plasma and cerebrospinal fluid of approximately
minutes for fent “The levels in plasma and cerebrospinal fluid decline rapidly owing to redistribution of
fentanyl from highly perfused fissue groups to other fissucs, such as muscle and fal. As saturation of less
occurs, the duration of effect of fentanyl and sufentanil spproaches the length of their
mination half-lives of befween 3 and 4 hours. Featanyl undergoes hepatic metabol d renal excretion.
the use of higher do: nged infusions. fentan

3

The Rapid Response ' Single Drug Test Strip detects Fentanyl through visual interpretation of color
development on the strip. Drug conjugates are immobilized on the test region of the membrane. During
testing, the specimen reacts with antibodics conjugated to colored particles and precoated on the sample pad.
The mixture then migrates through the membrane by capillary action, and interacts with reagents on the
e Eae 10 e % LA Wi A1 Wi pietin ol 1S Sl Sl sd BATIE Coufitgel
will bind to the drug conjugates, forming a colored band at the fest r. of the membrane. Therefore,
cotored band appears la the fest se81da when the weine Iy ncgalive fox the drug, IF drag molecules we protal
B 15 et it e o0t o cumdiAiiah ot 1ol i seop s wHG [ T cBALGR i confapplod
the test for limited antibody binding sites This will prevent attachment of the red
particie comjugate o the test region. ThereTare, the abscnce of & colored band af the test region indicatcs &
Fative st The dpguathace ofin Solorut bid it the’conival sebieh derven’ ke %) possctinl ool
cating that the proper volume of specimen has been added and m !

Each test consists of 3 reagent strip. The am n and/or antibody coated on the strip is les:
{han 0.001 mg for antigen conjugates nd goat anli-rabbit 1§G anibodies, and Iess than 0.0015 g for

The control zone of esch test contalis gost anti-rabbit Iy antibody, The test 200¢ of each test contsins drug:
bovine protein antigen conjugate. and the conjugate pad of each test contains monoclonal anti-drug antibody
and rabbit antibodd <d particie complex.

Maierists Providea
« Test strips (individually pouched or in canister: « Package insert
Matertals Required but Not prov 1aca

« Positive and negative controls “Timer

+ Centrifuse
«  For forensic use only
+ Do not use after the expiration date indicated on the package. Do not use the test if the foil pouch or
Seshierie dunsped Do votssind it
This kit cor products of an Centified knowledge of the origin and/or sanitary state of
ihe snimals does not completely guaranice fhe sbecnce of transmisible pathogenic agcats. It 1s
therefore, recom peoded s focss prodacs e fratid s putcatialy intrehons el skl by
observing usual safety precautions (¢.g., do not ingest or inhale).
= ASH) Tonr ol it Rk o i x o opa imen: el couditnns doe mek
Specimen obtained
+  Readthe entire procedure carefully prior to festin
D oal ok ik i i e G ok W e M MBI i as
if they con Observe estabisted precaions againat mictobiologica! hazards
hrovabon the Reacadaes: snd Sollin s prociias disposal of specimens. Wear

protective clothing such as laboratory coats, disposable gloves ved eye prolrcnvn s apdikaatab are
assayed.

+  Humidity and temperature can adversely affect results.

ne moterials should be discarded in accordance with local segulations.

o+ Used testi

“The kit should be stored at 2-30°C until the x| ed on the sealed pouch.
The test must remain in the sealed pouch or closed canister until use.

Do not freeze.

Kits should be kept out of direct sunlight.
Care should be taken to protect the components of the kit from contami

on. Do not use if there is

https://www.btnx.com/Product?id=16940 and https://www.btnx.com/Product?id=2005

Biological i of digpensing

evidence of microbial i or
ipment. containers or reagents can lead to false results.

‘The Rapid Response " sinsle Drug Test Sirp i intended for use wilh buiman wine specimens only
Urine collected at any time of the day. sed
Urino specimens st be collected in lean, dy contal

odkd b SRR s 4 45 el oy . perbbacd

+- Wttty umnzdulelv afer specimen collection. Do nat leave specimens at foom temperature
for prol, pecimens may be stored at 2-8°C for up 1o 2 day=. For long term storage,
epeciumas shod o) kept below -20°C.

«  Bring specimens to room temperature prior to testing. Frozen specimens must be completely thawed
and mixed well prior to testing Avoid repeated freezing and thawing of specimens.

+ If specimens are to be shipped, pack them in compliance with all applicable regulations for
transportation of ctiological agents.

Bring tests, specimens, buffer and/or controls o room temperature (15-30-C) before use.
1. Remove the test from its sealed pouch, or remove one strip from the canister, and as

porsble, For best reelty, u.c asay should be performaed within one how. Camisters should be closed

tightly after removing

Hold the strip by the o bers e peoduct name is printed. To avoid contaminat

strip membrane.

Holding the strip verticall,

n. do not touch the

w

A iho iot stp bn tho wiloe:specimon for o least 10-15 smcorith: Do ok
n the test i

nished 1 e the sirip. from the specimen and place it on  non-absorbent
flat surface. Start e ey i ral f the Soland BB b MU TN R Al A AR

cr c CDI:]
T T X
gy @ i o o H H

1 Negative Invalid

-

Positive

INTERPRETATION OF RESULTS
POSITIVE: Only one colored band appears, in the control region (C).
in the test repion (T

NEGATIVE: Two colored bands appear on the membrane. One band appears in the control region (C)
oy iy appears in the test region (T).

INVALID: Control band fails (o appear. Results from any test which has not produced a control band at
the specified read be discarded. Please review the procedure and repeat with a new test. If the
problem persists, discontinue using the kit immediately and contact your local distributor.

NoTI

‘© apparent colored band appears

“The intensity of color in the test region (T) may vary depending on the concentration of analytes present in
the specimen. Therefore, any shade of color in the test region should be considered negative. Note that this
is a qualitative test only, and cannot determine the concentration of analytes in the specimen.

t specimen volume, incorrect operating procedure or expired fests are the most likely
reasons for control band failure.

QUALITY CONTROL

«  Intemal procedural controls are included in the test. A colored band appearing in the coatrol region (C)
is considered un internal positive procedural conirol, confirming, sufficient specimen volume’ :d
comect procedural tec!

« External controls are not supplled with this kit. T is recommendad that positive and nepative controls
be tested as a good laboratory practice to confirm the fest procedure and to verify proper test
pesformance.

sed for the

The Rapid Response © Slagle Drug Test Stip Is for forensic use and should be only
ative detection of Fentany!

nary analytical test result only. A more specific altemative chemical
1t be used in order o oblain 3 confirmed analytical result. Gas chromatography
spectrometry (GC/MS) has been established as the preferred confirmatory method by the Nation
Institute on Drug Abuse (NIDA). Clinical consideration and professional judgment should be applied
particularty when preliminary positive results are indicated.

“There is a possibility that technical or procedural errors as well as other substances and factors n

terfere with the test and cause false results,
such as bleach and/or alum, in urine specimens may produce eoneous results regardless

positive result indicates the presence of a Fentanyl only, and does not indicate or measure

intoxication.

