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The extent of illicit drug overdose

llicit drug overdose is no longer
a hidden or marginal issue.

Fatalities are commonly reported
in local and national media, the
subject of anxious discussion in
political and academic circles and the
source of much consternation
among public and voluntary sector
employees.

The tragedy of drug overdose
extends beyond bereaved families
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and strategies for prevention

and their local communities.
Nowadays, drug workers, police
officers, accident and emergency
staff, general practitioners, social
workers, probation officers, and
coroners (to name but a few) all
regularly encounter overdose in the
course of their daily working lives.
Politicians and policy makers,
meanwhile, wring their hands in
despair. The deaths of countless drug

users have become a public shame to
be shared and confronted by us all.
Despite this, deciding how best to
respond to the problem is a complex
issue, which defies easy solutions.

The recent report Reducing drug
related deaths, from The Advisory
Council on the Misuse of Drugs
(ACMD), is a timely, much needed
document that shows commitment
to tackling wasted human lives.' It
synthesises a large amount of relevant
national and international literature
on averdose and critically reviews
existing policies and practice. It then
identifies a variety of strategies to
prevent drug-related deaths and
locates these within a coherent policy
framework.

Improvements
According to this framework, existing
data systems must be improved,
public awareness increased, agency
practices sharpened, and irresponsi-
ble prescribing curtailed. Prison
Service responses must be strength-
ened, professional training devel-
oped, inter-agency liaison enhanced,
social deprivation tackled, and the
personal accountability of drug users
themselves emphasised.

Equally, drug users not in contact
with agencies must be reached,
responses to the needs of the families
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of drug users reinforced, the role of
DATS prioritised, and investment in
research continued.

The ACMD report offers valuable
insights into the nature and extent of
drug-related deaths, and provides a
positive new environment for all
those who seek to combat this area of
public concern. Prevention is
highlighted as a matter of urgency
and a responsibility shared by all
members of society. [t is within this
context that we recently completed a
study of the risk factors associated
with non-fatal illicit drug overdose.”

Although fatal and non-fatal
overdoses are not synonymous, the
two phenomena are closely related.

Here [ summarise some of the
main findings from the Glasgow
University research and highlight six
strategies that may prevent fatal and

non-fatal overdoses.

Conducting the research

The study involved qualitative
interviews with 200 drug users, many
of whom were still recovering from
an overdose episode at the time of
their interview. Drug users were
recruited to the study in a number of
ways.

Seventy-seven were approached in
hospital accident and emergency
departments. All these individuals
were in hospital because they had
overdosed on illegal drugs. They were
all interviewed within a few hours of
hospital arrival.

One hundred and twenty-three
drug users were approached for
interview via drug agencies, pharma-
cies providing services to drug users
(methadone or needle exchange)
and through links with other
interviewees. This second group
provided a comparison to the
accident and emergency room
sample. They also offered important
insights into overdoses that did not
necessarily result in a hospital visit.

All who participated in the study
were asked questions about a similar
range of issues. These included basic
personal details, drug use history,
current drug use, participation in
drug treatment programmes, details
of overdoses experienced, details of
overdoses witnessed, and general
opinions about drug intoxication.
Interviews lasted 20 - 90 minutes,
were audio recorded and transcribed
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Table 1

Demographic and drug history data of hospital overdose victims
Characteristic (n=77)

Mean age (years) 27 (range 15-47)

Mean years of druguse 11 (range 1-27)

Gender Male
Female

Currently in work* Yes
No

Currently homeless Yes
No

Self-reported history of Yes
mental health problems No

Released from prison  Yes

in last month No
Current methadone Yes
prescription No

% (n)
69 53
31 24
28 2
72 55
40 3
60 46
40 3
60 46
35 17
65 32
28 21
72 54

*Where 'in work' included part-time or casual work, selling the Big Issue, prostitution,

education and training

in full. The data were then analysed
with the assistance of the computer

software package Winmax Pro.

Personal experiences
Of the 200 interviewees, 153 (77%)
had overdosed themselves and 100
(50%) had lost consciousness
through drugs on more than one
occasion. In addition, 122 (61%)
had witnessed an overdose and a very
high proportion had relatives and
friends who had either died or nearly
died because of drug taking.
Although most observed overdoses
had been non-fatal, many interview-
ees had been present at a death on
one or more occasions. Drug users’
familiarity with drug overdose and
their willingness to share their
knowledge meant that detailed
information about the topic was
easily obtained through interview.

