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Abstract 
This paper focuses on one particular harm reduction approach, naloxone access and distribution. 
The paper highlights the history of naloxone, beginning with its invention in the 1960s, and frames 
the antidote in the context of academic research. The paper shows that naloxone has always been 
viewed as a drug of great promise - from reversing propoxyphene overdoses to screening for 
addiction at methadone clinics - but that it did not widely appear in public health literature and 
discourse until the mid-1990s, with the rise of prescription opioids and the re-emergence of 
heroin. The paper covers the passage of naloxone access laws and the implementation of take-
home programs but argues that both have failed to make as large of an impact as policymakers 
might have expected due to resistance from physicians and the general public, who fear enabling 
drug use and exhausting federal and local resources through the harm reduction approach. In 
telling the story of naloxone, the paper broadly aims to show that the drug follows the trajectory of 
many other public health initiatives - academic research and policy never perfectly translate into 
practice. The paper brings to light interesting questions about who bears responsibility for drug 
use, our responsibility to others within our community, and how we define effectiveness in terms 
of a solution. 
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A 38-year old man lies face down on the sidewalk of a gas station in Dayton, Ohio. His 

nails have turned blue and foam emerges from his mouth. Police officers rush to his side and 

administer multiple doses of naloxone, an opioid reversal drug. Minutes later, the man awakes - 

this is the fourth time police officers have rescued him from a heroin overdose. Yet after thanking 

the first responders for saving his life, the man declines a trip to the detox clinic, the first step of a 

treatment program designed to help him break the cycle of addiction.1 Naloxone has done its job - 

the man is rescued, but not in treatment. He may overdose again. 

Police officers across Dayton, once known as the “drug capital” of the nation, have carried 

naloxone with them since 2016, part of a larger push to stem the number of fatal overdoses in the 

city.2 Researchers at Stanford University have found that naloxone could help avert 21,000 deaths 

over the next decade - more than expanding access to medications for addiction or reducing 

painkiller prescriptions could.3 And expanding access to naloxone has become a bipartisan issue, 

with endorsements from Surgeon Generals from both the Obama and Trump administrations. In 

Dayton alone, police officers have used naloxone on nearly 400 people in two years, saving that 

many lives.4 Fatal overdoses are down in the city by more than 50 percent from 2017.5 Yet access 

                                                
1 Wedell, Katie. "'We're Making a Difference': A Day with Dayton's Overdose Response Team." 

Mydaytondailynews. June 26, 2018. Accessed December 11, 2018. 
http://www.mydaytondailynews.com/news/making-difference-day-with-dayton-overdose-response-
team/FzP2Ia1ZhqMYqb8asFlJtI/. 

2 Wedell, Katie. "Can Dayton Go from 'overdose Capital' to a Model for Recovery?" Daytondailynews. 
September 18, 2018. Accessed December 11, 2018. http://www.daytondailynews.com/news/local/can-
dayton-from-overdose-capital-model-for-recovery/gSyr5Ktm7geJPYbuYtID0N/. 

3 Pitt, Allison L, et al. “The American Journal of Public Health (AJPH) from the American Public Health 
Association  

(APHA) Publications.” Cross-Sectional and Longitudinal Effects of Racism on Mental Health Among 
Residents of Black Neighborhoods in New York City | AJPH | Vol. 105 Issue 4, 12 Sept. 2018, 
ajph.aphapublications.org/doi/10.2105/AJPH.2018.304590. 

4 Gokavi, Mark. "Dayton Police Have Revived One Overdose Patient 20 times." Daytondailynews. June 
30, 2017. Accessed December 11, 2018. http://www.daytondailynews.com/news/crime--law/dayton-police-
have-revived-one-overdose-patient-times/ZS7LRrdXlZ6K60sxlD61AO/. 

5 Goodnough, Abby. “This City's Overdose Deaths Have Plunged. Can Others Learn From It?” The New 
York Times, The New York Times, 25 Nov. 2018. Accessed December 11, 2018.  
www.nytimes.com/2018/11/25/health/opioid-overdose-deaths-dayton.html. 
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to naloxone has come at a cost to taxpayers - just $350,000 in Dayton alone - and some 

researchers have found that increasing naloxone access only increases opioid use and crime, with 

no net decrease in mortality.6 As the anecdote of the 38-year old man above suggests, many 

continue to use after being rescued from overdoses, despite the potentially fatal consequences. 

In Dayton, the backlash to the police department’s decision to carry naloxone and answer 

overdose calls has been resounding. On Facebook, following a local Fox news report on the cost 

and impact of naloxone in Dayton, users angrily sounded off. “Let the junkies OD and die,” wrote 

one Dayton resident.7 “They need to pay. No one pays for diabetics, cancer, depression, allergy or 

any other medications that people need,” wrote another.8 Some City Council members have 

joined the calls to cut back naloxone access as well, arguing that an addict “obviously doesn’t 

care much about his life, but he’s expending a lot of resources, and we can’t afford it.”9 “I want to 

send a message to the world that you don’t want to come to Middletown to overdose because 

someone might not come with NARCAN and save your life. We need to put a fear about 

overdosing in Middletown,” City Council member Dan Prichard was quoted as saying in Dayton 

Daily News, referencing naloxone by the brand under which it is most commonly sold, 

NARCAN.10 Law enforcement in Dayton has even begun to oppose naloxone expansion. "[Police 

officers] can come out and hit you with $600 worth of Narcan today, you come back to life, get 

                                                
6 Ibid. 
7 Moore, Rhonda. “FOX 45 Special Report: What Is the True Cost of Narcan?” WRGT, 11 May 2017. 

Accessed December 11, 2018. fox45now.com/news/local/fox-45-special-report-what-is-the-true-cost-of-
narcan. 