6. A negative result does not at any time rule out the presence of Fentanyl in wrine, as they may be
num detection level of the test.
7 Fentanyl and certain medications.
'A- Accurac;
The accuracy of the Repid Response ™ Single Drug Feat Sirip was compared and checked against

commercially .mn.m tests with a threshold value at the same cut-off levels. Urine samples taki
volunteers clai

The repeoducibility of the Rapid Response
four different locat
be negative, while samples with Fentany! c
positive.

“Test precision was determined by blind fests with control solutions. Controls
50 of the cut-off yielded negative result
yielded po:

from

0 be non-users were examined under both tests. The results were >99.9% in agreement.
B. Reproducibility

“ Single Drug Test Strip was verified by blind tests performed at

ons. Samples with Fentanyl concentrations at 50% of the cut-off were all determined to

ncentrations at 200% of the cut-off were all determined 1o be

C. Predsion

ntanyl concentrations at

and controls with Fentanyl concentrations at 1509 of the cut-off

itive results.

D. Specifici
“The follos e concentrations of compounds (ng/mL) above which the Rapid Response ™
ngle Drug Test Strip identified positive results at 5 minutes.
Fentanyl related < gmy
[Fentanyl and Fentanyt i |
[Fentany 1
rientan
The following CompouRds STCI9cd TEEAIVE FEmIEs WD (0 4 ConCentration of 100 pg/mL.:
y onalic Acid
Creatine cil
Destromhan tarrate Phenothiazine
in Procaine
lom\'cm otonix
[:Il nol Pseudoephedrine
Furosemide
e
ol Glycersl Ether
Hemogiobin
Toupcofen (Ascarbic
Bilirubin Imipramine
Catfeine Lidocaine.
Chioroauine Methadone
LIERA TURE, REFERENCES
1. Baseit of Toxic Drugs and Chemicals in Man. 2nd cd Davis: Biomedical
Publications: 1952.
2 Hawk : . Urin Tesing for Drugs of Abuse. Rockvile; Department of Heath and

Human Services, National Institute on Drug Abuse.
Substance Abuse and Mental Heallh Services A

Workplace Drug Testing Programs. - 191

MBay A7, Drug-analysis techmology.-pitfals and pcemum ol'dm; testing. Clin ©

(11 Suppl): 33B-40B.

Iman AG, Goodman LS, G Goodman and

s inios Sub od ot St seacaaias: 1000,

mulxon Mandatory Guidelines for Federal
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man's The Pharmacological Basis of
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Fentanyl Test Strip Instructions

Fentanyl Test Strips

1. Add sterile water to your empty baggie or the cooker you
just prepped — mix welll

**Load your shat FIRST! Only test your rinse water!

2. Dip the test strip in the water, in up to the first line & hold
for 15 seconds

3. Place test strip on sterile surface or across top of cooker.

One line POSITIVE Positive Negative

Two lines NEGATIVE

NEW | Office of Addiction
$TATE | Services and Supports
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BTNX Fentanyl Test Strip Instructions

Using Fentanyl Test Strips % "0
These strips are not guaranteed to detect all forms \
of fentanyl. You could overdose even if the strip says

there is no fentanyl in your heroin, cocaine, or other
street drugs.
Testing For Fentanvl

- Prepare your shot and draw it into a syringe leaving
several drops in the cooker. Do not shoot up vet!

- Set the loaded syringe aside and empty a Sml. am-
pule of sterile water into the cooker.

- Stir the mixture.

: ik
= positive for fentanyl

- Holding a test strip by the blue end, insert it into Two red lines = negative for fentanyl
the solution (don’t go past the blue line) and leave )
it there for about 15 seconds.

A wide variety of street drugs can be laced with fentanyl. While
- Wait a full minute for the test strip to process. it is advisable to test street drugs for fentanyl. there are no well-
researched. established recommendations on how to test drugs
with the test strips we provide. People who use fentanyl test
strips provided by NOSS accept all responsibility for any injury.
or death that could occur after taking drugs. whether they have
been tested, or not tested, for fentanyl.

UT MEDICAL CENTER
RYAN WHITE
TR PROGRAM
DEPARTMENT .I}E TH

Stay informed. Stay bealthy.

- Throw the cooker, and any remaining liquid away.
Any remaining solution is now toxic.

QOSQ

Northwest Ohio
Syringe Services

New. | Office of Addiction
https://www.btnx.com/files/Fentanyl_Test_Strips_Instructions.pdf STATE | Services and Supports



May 19, 2022

High concentrations of illicit stimulants and cutting agents cause
false positives on fentanyl test strips

. Background: The opioid epidemic has caused an increase in overdose deaths which can be attributed to fentanyl combined
with various illicit substances. Drug checking programs have been started by many harm reduction groups to provide tools
for users to determine the composition of their street drugs. Immunoassay fentanyl test strips (FTS) allow users to test drugs
for fentanyl by either filling a baggie or cooker with water to dissolve the sample and test. The antibody used in FTS is very
selective for fentanyl at high dilutions, a characteristic of the traditional use of urine testing. These street sample preparation
methods can lead to mg/mL concentrations of several potential interferents. We tested whether these concentrated samples
could cause false positive results on an FTS.

. Methods: 20 ng/mL Rapid Response FTS were obtained from BTNX Inc. and tested against 4 different pharmaceuticals
(diphenhydramine, alprazolam, gabapentin, and naloxone buprenorphine) and 3 illicit stimulants [cocaine HCI,
methamphetamine, and 3,4-methylenedioxymethamphetamine (MDMA)] in concentrations from 20 to 0.2 mg/mL. The FTS
testing pad is divided into 2 sections: the control area and the test area. Control and test area signal intensities were
quantified by ImageJ from photographs of the test strips and compared to a threshold set by fentanyl at the FTS limit of
detection.

. Results: False positive results indicating the presence of fentanyl were obtained from samples of
methamphetamine, MDMA, and diphenhydramine at concentrations at or above 1 mg/mL. Diphenhydramine is a
common cutting agent in heroin. The street sample preparation protocols for FTS use suggested by many online
resources would produce such concentrations of these materials. Street samples need to be diluted more
significantly to avoid interference from potential cutting agents and stimulants.

. Conclusions: Fentanyl test strips are commercially available, successful at detecting fentanyl to the specified limit of
detection and can be a valuable tool for harm reduction efforts. Users should be aware that when drugs and adulterants are

in high concentrations, FTS can give a false positive result. . o
New. | Office of Addiction
Lockwood, TLE, et al, Harm Reduction Journal, 2021 STATE | Services and SUPpOI’tS
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High concentrations of illicit stimulants and cutting agents cause
false positives on fentanyl test strips

When testing methamphetamine or MDMA for
fentanyl, you must dilute the sample you are
testing down to 2mg/ml. This is about one
teaspoon of water for every 10mg of powder or
crystals. If it’'s more concentrated, you may get
a false positive result.

If it's more dilute, the strips may not be able to
detect fentanyl or its analogues. A set of instructions
has been going around telling methamphetamine
users to add a few milligrams of meth into half a cup
of water. This is way too dilute!