Non-fatal overdose victims

All available demographic details and
drug history data about the users
recruited from the hospital were
tabulated (see Table 1).

Those who experienced a non-fatal
overdose and attended a hospital
emergency department were older
more experienced drug users rather

than younger novices. Their mean
age was 27 years (range 15-47) and
their mean years of drug use was 11
(range 1-27). Non-fatal overdose
victims at the hospital were more
likely to be male (69%) than female
(31%) and many were out of work
(72%) and homeless (40%).

In addition, 31 (40%) of those
interviewed immediately following
an overdose had at some point in
their lives experienced mental health
problems. General depression and
‘bad nerves’ were the most common
mental health complaints reported.
Some drug users said that they had
suffered from paranoia or psychoses
or been diagnosed with schizophre-
nia or a personality disorder.

Twenty-one (28%) were receiving
methadone treatment. Seventeen
(35%) had been released from prison
in the month prior to their overdose.
Such demographic characteristics
were remarkably similar to those

documented in the ACMD report.

Drugs taken

The 153 drug users who had ever
overdosed were asked about the drugs
they had taken prior to last losing
consciousness. This yielded a list of
more than 30 different substances
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(including opiates, tranquillisers,
stimulants, hallucinogens, over-the-
counter medicines, alcohol, and
solvents). More than one drug was
cited in 111 cases (73%) whereas only
one drug was mentioned in 42 cases
(27%). Heroin was used alone 26
times whereas methadone was only
used alone twice.

The five most frequently taken
drugs were heroin, alcohol,
temazepam, methadone, and
diazepam (see Table 2). The most
common combinations were heroin
plus temazepam, and heroin plus
alcohol. While 26 individuals had
taken heroin plus temazepam, 25
had taken heroin plus alcohol.

It was likely that the use of alcohol
was underreported since many
interviewees did not seem to consider
it a relevant factor unless specifically
asked to comment on whether or

not they had been drinking.

Why drug users overdosed

All 153 drug users who had ever
overdosed were asked why they
thought their last overdose had
occurred, This line of questioning
elicited a wide range of reasons with
many drug users suggesting more
than one probable cause.

Overall the most common
explanation cited was that they had
overdosed intentionally or deliber-
ately behaved recklessly because they
did not care whether they lived or
died. When asked to explain why
they felt so negative, some blamed
feelings of depression and others
referred to domestic problems -
relationship breakdown, family
arguments, and experiences of
physical and sexual abuse.

Ronnie and Adam explained: ‘As ah
say, ah wis jist feelin’ down. (Ronnie,
aged 25)

‘I'd just had an argument with ma
girlfriend, just a domestic thing,
rubbish, trivialities to be quite honest,
but in this day and age wee things like
that can get to you. (Adam, aged 28)

Additionally, some interviewees
ascribed their suicidal feelings to
being unable to cope with the deaths
of close family members and friends,
housing problems - particularly
homelessness, drug-related debt,
trouble with the police and fear of
violence from other drug users.

Others seemed desperate because
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Table 2
Main drugs taken prior to last overdose**

100%)

Drug Name Number of overdoses (n = 153)
Heroin 94 (61%)
Alcohol 39 (25%)
Temazepam 38 (25%)
Methadone 35 (23%)
Diazepam 29 (19%)

“"Up to 5 drugs were cited per overdose (totals therefore exceed

they had been unable to secure the
help they felt they needed (usually
substitute drugs, but also detoxifica-
tion services and counselling).

Patrick, aged 27, was one such
individual: ‘Last week when I went to
my doctor, he wasnae wanting to give
me any help. 1 was just gonna do ma
wrists, you know? If I'm asking for help
and I'm not getting it then 1 will force
them to give me help. That was the way
[ was starting to think.

Some drug users felt that they had
no future, especially when they
looked back and considered the
things that they had lost because of
drugs.

Caroline tearfully revealed: I tried
to kili myself ...What's the point in
living when you've got nothing to live
for?” (Caroline, aged 23)

Common explanations for
accidentally, rather than intention-
ally, overdosing included taking too
much through greed or lack of self-
control, obtaining unexpectedly pure
drugs and taking cocktails of different
substances (particularly heroin plus
benzodiazepines or heroin plus
alcohol).

Some drug users also said that their
tolerance had been unusually low druQS'
because they had just been released
from prison or they had been
attempting to reduce consumption
(either with the support of family and
friends or via a more structured
detoxification programme).