8 Ibid. 
9 Gokavi, Mark. “Dayton Police Have Revived One Overdose Patient 20 Times.” Daytondailynews, Staff 

Writer, 30 June  
2017. Accessed December 11, 2018. www.daytondailynews.com/news/crime--law/dayton-police-have-

revived-one-overdose-patient-times/ZS7LRrdXlZ6K60sxlD61AO/. 
10 Ibid. 
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up and walk off and then [police officers] can do it again tomorrow. So when does it stop? " asked 

Montgomery County Sheriff Phil Plummer in the local Fox news report.11 

Naloxone access and distribution fall under a broad category of public health policies 

designed to reduce the health risks associated with drug use - otherwise known as “harm 

reduction” approaches. Popularized in the 1980s in the midst of the HIV/AIDS epidemic, harm 

reduction approaches work to reduce the negative consequences associated with drug use, 

including death, HIV, hepatitis C, criminal activity, and incarceration. By accepting drug use as a 

reality, harm reduction veers from older, more traditional approaches to addressing drug use: 

criminalize, wean, and encourage abstinence. 

Because of harm reduction’s broad definition, there remains significant contention around 

where one draws the line between harm reduction and treatment. Some researchers suggest harm 

reduction includes medication-assisted treatment (MAT), such as methadone or suboxone 

programs, because they allow users to continue to “use” - in this case prescribed medications - but 

normalize body functions and reduce negative consequences, such as fatal overdoses or 

incarceration.12 Others contend, however, that MATs are solely treatment, with the intended goal 

of weaning users off of drugs. Harm reduction, they argue, still allows users to use and abuse drugs 

indefinitely.13 

The three approaches harm reduction approaches most commonly discussed in the context 

of the opioid crisis are naloxone access and distribution, syringe exchange programs (SEPs), and 

supervised injection facilities (SIFs). All 50 states have passed legislation designed to improve 

                                                
11 Moore, Rhonda. “FOX 45 Special Report: What Is the True Cost of Narcan?” WRGT, 11 May 2017. 

Accessed December 11, 2018. fox45now.com/news/local/fox-45-special-report-what-is-the-true-cost-of-
narcan. 

12 Jarlais, Don C. Des. “Harm Reduction in the USA: the Research Perspective and an Archive to David 
Purchase.”  

Harm Reduction Journal, BioMed Central, 26 July 2017. Accessed December 11, 2018. 
harmreductionjournal.biomedcentral.com/articles/10.1186/s12954-017-0178-6. 

13 Ibid. 
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access to naloxone, and both the Obama and Trump administrations have emphasized making the 

overdose antidote available to law enforcement and first responders. And as mentioned earlier, 

researchers expect naloxone to help avert 21,000 deaths over the next decade - more than 

expanding access to medications for addiction or reducing painkiller prescriptions could.14 Syringe 

Exchange Programs (SEPS), which trace their beginnings to the HIV/AIDS epidemic, provide users 

with access to sterile injecting equipment. Intravenous drug use accounts for up to 15 percent of 

all new HIV infections and is the primary risk factor for the transmission of HCV - largely the result 

of users sharing infected needles.15 In New York, following the implementation of SEPS across the 

city in the 1990s, HIV seroprevalence fell from 50 percent to 17 percent.16 Nearly 300 SEPS have 

been established across the nation.17 Supervised injection facilities (SIFs), also known as supervised 

consumption sites or drug consumption rooms, are legally-sanctioned programs that allow 

individuals to use illicit drugs under the supervision of medical professionals.18 While SIFs have 

gained traction across Canada, they have yet to be adopted in the United States.19 Research 

suggests that those using through SIFs are more likely to enter detox programs, less likely to share 

needles, and significantly less likely to fatally overdose.20 

I focus my paper on one particular harm reduction approach, naloxone access and 

distribution. I highlight the history of naloxone, beginning with its invention in the 1960s, and 

                                                
14 Kwate, Naa Oyo A, and Melody S Goodman. "Cross-sectional and Longitudinal Effects of Racism on 

Mental Health among Residents of Black Neighborhoods in New York City." American Journal of Public 
Health 105, no. 4 (2015): 711-8. 

15  Des Jarlais, Don C., Marmor, Michael, Paone, Denise, Titus, Stephen, Shi, Qiuhu, Perlis, Theresa, 
Jose, Benny, and Friedman, Samuel R. "HIV Incidence among Injecting Drug Users in New York City 
Syringe-exchange Programs." The Lancet 347, no. 9033 (1996): 987. 

16 Ibid. 
17 Ibid. 
18 Theisen-Toupal, Jesse, et al. “When Should Harm-Reduction Strategies Be Used for Inpatients with 

Opioid Misuse?”  
The Hospitalist, 14 Apr. 2016.Accessed December 11, 2018. www.the-

hospitalist.org/hospitalist/article/121771/when-should-harm-reduction-strategies-be-used-inpatients-opioid-
misuse. 

19 Ibid. 
20 Ibid. 
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frame the antidote in the context of academic research. I show that naloxone has always been 

viewed as a drug of great promise - from reversing propoxyphene overdoses to screening for 

addiction at methadone clinics - but that it did not widely appear in public health literature and 

discourse until the mid-1990s, with the rise of prescription opioids and the re-emergence of 

heroin. I cover the passage of naloxone access laws and the implementation of take-home 

programs but argue that both have failed to make as large of an impact as policymakers might 

have expected due to resistance - from physicians and the general public, who fear enabling drug 

use and exhausting federal and local resources through the harm reduction approach. In telling the 

story of naloxone, I broadly aim to show that the drug follows the trajectory of many other public 

health initiatives - academic research and policy never perfectly translate into practice. The paper 

brings to light interesting questions about who bears responsibility for drug use, our responsibility 

to others within our community, and how we define effectiveness in terms of a solution. 