As you can see, the D isomer of methamphetamine
(symbolized by the plus signs) triggered a false
positive at 10mg/ml and 5mg/ml, but not at
2.5mg/ml. What this means is that you only need to
dilute meth down to 2.5mg/ml to avoid false
positives. In our instructions we recommend 2mg/ml
just to be a little extra cautious. And this dilution
comes to only one teaspoon for every 10mg of
meth, far lower than 118 teaspoons for 2mg of
baggie residue.

Interference Testing

BTNX 20

heroin 10 pg/mL

NEG

6-acetylcodeine 10 pg/mL

NEG

quinidine 10 pg/mL

NEG

cocaine at 25 mg/mL

NEG

ketamine at 25 mg/mL

NEG

diphenhydramine 50 mg/mL

NEG

diphenhydramine 100 mg/mL

POS

diphenhydramine 150 mg/mL

POS

lidocaine 25 mg/mL

NEG

lidocaine 50 mg/mL

NEG

lidocaine 100 mg/mL

POS

lidocaine 150 mg/mL

POS

(-) methamphetamine at 25 mg/mL

NEG

(+) methamphetamine at 2.5 mg/mL

NEG

(+) methamphetamine at 5 mg/mL

POS

(+) methamphetamine at 10 mg/mL

POS

MDMA at 25 mg/mL

NEG

MDMA at 50 mg/mL

POS

https://dancesafe.org/wp-content/uploads/2019/02/2019-fent-strips.pdf and https://dancesafe.org/what-is-drug-checking/ and https://dancesafe.org /you-may-be-using-fentanyl-testing-strips-incorrectly
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Where Can | Get Fentanyl Test Strips?

* Federal funds may now be used to purchase fentanyl test strips (FTS)

« Itis recommended that programs purchase and dispense FTS to all persons using illicit
substances

« FTS cannot be prescribed
*  For programs who intend to dispense FTS:
— FTS cost ~$1/FTS
— Programs may purchase FTS at several sites on the internet, including:
+ https://dancesafe.org/product/fentanyl-test-strips-box-of-100/
* https://www.btnx.com/Product?id=2005
«  For PWUD who would like to access FTS:
— Referto an SSP
— PWUD (outside of NYC and those without access to a SSP) can order FTS confidentially:

https://nextdistro.orqg/
f NEW
YORK
STATE

Office of Addiction
Services and Supports
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Drug Checking

In addition to fentanyl test strips,

Pilot project with Gas Chromatography/Mass
Spectrometry (GC-MS) machines in the Drug
User Health Hubs and other sites

ry . | == Fentanyl

BN T T 1) Nofentanyl

NEW
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Drug Checking and Its Potential Impact on Substance Use

What Is Known About the
Effectiveness of Drug Checking?

What Is Drug Checking?

. Drug-checking services provide individuals who use
drugs with information on the chemical content of
their drugs as well as advice, and, sometimes,
counseling or brief interventions. Service priorities
vary and may include information collection, harm
reduction, and early warning. The analytical techniques
used also vary from sophisticated technology that is able
to provide information on strength and content of a wide
variety of substances, such as high-performance liquid
chromatography and Fourier transform infrared
spectroscopy, to methods that simply show the presence
or absence of a particular drug, such as thin-layer
chromatography and reagent test Kits.

. The sites at which testing occurs include drop-in
services with fixed laboratories, where individuals
and organizations can submit drugs for testing (with
results days later), and mobile laboratories at
festivals, clubs or drug consumption rooms, which
provide almost immediate results.

. An important aspect of drug-checking services is
how the results are communicated to individuals
and whether this is accompanied by harm reduction
advice and brief interventions.

Drug-checking services remain controversial in some EU
countries. They have provided a valuable contribution to early
warning systems and the monitoring of drug availability in the
European Union. However, evidence of their impact on risk
behaviors remains limited. Advocates argue that information
from drug-checking services has had a positive public health
impact and that drug checking can potentially reduce harm by
engaging with people who use drugs recreationally, who would
otherwise remain unreachable; identifying drugs that contain
unwanted or unknown chemicals allowing an early public health
response; and helping avoid overdose or deaths by providing
information on potency or adulteration. On the other hand,
critics suggest that drug checking may give a false feellng of
safety because the reliability of some of the testing approaches
used is questionable or limited; may give the impression that drug
taking is normal and acceptable behawor potentially undermining
prevention efforts; and that clients will go ahead and use their drugs
regardless of results.

Any assessment of the arguments, either those set forth by
advocates or critics, is hampered by the lack of robust studies and
the difficulties in generalizing given the very different approaches and
models used. Nevertheless, given the growing importance of
synthetic drugs in the European market, including high potency
synthetic opioids, any response that may reduce risks merits careful
consideration and evaluation.
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Drug Checking as a Harm Reduction Intervention

The concept of drug checking was introduced in the early 1990s as a new
strategy to reduce harms associated with the use of novel and sometimes
hazardous synthetic psychoactive drugs at party settings across Europe.

The first harm reduction-focused drug checking program was established in the
Netherlands in 1992 when the Dutch government commissioned the Drug Information
and Monitoring System (DIMS) to monitor the country’s recreational drug markets
with respect to dose, composition, adulterants, and availability.

Different modifications of the Dutch drug checking system were established in many
European countries including France, Switzerland, Spain, and Portugal during the
1990s and 2000s.

In addition to communicating analysis results to service users, these drug
checking networks maintain up-to-date databases of new and existing
psychoactive drugs. These data serve as a guiding factor in policymaking and

harm reduction activities on a population scale.
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Drug Checking and Its Potential Impact on Substance Use

Encouraging aspects for the use of drug checking
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Fig. 1. Encouraging and discouraging aspects for the use of drug checking. Distribution of answers ranging from
total disagreement to total agreement is presented as percent.
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Drug checking as a harm reduction tool for recreational drug users:
opportunities and challenges
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Drug Checking as Strategy for Harm Reduction in Recreational Contests:
Evaluation of Two Different Drug Analysis Methodologies

. Introduction: Drug checking as a part of drug harm-reduction strategies represents an essential aspect of public
health policies. It focuses on rapid identification of drugs that individuals intend to use during night events, in order
to implement health-protective behaviors. Chemical drug analysis techniques vary considerably, from simple
colorimetric reagents to advanced forensic methods such as gas chromatography/mass spectrometry (GC/MS).

. Materials and Methods: In 2019, drug-check services were offered at some night events in Umbria (Central Italy).
One hundred and twenty attendees directly delivered unidentified substances to a harm-reduction worker, who
collected a few milligrams of the substances on ceramic plates and added a drop of colorimetric reagent. Multiple
reagents were used to increase the diagnostic capacity of a substance, which may react with a specific drug or a
few drugs. Later, a fraction of the samples was analyzed by GC/MS. The concordance of the results obtained
using thelzse tv(\j/o methodologies and the intended behaviors of consumers after being informed of the test result
was evaluated.

. Results: We analyzed 120 samples by colorimetric test: 32 MDMA, 25 ketamine, 10 amphetamine, 11 cocaine, 8
heroin, and 4 LSD samples. The results were inconclusive for 29 samples. The GS/MS analysis confirmed
MDMA in 84%, ketamine in 78%, amphetamine in 91%, cocaine in 92%, heroin in 88%, and LSD in 100% of the
samples. The results of samples with inconclusive results were as follows: 2, MDMA,; 7, ketamine; 2,
amphetamine; 2, cocaine; 2, heroin; 2, mephedrone; 6, mixes; 1, debris; and 5, adulterants as the main
component. Twenty-one of 29 participants reported that they had no intention of consuming the
unidentified substance.

. Discussion: The high percentage of individuals who claimed no intention of consuming the unidentified
drugs indicates that drug checking is viable as a part of drug harm-reduction strategies. Overall,
colorimetric reagents showed a good performance with regard to samples being unadulterated (LSD) or minimal in
guantity but failed to identify mixtures of substances and the adulterants present in them. Therefore, the use of
more discriminatory on-site methods such as Raman or infrared spectrometry is strongly recomumended.
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Drug Checking as a Harm Reduction Intervention: Comparative
Summary of Device Specifications

Table 1. Comparative summary of device specifications

Ability to Ability to

detect detect
fentanyl multiple
and other compounds

opioids at once
Colorimetric Reagent
Testing&i7.30-2 Moderate | Low Low Low Low No No <6 min S Mobile
Fourier-transform Infrared 4
Spectroscopy (FTIR)=7 High Moderate | High High High Low No <2 min $S Mobile
Thin Layer 30 min,
Chromatography (TLC) Moderate Weak Moderate Moderate | Moderate Low No multiple S$S Stationary
with UV detection®?%2* 2= at once
Capillary Electrophoresis
(CE) with UV High Moderate Moderate Moderate | Moderate Moderate | No <2min* S$S Stationary
detection®2¢.262=
High Performance
Liquid Chromatography = = = 5 2 = = T
(HPLC) with UV High High High High High High No 15 min $S Nobile

detectionsi7.23.24.29.31

High Performance Liquid
Chromatography (HPLC) Highest Very high Very high Very high | Highest Highest Yes 7.5 min* | $$$$ | Stationary™
with MS detection®?7-24323¢

Gas Chromatography 14.5

(GC) with Ms Very high Very high Very high Very high | Very high | very high | Yes st $$53 | stationary
detection®?7-2¢.33.35.3¢ min
lson MI %bmtyl ryeTe Moderate | Moderate | Moderate | Low High Moderate | No <1min* | $$ Mobile
detachonsy et High High veryhigh |righ | verynign | ien ves 230mi | $555 | stationary
“These durations are estimates based on machine-specific run times alone, and do not include collection, preparation, report
generation, or consultation.
** While this technology has also been used in bile lab-i i but the equip is not considered portable.
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Drug Checking as a Harm Reduction Intervention: Gas
Chromatography-Mass Spectrometry (GC-MS)

. Gas chromatography mass spectrometry (GC-MS) involves the separation of compounds by gas chromatography, followed
by detection using a mass spectrometer (measuring mass to charge ratio). This method of identification and quantification of
compounds has been widely used for many years in both the pharmaceutical industry and law enforcement.

. Evidence for the use of GC-MS in drug checking is limited.

. Technical Selectivity: GC-MS is capable of identifying unknown compounds. However, the range of compounds it can
identify is limited. This is because compounds must be readily able to evaporate and be stable at high temperatures.

. Sensitivity: The minimum detection limit for GC-MS varies between methods and has been reported as 3ppm for impurities
in cocaine and 2ppm for impurities in heroin.

. Speed: GC-MS was used in the Netherlands with a run time of 14.5 minutes per sample.

. Possible settings: To date, there are no known examples of GC-MS being used as a portable method for drug checking.
The Netherlands utilizes this method in their stationary sample testing service, where samples are sent in and the results are
available for the consumer within one week. This method is only operable by highly trained laboratory technicians.

. Cost: GC-MS may be prohibitive due to the high cost of equipment.

. Summary of advantages and disadvantages: GC-MS is an established instrument for impurity profiling for heroin
and cocaine. The amount of sample required for testing is quite small, potentially increasing the likelihood of consumers
using this service. GC-MS sample preparation is generally complicated and slow, which renders it unsuitable for drug
checking in high-traffic settings. Additionally, if the goal is to build up a database on new drug adulterants alongside drug
checking, GC-MS selects for a smaller range of drugs compared to other methods.
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Third party drug checking: accessing harm reduction services
on the behalf of others

Selt Others

. Background: Drug checking uses chemical analytical technologies el

to analyze drugs from the unregulated market to reduce substance
use-related risks. We aim to examine the frequency of third-party use
of a community drug checking service to explore the potential for
harm reduction to extend beyond the individual into the community,
increase service accessibility, and to contribute to upstream
interventions in the supply.

. Methods: Over 31 months, data were collected from a point-of-care 2%
drug checking service operated in Victoria, Canada. Through the e
implementation of survey questions at the intake of the service, data (n=196)

Fig. 1 Distribution for the 1653 survey responses of service users
who accessed a drug checking service and provided a response
for who the drug check was being performed for. Responses could
include either one or a combination of three groups: for self, for
others, or to sell

were collected about whether the drug check was for the individual,
to sell, and/or for others.

. Results: Just over half (52%) of service users were checking for

=

Table 1 Cross-tabulation of the frequency of 345 service users

reasons that extended beyond individual use. When checking
for others, friends were the most common response,
representing 52% of responses, and outreach/support workers
checking for others was the second most at 32%. Twelve
percent of service users reported checking to sell or for a
supplier.

Conclusions: Third party checking is a frequent, and important
aspect of drug checking services, which through facilitating
community engagement and increasing accessibility, has
expanded the reach of interventions beyond individuals to
reduce risks within the unregulated market. Therefore, drug
checking as an overdose response should be responsive and
accessible for those using the service on the behalf of others.

Larnder, A, et al, Harm Reduction Journal, 2021

who were checking for others, or in a combination of for others
with self or to sell, that further specified who the third party was
according to the general categories of friends, outreach, family,
supplier or other

Specified Checking for others Total N (96)

Other only Other & Self Other & To

Friends 57 116 8 179 5296
Outreach o1 m 7 104 3096
Family 38 7 L 56 1696
Suppliers 3 o 3 13 496
Other 10 8 1 1 3%
Total 190 146 26

N (96) 5596 4296 8%

Multiple responses could be selected per service user; therefore, responses are
not mutually ve and per o NOt add 1o 1009%:
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Drug Checking as a Harm Reduction Intervention: Evidence Summary

. A dominant and largely evidence-based argument supporting the efficacy of drug checking as a harm reduction program
is that it serves as a real-time, consumer-centered surveillance tool facilitating regulatory intervention in the illegal drug
market.

. The Trans European Drug Information Project (TEDI), a shared database of substances analyzed by participating drug checking
labs across Europe, has analyzed over 45,000 samples between 2008 and 2013 and provided valuable insight about the
emergence of new and dangerous substances in the European drug market on the ‘street’ level. These findings have been used
for issuing numerous public warnings and taking various harm reduction actions.