Naloxone Access and Distribution 

As with many breakthrough innovations, naloxone was discovered by accident. Drs. 

Mozes Lewenstein and Jack Fishman, Jewish researchers who had fled the Nazi occupation of 

Eastern Europe, were looking for a way to treat constipation caused by chronic opioid use.21 

Through their research, they invented naloxone, a medication they found that could block the 

effects of opioids on the body, despite exhibiting similar properties as methadone. Little did 

Lewenstein and Fishman know the impact their discovery could have on society - after filing for 

and receiving a patent in 1961, they allowed it to expire, wary of the fees associated with 

renewing a patent.22 

                                                
21 Castillo, Tessie. "Who Invented Naloxone?" HuffPost. December 15, 2014. Accessed December 11, 

2018. http://www.huffpost.com/entry/meet-jack-fishman-the-man_b_6329512. 
 
22 Yardley, William. “Jack Fishman Dies at 83; Saved Many From Overdose.” The New York Times, The 

New York Times, 19 Oct. 2018. Accessed December 11, 2018. 
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Naloxone first appeared in academic research in 1968, three years before the Federal Drug 

Administration (FDA) approved the use of the drug for treating overdoses.23 In an article published 

in the Journal of the American Medical Association, Tamas Kallos and Theodore Smith found that 

naloxone could reverse the respiratory depression produced by pentazocine, which had recently 

been introduced as a supplement to surgical anesthesia.24 The authors produced respiratory 

depression in three volunteers by over-injecting pentazocine, then administered proportional 

doses of naloxone 15 to 20 minutes later. Kallos and Smith found that the naloxone reduced 

respiratory depression from pentazocine by 60 percent or more. The authors were encouraged by 

the findings, not only because they had proved that naloxone, a drug in late-stage clinical 

development, was a narcotic antagonist, but also because naloxone was 10 to 25 times more 

potent than nalorphine, the most common agonist at the time.25 The authors, however, incorrectly 

suggested that pentazocine exhibited an “absence of addiction liability” and was not “capable of 

sustaining or producing an addiction.”26 

Following naloxone’s commercial release in 1971, medical professionals began to agree 

on naloxone as the antagonist of choice in counteracting opiate overdose. Gordon (1972) reported 

that naloxone was far safer that nalorphine, a common narcotic antagonist at the time, as naloxone 

was used in smaller doses (0.01 mg/kg of body weight), carried no risk of central nervous system 

(CNS) depression, and could be repeated frequently. Waldron et al. (1973) found naloxone 

hydrochloride to be the preferred treatment for methadone overdose. Because physicians did not 

                                                
www.nytimes.com/2013/12/15/business/jack-fishman-who-helped-develop-a-drug-to-treat-overdoses-dies-
at-83.html. 

23 "Expanding Access to Naloxone: Reducing Fatal Overdose, Saving Lives." Drug Policy Alliance. 
Accessed December 11, 2018. 
http://www.drugpolicy.org/sites/default/files/DPA_Naloxone_Issue%20Brief_0.pdf. 

24 Kallos, Tamas, and Theodore C Smith. "Naloxone Reversal of Pentazocine-Induced Respiratory 
Depression." JAMA 204, no. 10 (1968): 932. 

25 Ibid. 
26 Ibid. 
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have to worry about the respiratory depressant effect of naloxone, they could administer the drug 

frequently to counteract methadone prolonged action. Vlasses and Flaker (1974) reported two 

cases of successful reversal of propoxyphene (a now-banned substance) overdosage with 

naloxone. They also argued that while research before the advent of naloxone had advocated for 

nalorphine and levallorphan as opiate antagonists, cases of propoxyphene overdose had only 

significantly increased over the past decade, suggesting that the two antagonists were largely 

ineffective. Tanaka (1974) further encouraged the move to naloxone hydrochloride, finding that 

unlike nalorphine or levallorphan, naloxone did not cause respiratory depression by itself. Tanaka 

did find, however, that naloxone administration was likely to result in nausea and vomiting - 

common withdrawal symptoms - among 90 percent of patients. 

Encouraged by the findings supporting naloxone as an opioid reversal drug, medical 

professionals began to discuss when naloxone should be used and how it should be accessed. In a 

1972 Letter to the Editor in the New England Journal of Medicine, Paul Blachly, a psychiatrist and 

methadone-maintenance program administrator at the University of Oregon’s Medical School, 

highlighted discussions that were underway to determine whether naloxone should be made 

available to all those who had overdosed: 

 

“It is because of the extreme safety of naloxone that discussions are underway to ascertain 
whether it should be made available to everyone likely to come into contact with persons 
overdosed with heroin (e.g., ambulance drivers, policeman, or even addicts themselves) as 
the most practical way of decreasing the death rate from heroin overdosage [sic].”27 

 

                                                
27 “Value of Naloxone | NEJM.” New England Journal of Medicine, 

www.nejm.org/doi/full/10.1056/NEJM197204272861718. 
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Blachly’s letter marked the first recording of a public health debate that continues to today - 

whether more naloxone should be made available to first responders and users to reduce fatal 

overdoses. 