. Furthermore, it has been suggested that drug users’ direct access to knowledge regarding the contents of the
substances they purchase may gradually shift the unregulated illegal drug market and make it difficult for dealers to
knowingly or unwittingly sell unknown or hazardous substances. It should be noted, however, that the benefits of public
warnings in the literature on drug checking is discussed exclusively in the context of occasional non-dependent drug use and may
not be generalizable to those who use drugs daily. In a qualitative study of the impact of public warnings regarding high-potency
heroin and increases in fatal overdose rates in Vancouver, BC, Kerr et al (2013) found that these campaigns had little effect on the
perceptions and behaviors of participating heroin injectors. Although the warnings had effectively reached their audience, the
majority of study participants reported no change in their substance use behavior, while some reported seeking out the high-
potency heroin that had prompted the warning campaigns.

. Published evaluations of drug checking found no adverse effect on recreational drug using populations, refuting early

arguments that these services may increase drug use in this population by fostering a false sense of confidence.
However, the literature also emphasizes that drug checking should be utilized as one component of a more comprehensive harm
reduction program tailored to specific target populations. While acknowledging that drug checking is supported by relatively
meager evidence at this time, a set of practice standards published by the Nightlife Empowerment and Well-being Implementation
Project (NEWIP) funded by the EU Health Program argues that this service can be an effective addition to existing health

romotion strategies if it is designed, implemented, and evaluated according best practice principles. . o
P ) ’ P ISP Prineip New | Office of Addiction
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Drug Checking as a Harm Reduction Intervention: Evidence Summary

There are over a dozen government-supported drug checking services operating around the world. By combining a range of
sample collection modalities, chemical analysis technologies, and modes of communication with service users and the
public, a range of hybrid drug checking services have evolved to inform and complement harm reduction strategies in
various communities.

Evidence Summary: There are no clinical trials examining the direct impact of drug checking services on the substance
use behaviors or health outcomes of service users. In the absence of concrete evidence, steadily increasing patronage and
service users’ self-reported intentions to discard dangerous drugs based on drug checking results are commonly cited as an
indicator the effectiveness of drug checking as a harm reduction intervention. For example, in a survey of the Checkit! service
users in Vienna, two out of three participants reported that they would not use a drug that tests positive for unusual or
hazardous contents. Similarly, 50% of the drug checking service users surveyed at the 2013 Shambhala festival in British
Columbia reported that they would discard the substance if it tested positive for a “high hazard compound.” Data reported by
ANKORS, the organization that provides the drug checking service at the Shambhala, indicates that in the 2015 festival 31% of
checked drugs that contained hazardous substances were discarded. Preliminary information from Insite’s drug checking
pilot project suggests that people who use opioids regularly at the SCS do not tend to dispose of their drugs following a
positive result for fentanyl, but they are 10 times more likely to reduce their dose, and those who inject reduced doses
are 25% less likely to overdose.

Regardless of whether drug checking can influence the service users’ immediate drug use behaviors, studies viewed the
opportunity for communication with an otherwise invisible population of drug users as a harm reduction measure. Hungerbuehler
et al’'s 2011 analysis of the sociodemographic features of people who use Zurich’s drug checking services revealed that these
facilities are the first point of access to any substance use-related service for the majority of service users. Furthermore, studies
show that young people who use drugs find factual one-on-one information about their drug purchase more trustworthy
than general government-issued information and are more likely to disseminate individually-obtained facts within their
social environments.

NEW | Office of Addiction
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Myths about Fentanyl in the Media

Inhalation Exposure Risk for Fentanyl:

“At the highest airborne concentration encountered by workers, an unprotected individual would require nearly
200 minutes of exposure to reach a dose of 100 mcg of fentanyl.” — American College of Medical Toxicology

Dermal Exposure Risk for Fentanyl:

“Transdermal delivery systems (patches) take 3-13 hours to produce a therapeutic serum fentanyl
concentration and 35 hours to reach peak concentration... if bilateral palmar surfaces were covered with
fentanyl patches, it would take ~ 14 minutes to receive 100 mcg of fentanyl.”

In addition, fentanyl patches are optimized material matrix to absorb to the skin vs powdered drug sitting on
skin — it is unlikely that unintentional skin exposures to tablets or powders cause rapid toxicity

Fentanyl in the Street Marijuana Supply: This has been debunked multiple times. Positive tests have
typically been field tests by police with cross contamination being the problem. When retested in the lab under
sterile conditions, the tests have been negative.

https://www.forbes.com/sites/chrisroberts/2021/11/18/is-this-the-first-for-real-case-of-fentanyl-tainted-
marijuana-in-the-us/?sh=16e66bdd5633

https://www.buzzfeednews.com/article/danvergano/marijuana-laced-fentanyl-myth
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Syringe Services Programs are Safe,
Effective, and Cost-saving

Syringe services programs (SSPs) are proven and effective community-based prevention programs that
can provide a range of services, including access to and disposal of sterile syringes and injection
equipment, vaccination, testing, and linkage to infectious disease care and substance use treatment.
SSPs reach people who inject drugs, an often hidden and marginalized population. Nearly 30 years of
research has shown that comprehensive SSPs are safe, effective, and cost-saving, do not increase
illegal drug use or crime, and play an important role in reducing the transmission of viral hepatitis,
HIV and other infections.

Research shows that new users of SSPs are five times more likely to enter druqg treatment and
about three times more likely to stop using drugs than those who don’t use the programs.

SSPs that provide naloxone also help decrease opioid overdose deaths. SSPs protect the public and first
responders by facilitating the safe disposal of used needles and syringes. — CDC Summary on SSPs

Office of Addiction
Services and Supports
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Syringe Services Programs are
Safe, Effective, and Cost-saving

Proof of Concept

Amsterdam, 1984: The exchange of used syringes for new, sterile ones was
first carried out in Amsterdam in 1984 to reduce the spread of hepatitis B
among people who inject drugs (PWID). An evaluation of this first syringe
exchange found that

1) it did not increase drug use;

2) it diminished the sharing of syringes;

3) it did not result in increased needle sticks among the general

public;

4) it stabilized the transmission of HIV; and 5) it decreased the

transmission of hepatitis B.
San Francisco, 1987-1992: An evaluation of one of the first syringe
exchanges (SEP) in the United States, an underground operation in San
Francisco, found that the median frequency of injections per day more than
halved between 1987 and 1992, and patrticipation in the SEP was found to be
positively correlated with the non-sharing of syringes.
CDC, 1993: A comprehensive summary of the public health impact of the
early syringe exchange efforts in the United States and abroad was funded
by the CDC in 1993; its findings were overwhelmingly supportive of syringe
exchange as a means of addressing the HIV epidemic among IDUs.
NYS Report, 2005: In spite of the Federal ban on funds directly supporting
syringe exchange---a decision not based on science but rather on political
exigencies---public health experts, including those in the Federal government
have examined the research identified access to sterile syringes as a
component of a comprehensive HIV prevention strategy to reduce HIV
infections among injectors.

Early NYS Data

HIV seroincidence began to fall following the
introduction of syringe exchange, as indicated by 10
studies conducted from 1992 through 1997.

HIV seroprevalence also declined markedly among
IDUs in New York City.