As discussions about naloxone accessibility in the broader community continued, medical 

professionals themselves began to use naloxone to screen for addiction. With the rise of 

methadone treatment programs, physicians were tasked with having to decide who to admit - a 

difficult situation considering that many did not have documented histories of relapse after 

detoxification attempts in a hospital or jail. Getting documentation of physical dependence from 

other institutions could take weeks, and even then, one needed to assume that the personnel in 

other institutions were competent diagnosticians of addiction. If physicians required that patients 

relapse after detoxification in order to receive methadone treatment, they would be “refusing 

treatment to perhaps the three quarters of patients who prefer to maintain an illicit habit than to 

submit to hospital treatment.”28 If physicians simply accepted the patient’s word, however, they 

risked creating methadone addicts out of those who may have never been addicted, but were 

applying for treatment because they thought they were addicted to opioids or “for ulterior 

reasons.” While physicians could have conducted urine analysis to diagnose an addiction - they 

often felt uncomfortable asking for urine samples. “If the physician demands that several urine 

specimens reveal opiates, he is in the morally uncomfortable position of demanding continued use 

of illicit drugs, even if he can be certain that his laboratory has no false-positives or negative 

results,” wrote Paul Blachly in “Naloxone for Diagnosis in Methadone Programs” in the Journal of 

the American Medical Association. In what came to be known as the naloxone challenge test, 

healthcare advisors began to intravenously inject naloxone to determine whether patients 

                                                
28 Blachly, Paul H. "Naloxone for Diagnosis in Methadone Programs." JAMA 224, no. 3 (1973): 334-35. 
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maintained a physical dependence on opiates. Patients who exhibited signs of opioid withdrawal 

after receiving naloxone were classified as having a physical dependence. In a 1974 Letter to the 

Editor in the New England Journal of Medicine, Ashok Daftery describes a naloxone challenge for 

propoxyphene dependence carried out among two subjects at the University of Wisconsin. After 

providing the two individuals 10 capsules of the Darvon compound at four-hour intervals for a 

week, researchers denied the patients Darvon for eight hours, before administering naloxone and 

saline (placebo) separately on two consecutive days. While saline administration did not elicit 

withdrawal, naloxone administration was associated with the onset of withdrawal symptoms such 

as nausea and severe abdominal cramps. Effectively, the researchers had screened for drug use 

through precipitated withdrawal. The naloxone challenge test was quickly adopted across the 

country, often being used to determine who qualified for methadone-maintenance program - and 

preventing programs from creating methadone addicts. In Oregon, 34-40 percent of methadone-

program applicants were turned away after being found to not be physically dependent on 

opiates.29 In Philadelphia, the number was higher, with 45 percent of applicants being turned 

away at the door for failing the naloxone challenge test.30 

By the 1980s, naloxone was being examined as both a diagnostic and therapeutic agent for 

various disorders and infections. Based on the discovery of specific opiate receptors and 

endogenous opioid peptides (endorphins) in the mid-1970s, researchers had begun to speculate on 

the role of endorphins in normal and abnormal behavior. For example, researchers hypothesized 

that an excess of endorphin activity contributed to psychiatric illness. Understanding that naloxone 

displaced endorphins from opiate receptors in vivo, researchers began to test their hypothesis by 

administering naloxone. Any improvement, they believed, would be associated with opiate 

                                                
29 "Naloxone Challenge in Propoxyphene Dependence." New England Journal of Medicine 291, no. 18 

(1974): 979-80. 
30 Ibid. 
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receptor blockade by naloxone. Under double-blind conditions, Davis et al. (1979) and Janowsky 

et al. (1979) found that naloxone reduced in manic symptoms in individual patients. In a double-

blind study of the behavioral effects of short-term naloxone hydrochloride administration, Pickar et 

al. (1982) found that naloxone produced a statistically significant reduction in the ratings of some 

schizophrenic symptoms. Therapeutic effects also included improvements in auditory 

hallucination, the individual Brief Psychiatric Rating Scale (BPRS) item "Unusual Thought 

Content," and overall psychotic symptoms. Hinshaw et al. (1984) studied naloxone as therapy for E 

Coli shock by infusing dogs and baboons intravenously with E Coli and then administering 

naloxone. Hinshaw found that while four of five naloxone-treated dogs survived permanently, all 

baboons died within 42 hours. Bernstein (1979) even found naloxone to relieve intractable 

pruritus. Bernstein hypothesized that opiate antagonist functioned as an antipruritic agent by 

blocking the enkephalin and endorphin opiate receptors in the Central Nervous System. According 

to Bernstein, centrally located opioid peptides modulate the sensation of itching. 

More significantly, given naloxone’s life-saving potential, physicians began suggesting that 

naloxone should be used in the case of any coma. “In any case Naloxone, along with dextrose, 

should be administered to all unconscious patients, regardless of suspected cause of coma,” wrote 

Kulig et al. (1982). Kulig et al. reported that even when naloxone was inadvertently given as a 

large overdose, there were no adverse side effects - save the possible precipitation of opiate 

withdrawal. Kulig et al. found that massive doses of naloxone, up to 4 mg/kg, were not associated 

with serious side effects and concluded to be safe. Gilman (1982), however, pushed back against 

Kulig’s labeling of naloxone as “foolproof,” arguing that naloxone had been implicated in causing 

ventricular fibrillation in patients suffering from hypertension and acute pulmonary edema. Hardy 

(1981) raised the possibility that naloxone administration in certain circumstances might not be 

ethically correct, leading to costly and sometimes painful efforts on patients who are unlikely to 
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benefit. Resuscitation, Hardy argued, could inflict pointless suffering on dying patients, or restore 

them to life only to live a few more agonizing hours or days in the ICU. Despite this resistance, 

emergency departments around the nation began routinely administering naloxone in treatment of 

coma of uncertain cause by the end of the 1980s.31 

It wasn’t until the mid-1990s, however, that naloxone entered public health discourse. 