— From 1991 to 1996, seroprevalence decreased
from 53% to 36% in the Beth Israel Medical
Center (BIMC) detoxification program;

—  From 45% to 29% in a blinded seroprevalence
study of entrants in BIMC methadone
maintenance programs; from 44% to 22% in a
research storefront on the Lower East Side;

— From 48% to 21% in a research storefront in
Harlem; and

—  From 30% to 21% in STI clinics.

v, | Office of Addiction
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Syringe Services Programs are
Safe, Effective, and Cost-saving

In this overview of systematic reviews examining the effectiveness of needle and syringe programs (NSP) for PWID in
reducing blood-borne infection transmission and injecting risk behaviors, the authors identified 13 systematic reviews
contributing with 133 unique studies, which were mostly observational. Nine reviews reported outcome data on HIV
prevalence/incidence, eight on HCV, and six on injection risk behaviors (IRB). Meta-analysis was performed in four of these
reviews.

Our interpretation of the findings is that the overall results of the included systematic reviews are supportive of the:

—  Effectiveness of NSP in reducing HIV transmission and IRB among PWID, as well as in reducing HCV
infection, although the latter to lesser extent. The overall quality of the evidence is higher for HIV
transmission and IRB than for HCV infection. However, for HCV infection, the strength of the evidence
increases (because studies’ results are more consistent) if the intervention under consideration is not solely
NSP, but includes other components such as MOUD, in a strategy of full harm reduction intervention.

Furthermore, it is well known that sharing other injecting equipment (e.g., cottons, cookers, water, and filters) is an important
route of transmission of blood-borne infections, particularly in the case of HCV. This overview did not identify any studies
evaluating the effects of paraphernalia distribution at reducing the incidence or prevalence of HCV. One further
aspect is that individual NSP intervention studies are prone to selection (volunteer) bias, as these exchange
programs attract and retain higher-risk PWID. Taken together, these aspects may have contributed to some mixed
results reported in the systematic reviews and individual studies addressing HCV infection.

To sum up, aspects of NSP provision may be relevant, including structural-level NSP (i.e., high-level coverage), and multi-
component programs including full harm reduction seem to benefit all outcomes more than individual NSP.

v, | Office of Addiction
STATE| Services and Supports

Source: Fernandes RM, et. al., BMC Public Health. 2017.



May 19, 2022

What Happens When SSPs Are
Not Operational?

« Inearly 2015, Scott County, Indiana, was in the midst of one of the worst drug-related
HIV (and HCV) outbreaks in US history. As HIV surged in southeastern Indiana, the
county’s response was inhibited due to Indiana’s prohibition of syringe services
programs (SSPs).

- State lawmakers eventually reversed course and legalized a local SSP. The results
were remarkable.

— The county’s drug-related overdose deaths plunged 20 percent in 2019, and its
HIV transmission rate plummeted to just a single case in 2020.

— Research models further suggest that Indiana may have mitigated—and even
prevented—its HIV outbreak had it implemented an evidence-based response
that included a syringe services program before the county’s transmission rate

skyrocketed.
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Syringe Services Programs

, NNOovations to INCrease ACCESS |

« NEXT Distro: mail order supplies directly to the homes of
PWUDs

* Expand to emergency departments

* Vending machines (NYC DOHMH pilot project)
» Sharps boxes in public areas

« Naloxone boxes (“nalox boxes”) in public areas
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Expanding Access to Syrlnges (NYS ESA

« Syringe services programs
 Expanded syringe access program
(ESAP)

Pharmacies & medical providers: NYS
Law (signed 10/2021) eliminates the10-
syringe limit, but NYS DOH regulation
hasn’t been updated yet to reflect this
change

« Secondary syringe exchange: PWID
engage in secondary syringe exchange
(SSE), meaning that one PWID (a “provider”)
obtains syringes at an SSP to distribute to
other PWID (“recipients”)

* Drug User Health Hubs:

Increase accessibility

Culturally responsive

Low threshold

Harm reduction framework

12 drug user health hubs around NYS

https://www.health.ny.gov/diseases/aids/consumers/prevention/
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Expanding Access to Syringes (NYS ESAP)

What the Law Says

Licensed pharmacies, health care facilities, and health
care practitioners who can otherwise prescnbe
hypodermic needles or syringes may register with the
New York State Department of Health to sell or furnish
hypodermic needles or syringes to persons 18 years of
age or older. (The previous limit of 10 syringes has been
eliminated)

Persons who are age 18 years or older may legally obtain
and possess hypodermic needles and syringes through
ESAP- without a medical prescription.

Pharmacies may not advertise availability of hypodermic

needles or syringes without a prescription, and they must
keep them in a manner that makes them available only to

pharmacy staff (i.e., not openly available to customers).

Registered providers must cooperate in a program to assure
safe disposal of used hypodermic needles or syringes.

Hypodermic needles and syringes provided through ESAP are
accompanied by a safety insert explaining proper use, risk of
blood borne diseases, proper disposal, dangers of injection
drug use, how to access drug treatment as well as information
about HIV/AIDS.

An independent evaluation conducted in consultation with the
New York State AIDS Advisory Council, was submitted to the
Governor and the Legislature on January 15, 2003. It
assessed the impact of ESAP on needle and syringe sharing,
substance use, pharmacy practice, criminal activity, accidental
needle sticks among law enforcement, sanitation and other
personnel, syringe disposal, and various methods of education
on safe use and proper disposal.

10/2021: possession of and sale of needles and syringes
is decriminalized in NYS

73

What the Regulations Say

Eligible providers must register with the NYSDOH to sell,
furnish or accept for disposal hypodermic needles and/or
syringes. Pharmacies, clinics, and health care practitioners
that wish to accept household sharps under ESAP will have to
register for this program component. Hospitals are already
required to accept household sharps. Providers that accept
needles and syringes for disposal must comply with state and
local laws regarding the disposal of regulated medical waste.

Registration is limited to providers in good standing. It requires
completion of a registration that includes information regarding
the provider; an attestation that the provider will abide by
applicable laws and regulations; an explanation of how the
provider will participate in safe disposal; and an authorized
signature.

Registered providers must notify the NYSDOH of any changes
to the registration information, including notification to
withdraw from the program.

Registration information may be included in a resource
directory or registry for use by consumers and providers.