Naloxone, which cannot reverse non-opioid overdoses or transmitted diseases, had figured largely 

irrelevant during the crack cocaine epidemic and HIV/AIDS epidemic. While naloxone had been 

used in clinical and hospital overdose management and to screen for addiction, it was not 

discussed as a community-based intervention. Some, such as Pamela Roderick, who first began 

using heroin in the 1970s, argued that the shift in discourse and emphasis on naloxone as a harm 

reduction approach in the 2000s had to do with race. 

 

“No one cared when drugs and death were contained in the slums. When Black and Latino 
people were overdosing and committing crimes because of drugs, this created jobs -- more 
jails, prisons, courts, probation officers, and parole officers. Way back in the 50s, 60s, and 
70s, hard drugs were mainly a ghetto thing. No one cared, but when white middle class 
kids began to get more involved, it began to change the face of addiction. All of a sudden, 
diversion programs popped up, alternatives to jail time began, [and] programs and 
treatment centers abounded.”32 

 

While heroin had been used by affluent, middle-aged white women in 19th century America, it 

was deemed illegal by the 1924 Heroin Act, which prohibited the manufacture, importation, and 

possession of heroin - even for medicinal use.33 Over time, heroin use became associated with 

                                                
31 Don DesJarlais, “Harm reduction in the USA: the research perspective and an archive of David 

Purchase,” Journal of Harm Reduction 14, no. 1 (2017): 51. 
32 Hardy, Alexander. "This Is What Addiction Was Like Before It Became a White-People Problem." 

Tonic. October 20, 2017. Accessed December 11, 2018. https://tonic.vice.com/en_us/article/7x4p4z/this-is-
what-addiction-was-like-before-it-became-a-white-people-problem. 

33 "The National Alliance of Advocates for Buprenorphine Treatment." How Do Opioids Work in the 
Brain? Accessed December 11, 2018. http://www.naabt.org/laws.cfm. 
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deviant, anti-social behavior as its use picked up among subcultures (the beatniks and jazz 

musicians) and black communities.34 Between 1960 and 1990, the number of heroin users in the 

United States remained steady around 750,000.35 Beginning in the 1990s, however, heroin use 

dramatically increased across the nation, with the greatest upticks occurring in communities with 

historically low rates of heroin use, including women, the privately-insured, and people with 

higher incomes.36 Heroin use among 18 to 25 year-olds doubled over the course of the decade, 

and middle and high schoolers using heroin climbed three fold.37 Just between 1996 and 1998, 

410,000 individuals began using heroin.38 And beginning in the mid-2000s, the highest rate for 

heroin overdose deaths was among non-Hispanic whites aged 18-44.39 

Much of the reason for heroin’s increased use across the spectrum can be attributed to a 

sharp uptick in medical prescription for opioids in the 1990s. “In the mid-1990s, there was a 

social movement that said it was unacceptable for patients to have chronic pain, and the 

pharmaceutical industry pushed the notion opioids were safe,” said Dr. Carl Sullivan III, the 

director of addiction services at the West Virginia University School of Medicine.40 As patients 

developed a physician dependence on prescription opioids and abusing painkillers, many found 

they could not support their expensive habit. In turn, they switched to and began to abuse heroin, 

                                                
34 Ibid. 
35 Trickey, Erick. "Inside the Story of America's 19th-Century Opiate Addiction." Smithsonian.com. 

January 04, 2018. Accessed December 11, 2018. http://www.smithsonianmag.com/history/inside-story-
americas-19th-century-opiate-addiction-180967673/. 

36 Ibid. 
37 Ibid. 
38 University of Michigan, and National Institute on Drug Abuse. The Monitoring the Future, National 

Results on Adolescent Drug Use, 2000, 2000. 
39 Ibid. 
40 Park, Haeyoun, and Matthew Bloch. "How the Epidemic of Drug Overdose Deaths Rippled Across 

America." The New York Times. January 19, 2016. Accessed December 11, 2018. 
https://www.nytimes.com/interactive/2016/01/07/us/drug-overdose-deaths-in-the-us.html. 
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a cheaper and more potent opioid. According to the Center for Disease Control, people addicted 

to painkillers are 40 times were more likely to abuse heroin.41 

While this new set of users were abusing drugs as well, many tended to view them more 

sympathetically than users of the past. While some, like Pamela Roderick and Don DesJarlais, 

contended that these new users were seen in a more favorable light, and afforded more treatment 

and harm reduction options, precisely because they were not members of stigmatized racial or 

ethnic groups, others argued it was because drug use was not “a choice” for these new users.  

“Earlier drug use was a choice,” said Chris Hickey, Chief Medical Services Officer of the 

Manchester Fire Department. “You aren’t choosing to use Vicodin - they’re giving it to you after 

you get your wisdom teeth out and saying, ‘Hey, take this whenever you’re feeling pain.’ You 

think you’re following doctor’s orders, and you innocently get addicted.”42 According to the CDC, 

among new heroin users during 2000 to 2013, approximately three out of four report having 

misused prescription opioids prior to using heroin.43 

In 1996, Jonathan Strang at King’s College London became the first to release a proposal 

detailing a take-home naloxone program.44  The logic behind naloxone take-home programs, 

Strang argued, was that when it comes to reversing an opioid overdose, “time matters.” Strang 

reported that many overdoses are witnessed by individuals who would be willing to intervene and 

provide assistance and equipping these individuals with naloxone could be reduce the number of 

fatal overdoses. Three years later, in a survey of people who inject drugs in San Francisco, Strang 

                                                
41 Thomas, Scot. "Statistics on Drug Addiction." American Addiction Centers. Accessed December 11, 

2018. https://americanaddictioncenters.org/rehab-guide/addiction-statistics. 
42 Chris Hickey (architect of Safe Stations program) in discussion with the author, October 2018. 
43 Thomas, Scot. "Statistics on Drug Addiction." American Addiction Centers. Accessed December 11, 

2018. https://americanaddictioncenters.org/rehab-guide/addiction-statistics. 
44Strang, John, Rebecca Mcdonald, Dagmar Hedrich, and Roland Simon. Preventing Opioid Overdose 

Deaths with Take-home Naloxone. EMCDDA Insights Series, 20. Luxembourg: Publications Office, 2016. 
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found that 87 percent would actively participate in an overdose prevention program that included 

take-home naloxone and overdose response training.45 

The first take-home naloxone program in the United States, interesting, began in Chicago 

(where the plurality of residents are black), when the Chicago Recovery Alliance began dispensing 

naloxone in the fall of 1996.46 Because no states had passed naloxone access laws at the time, 

users were authorized to carry naloxone only through a prescription from a physician.47 This 

program, put into place following Strang’s research, met the traditional prescription model by 

having physicians prescribe and distribute naloxone to individuals experiencing an opioid 

addiction from a mobile van. User demand for the rescue medication grew dramatically between 

1997 and 1999, and by 2001, naloxone distribution at the Chicago Recovery Alliance had been 

converted into a formal program with a standardized training curriculum.48 Over the next ten 

years, the program delivered naloxone to 10,211 people with 1,011 reported overdoses reversals -

- a particularly high proportion of overdose reversals, but unsurprising given that over 60 percent 

of consistent users witness a drug overdose, and over one-third experience an unintentional drug 

overdose.49 A 2008 study funded by the National Institute of Mental Health found that individuals 

who used heroin - assuming they were the ones not overdosing - were as effective as medical 

professionals in identifying and responding to opioid overdoses.50 

                                                
45 Ibid, 
46 Ibid. 
47 "Preventing the Consequences of Opioid Overdose: Understanding Naloxone Access Laws." 

SAMHSA’S CENTER FOR THE APPLICATION OF PREVENTION TECHNOLOGIES. January 20, 2018. 
Accessed December 11, 2018. https://www.samhsa.gov/capt/sites/default/files/resources/naloxone-access-
laws-tool.pdf. 

48 Strang, John, Rebecca Mcdonald, Dagmar Hedrich, and Roland Simon. Preventing Opioid Overdose 
Deaths with Take-home Naloxone. EMCDDA Insights Series, 20. Luxembourg: Publications Office, 2016. 

49 "Expanding Access to Naloxone: Reducing Fatal Overdose, Saving Lives." Drug Policy Alliance. 
Accessed December 11, 2018. 
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By 2010, 15 states and the District of Columbia had established a total of 188 local 

naloxone programs.51 The programs together had distributed naloxone to 53,032 individuals - 

leading to 10,171 drug overdose reversals.52 Over the next four years, an additional 15 states 

established local naloxone programs. By June 2014, 644 local programs existed in 30 states and 

Washington, D.C., responsible for the distribution of 152,283 naloxone kits and 26,453 overdose 

reversals.53 While all 50 states allowed medical providers to prescribe naloxone to patients who 

were risk for an opioid overdose, local naloxone distribution programs continued to play a 

significant role in reducing fatal overdoses - many individuals who were most at risk for an opioid 

overdose did not have regular contact with health professionals and benefited from alternative 

means of obtaining naloxone.54 

As the number of take home naloxone programs grew, further efforts were also made to 

increase naloxone access to all levels of Emergency Medical Services (EMS) personnel, including 

Emergency Medical Technicians (EMTs) and First Responders such as law enforcement officers, 

firefighters, and other public servants - individuals who had completed basic but not EMT-level 

training.55 Although paramedics were already equipped with naloxone, policymakers believed that 

increasing the pool of individuals carrying naloxone would increase the likelihood that the first 

person to arrive at an overdose was capable of initiating naloxone reversal. EMTs outnumbered 

paramedics 3:1 nationwide, and the number of first responders far exceeded both EMTs and 

                                                
51 Hawk, Kathryn, Federico Vaca, and Gail D'Onofrio. "Reducing Fatal Opioid Overdose: Prevention, 

Treatment and Harm Reduction Strategies." Yale Journal of Biology and Medicine 88, no. 3 (2015): 235-45. 
52 Ibid. 
53 Hawk, Kathryn, Federico Vaca, and Gail D'Onofrio. "Reducing Fatal Opioid Overdose: Prevention, 

Treatment and Harm Reduction Strategies." Yale Journal of Biology and Medicine 88, no. 3 (2015): 235-45. 
54 "Preventing the Consequences of Opioid Overdose: Understanding Naloxone Access Laws." 