Registration may be suspended for a period up to one year,
upon the finding of a violation of Section 80.137 or when the
provider is found to be no longer in good standing.
Individuals aged 18 or older may legally obtain and
possess hypodermic syringes and needles obtained
pursuant to this regulation.
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Evidence
for

OPCs

Figure |. Mock-up of supervised injection services waiting room.
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What Are Overdose Prevention Centers (OPCs)?
Definition: Other names for OPC include:

. Overdose Prevention Centers (OPC): a facility that . . . o
allows people to consume pre-obtained substances under e Supervised/Safe Injection Facilities (SIF)

the supervision of trained staff in a clean, safe space. The . . . .
facilities are designed to reduce the public health (morbidity * Superwsed/Safe Injectlon Sites (SIS)

and mortality associated with substance use) and public order e Drug Consumption Rooms (DCR)
(public use, litter, crime) issues often associated with public

substance use. e Harm Reduction Centers (HRC)

. Facility staff members do not assist directly in e Supervised/Safe Consumption Spaces
substance use or handle any substances brought in by clients ( SCS)

but are present to provide sterile injection and other

supplies, answer questions on safe injection practices, e Medically Supervised Injection Centers
administer first aid if needed, and monitor for overdose

(with oxygen and naloxone on hand). (MSIC)

. There has not been a single overdose fatality at any
OPC worldwide. Facility staff also offer general medical
advice and referrals to substance use disorder treatment,
medical treatment, and other social support

programs. These facilities are intended to complement, not

replace, existing prevention, harm reduction, and treatment ' .
services. We. | Office of Addiction
https://drugpolicy.org/issues/supervised-consumption-services STATE SerViCES and SUPPOI'tS
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Background/History of OPCs

« The first professionally staffed service where injection substance use was accepted
emerged in the Netherlands during the early 1970s as part of the "alternative youth
service" provided by the St. Paul's church in Rotterdam. The first modern OPC, actually a
café, was opened in Berne, Switzerland in 1986. An injection room was not originally
conceived; however, people who use drugs (PWUD) began to use the facility for this
purpose. After discussions with the police and the legislature, the café was turned into the
first legally sanctioned OPC provided that no one under the age of 18 was admitted.

« There are approximately 122 OPCs currently operating in > 60 cities in ten
countries around the world (Australia, Canada, Denmark, France, Germany,
Luxembourg, the Netherlands, Norway, Spain, Switzerland, and the US:

NYS). Underground OPCs have operated in the United States (US) since 2014. In July
2021, Rhode Island became the first state in the US to authorize a two-year pilot program
to establish OPC (termed HRC in their legislation) where people can consume pre-
obtained substances under the supervision of trained staff. In November 2021, two
OPCs opened in Manhattan (in Harlem and Washington Heights).

Office of Addiction

https://jamanetwork.com/journals/jama/fullarticle/2724457 %‘ﬁ’x
https://en.wikipedia.org/wiki/Supervised injection siteff::text=Supervised%20injection%20sites%20(SIS)%20are,by%20location%20and%20political%20jurisdiction STATE | Services and SUPPOI'tS
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Where Are the OPCs?

OTTAWA

TORONTO P

MEXICAL) PHI

There are currently about 120 supervised injection sites around the globe. Could Philadelphia be next?
CYNTHIA GREER / Staff

EW

N
https://www.inquirer.com/opinion/commentary/safe-injection-sites-philadelphia-dublin-ottawa-toronto-mexicali-20190629.htm| J E?XTKE
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Overdose Prevention Centers (OPCs) in NYC

* 2 OPCs opened in NYC in November 2021
o Operated by a harm reduction organization (On
Point); privately funded
o Numerous social and medical services on-site
o No public funding or oversight

e Qutcomes in first 3 months

o Reversed nearly 200 overdoses
o Used >10,000 times

y/ | . \ /
g -: ":‘ /"( ; | : $2 ‘ :‘\ ““‘ »':.' . : ." =N
| | | gmaEie=a | S
I&f | 2/ g e \ — =
> L . : NEW
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Overdose Prevention Centers (OPCs)

. Endorsed by AMA, APHA, ASAM
. ASAM Recommendations, July 2021

Considering the rapidly rising rates of overdose deaths and currently available data on overdose prevention sites
(OPS), ASAM recommends:
1.Pilot OPS should be developed and implemented in communities where there is perceived need and local
support by PWUD and other community members. Pilot programs should be designed, monitored, and
evaluated to generate data to inform policymakers on the feasibility, effectiveness, and legal aspects of OPS in
reducing harms and health care costs related to drug use.
1. Pilot OPS should be considered a health service for PWUD that is integrated with a larger continuum
of health services, including evidence-based SUD treatment.
2. OPS staff should be trained to forge trusting relationships with PWUD and to help link them to a range
of services, including evidence-based SUD treatment.
2.The federal, state and local governments should take action to ensure state- or locality-sanctioned pilot OPS
can operate without fear of prosecution.
3.State and local health departments should provide regulatory oversight of any established OPS to ensure
that best practices are implemented and maintained, and that outcomes are continuously measured.
4.Studies of OPS should seek to answer the following questions:

1. Are international outcomes replicable in the United States (for example impact on fatal and non-fatal
overdoses; emergency service calls; injection use behaviors; crime rates in surrounding area)?
2. How does the establishment of an OPS impact the community’s health care system and what are the

best models for integration of services with area health care systems including emergency
services (EMS/Emergency Department), hospitals and health care systems?

3. What staffing models (e.g., healthcare professionals, peer coaches, etc.) and available services (e.g.,
linkages to housing or employment support, other healthcare services, etc.) lead to the best outcomes
based on the metrics above?

5.Funding for OPS should not reduce resources that support effective evidence-based treatment and social
services needed by program participants.
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What IS the evidence for OPCS’P

THIS SITE SAUES LIVES Finally, we notetht, although the research on SCSs s lagely imied n s fype and desin,
ESTE SITIO SALVA UIDA:

many SCSs have been around for 1510 30 years and have survived muliple changes n ocaland
natonal governments. Ofcourse, prsistence does ot mply effetveness however, ifseems
el hatthse programs—which were niiall coniroversial i many places—would have
such longeviy if thy had senious adverse consequences for heir chentsor for their
communitis. Theteare tesearchers and advocates who beleve hat uring an emengency such as
e presnt opiordcnss nthe United Staes, the absence of a arge downside sk for a program
tat s irong face valcity may be sufcien for some policymkers fo poceed, et han

Kilmer et al. RAND 2018
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Reduction In overdose mortality

Reduction in overdose mortality after the opening of North @ Results
America’s first medically supervised safer injecting facility: 0

aretrospective population-based study '.
75

Brandon 1L Marshall, M- Milay, Evan Woad, Julie 3G Mantaner, Thomas Kerr

Summary

Background Overdose from illicit drugs is a leading cause of premature mortality in North America. Internationally, et 2013377142937
more than 65 supervised injecting facilities (SIFs), where drug users can inject pre-obtained illicit drugs, have been  pusished owine
opened as part of various strategies to reduce the harms associated with drug use. We sought to determine whether #1301

the opening of an SIF in Vancouver, BC, Canada, was associated with a reduction in overdose mortality, zg:ﬂ:n;f;ﬁm

|
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\ / Overdose mortality decreased in the two census tracts surrounding Insite
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Methods We examined population-based overdose mortality rates for the period before (Jan 1, 2001, to Sept 20, 2003) M”mw:wm

and after (Sept 21, 2003, to Dec 31, 2003) the opening of the Vancouver SIF. The location of death was determined :t::::i:mns

from provincial coroner records, We compared overdose fatality rates within an a priori specified 500 m radius of the s washatrio,

SIF and for the rest of the city. iy i Eood i,
Pref | SC Momtanir MD,

Findings OF 290 decedents, 229 (79-0%) were male, and the median age at death was 40 years (IQR 3248 years). A L";’;‘:“J‘:mﬁwm‘f;

third (89, 30-7%) of deaths occurred in city blocks within 500 m of the SIF. The fatal overdose rate in this area o ofpopuston sndPubic

decreased by 35-0% after the opening of the SIF, from 253-8 to 165-1 deaths per 100000 person-years (p=0-048). By - Heskh Univentyf rith

contrast, during the same period, the fatal overdose rate in the rest of the city decreased by only 9-3%, from 7.6 to Columbia (W] Wik,

69 deaths per 100000 person-years (p=0.490), There was a significant interaction of rate differences across sirata mfﬁ:ﬁm
(p=0-049), Wailman chool of Publc

Hialth, Columbia Univérsity,
Interpretation SIFs should be considered where injection drug use is prevalent, particularly in areas with high ""’M"v'lus"
densities of overdose Bou sl
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Thareas Ker, Urbar Health

Funding Vancouver Coastal Health, Canadian Institutes of Health Research, and the Michael Smith Foundation for - geeuch e, 8¢ e Source: Marshall et al. Lancet, 2011
Health Research, for Excallenen in HIVIAIDS,
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No fatal overdoses ever at any OPC

Table 1. Injections, Opioid-Involved Overdoses, and Overdose Deaths at an
Unsanctioned Safe Consumption Site, 2014 through 2019.*
Injection Opioid Overdoses per  Overdose

Year Events Overdoses 1000 Injections Deaths
2014 350 0 0.00 0
2015 1,076 1 0.93 0
2016 1,536 1 0.65 0
2017 1,759 3 1.71 0
2018 2,867 13 4.53 0
2019 2,926 15 5.13 0
Total 10,514 33 3.14 0

* The data are from an unsanctioned safe consumption site in an undisclosed
city in the United States.

Office of Addiction
Services and Supports
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Evidence of Efficacy of OPCs

Over 100 evidence-based, peer-reviewed studies have consistently proven the positive impacts of OPCs, including:

Increasing entry into substance use disorder (SUD) treatment; at Insite, an OPC in Vancouver, Canada, 42% of a select group of substance users followed over
time entered SUD treatment between 2003-2005; another study of Insite clients found that 57% had entered SUD treatment during the study period

Reducing the amount and frequency that clients use substances; in one study, 75% of Insite clients reported a change in injecting behavior because of
receiving services; another study found that 23% of Insite clients had stopped injecting during the study period

Reducing public disorder and public injecting without increasing substance use or crime in the vicinity of the OPC; an OPC in Barcelona, Spain reported a
decrease in discarded syringes from 13,000 in 2004 to 3,000 in 2012; public injecting in the surrounding 10 blocks around Insite decreased by 50% in the first
3 months it was operational

Reducing HIV and Hepatitis C risk behavior (i.e., syringe sharing, unsafe sex); in one study among OPC clients, syringe sharing decreased from 37% in 1996
to 2% in 2011

Successfully managing frequent on-site overdoses and reducing drug-related overdose death rates, particularly in the vicinity of the OPC; an OPC in
Barcelona, Spain reported a 50% reduction in overdose mortality in the vicinity from 1991 (1833 deaths) to 2008 (773 deaths)

Saving costs due to a reduction in disease, overdose deaths, and need for emergency medical services; near Insite, there was a 67% reduction in EMS calls
for overdoses; among Insite clients, there was a reduction in hospitalizations for cutaneous injection-related infections, such as endocarditis, osteomyelitis,
and abscesses, from 27% to 9% over 4 years, and the length of hospitalization decreased from an average of 12 days to 4 days

Increasing the delivery of medical and social services; in one study, among Insite clients, 94% accessed non-medical services on site, 44% accessed medical
services on site, and 24% indicated that they would not have accessed these services if they had not been available on site

https://jamanetwork.com/journals/jama/fullarticle/2724457

https://www.ohtn.on.ca/Pages/Knowledge-Exchange/Rapid-Responses/Documents/RR83-Supervised-Injection-Effectiveness.pdf NEW ofﬁce ofAddiction

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5685449/

YORK

https://dbhids.org/wp-content/uploads/2018/01/0OTF LarsonS PHLReportOnSCFE Dec2017.pdf
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The Cost Effectiveness of OPCs

. It is more challenging to determine the costs to operate OPC. Many of the : : : H
referenced costs are dated and done in the context of single-payor health care systems. MOdeI ! ng Of cost savi ngs for a hypOthetlcaI OPC In
Conceptually, it is challenging (not impossible but challenging) to think about billable Ph||ade| ph|a fou nd the fol |owing:

services at OPCs as persons may prefer to use services at the OPC anonymously.

. Most of the information published on cost as related to OPC is around cost - Reduced costs related to hOSpita lization for skin
effectiveness and cost savings due to averted infections (HIV; HCV; injection-related . . . .

infections: skin and soft tissue infections, endocarditis, osteomyelitis) and averted d nd SOft tissue |nfeCt|0ns (SSTl) were estli mated
hospitalizations. to between $1.5 and $1.8 million per year

. Using data from Insite in Vancouver, focusing on the base assumption of decreased - The estimated total value of overdose deaths
needle sharing as the only effect of an OPC, the OPC was associated with an incremental .

net savings of almost $14 million and 920 life-years gained over 10 years. ave I"ted was between $125 a nd $748 mi | ||On

. When also considering the health effect of increased use of safe injection practices, annua | Iy

the incremental net savings increased to more than $20 million and the number of life-years _ H H

gained increased to 1070. Results took into consideration the frequency of injecting, the risk The estimates for the ImpaCt on health care

of HIV transmission through needle sharing, the frequency of safe injection practices among .

clients of the OPC, the costs of HIV-related care, the cost of operating the OPC, and the costs annua I ly_were )

proportion of clients who inject in the facility. Insite has been associated with improved O A red uction Of ~$123,000 from am bU |a nce

health and cost savings, even with conservative estimates of efficacy.

costs
. Another study found an average of $17.6 million in lifetime medical expenses saved ~ H : :
for each year that Insite is operational. The estimates of savings greatly exceed Insite’s o 52801 000 savi ngs frO ma red uction in
annual operating cost of 53 million. hospital emergency department utilization
. The average per-capita operating cost of government sanctioned OPCs in Canada is O "‘5247,000 savings fr‘om r‘educed
reported to be CAD$S600 (USS475) per unique client. Mathematical modeling showed cost to . . .
benefit ratios of $1 spent ranging from $1.50-$4.00 in benefit. The certainty of cost- hosplta lizations

effectiveness is monitored with longitudinal studies.
https://dbhids.org/wp-content/uploads/2018/01/0TF LarsonS PHLReportOnSCF Dec2017.pdf
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Conclusions: Harm Reduction:
The Evidence for Overdose Prevention and Intervention Strategies

 There is robust data with respect to evidence-
based harm reduction strategies for overdose
prevention and intervention.

« MOUD, naloxone education and distribution, FTS
(and less so, other drug checking strategies),
SSPs, and OPCs all have evidence-based
research to support their use with PWUD to
decrease the high morbidity and mortality related
to unintentional overdose.
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Questions?

« Kelly.Ramsey@oasas.ny.qov

 Thanks!

Harm
Reduction
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