SAMHSA’S CENTER FOR THE APPLICATION OF PREVENTION TECHNOLOGIES. January 20, 2018. 
Accessed December 11, 2018. https://www.samhsa.gov/capt/sites/default/files/resources/naloxone-access-
laws-tool.pdf. 
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paramedics.56 Lieb et al. (2006) found that using EMTs to administer naloxone could decrease time 

for intranasal naloxone delivery between 5.7 and 10.2 minutes - significantly reducing the 

mortality and morbidity associated with opioid overdose.57 

In 2010, the Obama administration outlined its National Drug Control Strategy, calling for 

equipping first responders to recognize and manage overdoses. Three years later, in 2013, the 

administration went a step further, emphasizing that naloxone “should be in the patrol cars of 

every law enforcement professional across the nation” in the “Opioid Overdose Toolkit” it 

released to states.58 By then, 14 states had authorized EMTs to carry and administer naloxone, and 

three states had enabled first responders to do the same.59 Shortly thereafter, New York Attorney 

General Eric Schneiderman announced the “Community Overdose Program,” a statewide program 

to train and equip law enforcement agencies with naloxone.60 

Beginning in 2010, states also began to pass naloxone access laws - laws which made it 

easier to access naloxone by expanding how the medication could be distributed beyond 

traditional prescriptions.61 By 2017, all 50 states and the District of Columbia had put in place 

some form of naloxone access laws. While the laws still varied across states in terms of the extent 

to which they broadened naloxone access, they generally (1) expanded who could receive 

naloxone beyond those directly at risk of an overdose, (2) expanded who could distribute 

                                                
56 Belz, Daniel, Jacob Lieb, Tom Rea, and Mickey S. Eisenberg. "Naloxone Use in a Tiered-Response 

Emergency Medical Services System." Prehospital Emergency Care, 2006, Vol.10(4), P.468-471 10, no. 4 
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57 Ibid. 
58 "Opioid Overdose Prevention Toolkit." Substance Abuse and Mental Health Publications. Accessed 
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59 Hawk, Kathryn, Federico Vaca, and Gail D'Onofrio. "Reducing Fatal Opioid Overdose: Prevention, 

Treatment and Harm Reduction Strategies." Yale Journal of Biology and Medicine 88, no. 3 (2015): 235-45. 
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naloxone beyond pharmacists, and (3) simplified the process of obtaining naloxone by removing 

the need to go to a prescriber or pharmacy. 

Today, most states allow for third-party naloxone prescriptions - prescriptions issued by 

physicians to third parties not at risk of overdose for use on someone else. Prescribers can write 

naloxone prescriptions to those likely to encounter an overdosing individual, including friends, 

families or professional who work with high-risk individuals. Many states have extra requirements 

that come along with obtaining naloxone as a third party, including receiving training or 

instruction materials on how to use the medication; all states provide legal protection for those 

who distribute, carry, and/or administer naloxone. The change to allow third-party naloxone 

prescriptions has meant a significant increase in the number of people trained to prevent and 

identify opioid overdoses. From 2005-2014, Prevention Point Pittsburgh (PPP) trained 

approximately 125 individuals experiencing an opioid addiction in administering naloxone; 

following the passage of third-party naloxone prescriptions in Pennsylvania, PPP trained over 800 

individuals - most of whom were third parties - in one year alone.62 

Some states have gone a step beyond third-party naloxone prescriptions by authorizing 

non-patient specific prescriptions, which allow naloxone to be distributed to individuals and 

organizations that meet specific criteria without needing to interact with a prescriber beforehand. 

Non-patient-specific prescriptions provide the most flexibility in terms of who has access to 

naloxone and where naloxone can be obtained. They also show the greatest potential for wide-

scale distribution. In particular, non-patient specific prescriptions allow individuals who are likely 

to overdose but are unwilling or unable to see a medical provider due to factors such as insurance 

status (underinsured or uninsured), stigma, and lack of transportation, easily access naloxone. 

                                                
62 Ibid. 
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Some states, however, do require that individuals who prescribe, distribute, or receive naloxone 

through non-patient-specific prescriptions obtain training or instructional materials beforehand. 

The most common form of non-patient-specific prescription has been through naloxone 

standing order programs, which have been implemented by more than 25 states - up from 1 in 

2012.63 Under the standing order model, physicians can issue a written order allowing certain 

people, such as pharmacists or non-profit staffers, to distribute naloxone. In Massachusetts, for 

example, where the Department of Public Health has held a standing order on non-patient specific 

prescriptions since 2007, pharmacists can distribute naloxone kits without requiring additional 

physician approval.64 As such, individuals can receive naloxone without having to meet or interact 

with a physician. Standing orders have been shown to increase naloxone access among both users 

and third parties. In Maryland, after the Deputy Secretary for the Department of Health and Mental 

Health issued a statewide standing order authorizing pharmacists to dispense naloxone, three local 

health departments partnered with local detention centers and used funding from the state to 

provide inmates with naloxone from the detention center medical provider upon release.65 In 

North Carolina, under a doctor’s standing order, the Harm Reduction Coalition was able to 

distribute 15,879 naloxone doses and record 1547 overdose reversals; just three years earlier, the 

coalition had only been able to distribute 201 doses and record 30 overdose reversals.66 

Given the expansion of naloxone access laws, and the drug’s long history of being 

championed by the academic community, one would have expected rapid increases in naloxone 

adoption. Yet from 2009 to 2015, the annual number of naloxone prescriptions increased only 
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from 2.8 million to 3.2 million.67 Moreover, retail-prescription numbers remain unchanged; the 

increase in naloxone prescriptions has to do with clinics and EMS providers.68 The relatively slow 

adoption of naloxone has been due largely to stigmatization and lack of familiarity with the opioid 

reversal drug among clinicians and opioid users. Despite the progress of naloxone access laws and 

distribution strategies, there remain obstacles to getting naloxone into the hands of individuals - 

especially those likely to be involved in or witness an overdose. 

Physicians, for one, remain reluctant to prescribing naloxone. Many physicians maintain 

negative attitudes toward intravenous drug users, are pessimistic about treating drug abuse, and 

fear that social or professional disapproval may result from prescribing naloxone. A voluntary, 

anonymous national survey of 588 physicians found that a majority would not consider 

prescribing naloxone, despite its ability to reverse a drug overdose.69 54 percent of physicians said 

they would not “consider prescribing naloxone and explaining its use to a patient (who uses 

injection drugs) because of their own negative views of injection drug users.”70 Hawk et al. (2015) 

suggest that a lack of addiction-specific education in medical school and post-graduating training 

may be at fault, perhaps compounded by limited exposure to individuals who have successfully 

recovered from opioid use disorders. What may also be to blame is the challenges specific to 

prescribing naloxone, including the failure of local pharmacies to stock naloxone, uncertainty 

about patient insurance coverage, and difficulties integrating naloxone specific-education into an 

already time-limited clinical setting.71 Many patients also often fail to push doctors for naloxone, 
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being unaware of the intricacies of accessing naloxone or fearing judgement from requesting the 

antidote.72 

The stigma towards naloxone access and distribution remain prevalent among the general 

public; even local communities where the opioid crisis has hit particularly hard have been 

reluctant to fully implement NARCAN access and distribution. In Montgomery County in Ohio, 81 

drug overdoses occurred in a single month - more than half the total for the usual year.73 At the 

rate that people were dying, some predicted that overdoses would reach 800 to 1000 by the end 

of the year.74 

By September 2017, however, overdose numbers made a sharp turn.75 All summer, the 

data showed fewer deaths and fewer overdose calls for EMS and police to handle. Policymakers 

and researchers pointed to the fact that the county had equipped all police officers with naloxone 

and put in place Project DAWN, a community-based overdose prevention and education program. 

Through the Montgomery County Health Department, Project DAWN had distributed 3,303 

naloxone kits in 2017.76 They reported 248 people came back to get refills, meaning they’d used 

the doses to revive someone.77 

Yet citizens in Montgomery County, as evidenced by the outrage on Facebook following 

the incident, were not particularly excited about the sharp dip in overdose numbers. They voiced 

their displeasure over the county’s new naloxone measures, arguing that they both enabled drug 

use and spent taxpayer money in a profligate manner. “Sadly, even after surviving near-death 

overdoses, many will return to using, some will overdose again and too many will be lost,” said 

                                                
72 Ibid. 
73 Wedell, Katie. "Can Dayton Go from 'overdose Capital' to a Model for Recovery?" Daytondailynews. 

September 18, 2018. Accessed December 11, 2018. https://www.daytondailynews.com/news/local/can-
dayton-from-overdose-capital-model-for-recovery/gSyr5Ktm7geJPYbuYtID0N/. 

74 Ibid. 
75 Ibid. 
76 Ibid. 
77 Ibid. 



 22 

Nick Motu, vice president of the Hazelden Betty Ford Institute for Recovery Advocacy in Ohio.78 

Moreover, the Dayton Fire Department alone administered an estimated 4,663 doses of naloxone - 

each dose costs $40 - to 1,300 people by the end of 2017, roughly double the number of doses 

from 2016.79 Including the cost assumed by the police department, Project DAWN, and the 

various other towns throughout the county for the distribution and use of naloxone, overdoses 

came at a significant price taxpayers. "The fentanyl is just so highly toxic and it is taking more of 

the Narcan, more doses of the NARCAN to bring people back. Sometimes 6, 7, 8, 9 times. I talked 

to one person yesterday and had 18 times it took to bring someone back," said Ohio Attorney 

General Mike Dewine, commenting on the reason for triple the amount of naloxone doses 

administered as overdosed individuals.80 

Naloxone costs have skyrocketed over the past decade, making the general public warier 

of the drug and the costs associated with leveraging the antidote as a community-wide harm 

reduction approach. While a lifesaving dose of naloxone cost $1 in 2008, today its price stands at 

$40 - largely the result of a small number of manufacturers producing the drug.81 Hospira, the 

main supplier of two injection doses, has increased the price of a dose by 129 percent since 

2012.82 Narcan, the intranasal form of naloxone, sold by Adapt Pharma, costs $150 for two nasal-

spray doses.83 Evzio, the naloxone auto injector, cost $4500 in 2018 for a two-dose package - a 
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500 percent increase in just over 2 years.84 Although states have attempted to pass legislation 

addressing naloxone’s rising cost, none have been signed into law. 

Given naloxone’s cost to taxpayers, questions have arisen regarding whether the drug 

poses a moral hazard to users. Jennifer Doleac and Anita Mukherjee, researchers at the University 

of Wisconsin and University of Virginia, respectively, have found that increased naloxone 

availability may actually promote opioid use by (1) saving the lives of active drug users, who 

survive to continue abusing opioids, and (2) reducing the risk of death per use, in turn “making 

riskier opioid use more appealing.”85 Dolac and Mukherjee also reported that naloxone access 

may actually increase theft and opioid-related visits to the Emergency Room, while failing to 

decrease opioid-related mortality. In the Midwest, actually, a 14% increase in opioid-related 

mortality has followed a liberalization of naloxone access laws.86 

As observers of history, we now bear the responsibility of reconciling the different visions 

and views of naloxone: While academics and policymakers largely championed naloxone, excited 

by its life-saving potential, physicians and the general public have largely worried about the 

antidote’s enabling behavior and drain on federal and local resources. Academics and 

policymakers, it seems, have focused on the individual user and the value of life. Physicians and 

the public, on the other hand, it seems, have focused on communal well-being. This story of 

naloxone, however, is not about picking sides; rather it is about understanding and contextualizing 

the various forces at play with implementing a public health approach, as we seek to effectively 

address the Opioid Crisis. 
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