Very few could not provide an
explanation for their last overdose,
which suggested most overdose
victims had at least some basic
knowledge of the kinds of behaviour
and situations which increase the
chances of an overdose occurring.

Despite this, some had chosen to

disregard the dangers and others

badly miscalculated the risks.
Witnessing an overdose

The 122 individuals who had
witnessed an overdose were asked to
describe how they responded to the
last incident they had seen.

Most reported that they or
someone else present had called an
ambulance and the victim had
attended hospital.

But in nearly 30% of cases the
emergency services had not been
called. Sometimes unconscious
people were left to recover spontane-
ously with no intervention from
others. At other times, other drug
users revived the victim by cardio-
pulmonary resuscitation (CPR) or,
more commonly, by hazardous
techniques such as slapping them,
walking or dragging them about,
immersing them in a cold bath or
shower, or applying sharp pain.

Tam graphically described this sort
of ‘first aid”: 'Ye've got tae get them up
an’ move them aboot and see if ye can
get them tae come to. Get them on their
feet and try an’ slap them aboot. That
happened tae me an’ [ slapped the guy
an’ he didn't come to an’ [ flung him in
a freezing cold bath an’ he still didnae
come to but [ managed to get him
round efter two or three times. He wis
still breathin’ an’ his pulse wis okay so |
jist wrapped quilts roond him, wrapped
him up in two quilts ‘cos he wis pure

Some drug users felt that they
had no future, especially when they
looked back and considered the

things that they had lost because of

blue from the bath.

Consistent with the ACMD report,
it was evident that drug-using friends
and associates often abandoned
unconscious drug users, getting away
from the overdose scene at the
earliest possible opportunity. Fear of
the police was the main reason given
for not calling the emergency services
in such circumstances.

Many drug users mistakenly
believed that the police always
attended overdose incidents in
anticipation of arresting those present
for drugs possession, administration
of drugs to another (potentially
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manslaughter), and/or outstanding
warrants. In reality, this is not the
case. Still, the fear of this happening
prevented many drug users from
responding appropriately to life-
threatening situations.

The following two comments
illustrate this clearly: ‘Ah've never
called an ambulance when somebody’s
overdosed ‘cos the screws ahways come
wi' the ambulance an’ if ma mates have
got warrants oot they'll get the jail.
(Alison, aged 36)

‘When ah overdosed, some of the
people at the party didnae waant tae
phone an ambulance because they were
drug dealers and they had E's and
drugs on them. They were jist waantin
tae dump us in the middle of the street
and leave us’ (Nathan, aged 29)

Lessons

Which drug users are most at risk?
Findings from this study support the
profile of drug users who overdose in
the recent ACMD report.

Male drug users in their mid-to-late
20s seem particularly vulnerable, but
toxic accidents are also experienced
by much younger men and, of
course, women. The youngest
overdose victim was only 15 years of
age, and 3 out of 10 hospital
interviewees were womern.

Age and gender aside, polydrug
users (particularly those who
combine heroin with
benzodiazepines and/or alcohol)
comprise a further high-risk overdose
group. So do those who have recently
decreased their drug consumption -
this includes those just released from
prison and those consciously
attempting to reduce their drug
taking.

In addition, there is a clear
suggestion that mental health
problems increase an individual's
susceptibility to overdose - especially,
depression and unresolved personal
and social troubles (such as relation-
ship difficulties, housing problems -
particularly homelessness, financial
and legal problems).

This might occur because drug
users who suffer these problems care
little about their lives and conse-
quently behave recklessly or attempt
to commit suicide.

The chances of overdose may also
increase if individuals want and
actively seek help to fight their drug
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problem but find that assistance is
not available quickly.

Why do people risk their lives? The
repeated misuse of drugs, particularly
opiates and especially injected
opiates, is life-threatening behaviour.
Four particular factors seem to
increase the hazards involved.

Firstly, and most significantly,
many drug users appear to attach very
little value to their lives. They
wittingly engage in high-risk
behaviour because they feel that they
have little to lose.

Secondly, many drug users are
desperate for help to resolve their
drug problems but are repeatedly
unsuccessful in securing the assist-
ance they believe they need. This can
happen because of the lack of drug
services available locally or because of
professional reluctance to take their
requests for treatment seriously.
Whatever the reason, these drug users
seem prone to desperation, frustra-
tion and even anger at society’s
failure to help them and more likely
to engage in dangerous behaviour.

Thirdly, without doubt some drug
users overdose because they do not
know about the key risk factors
involved. For example, they may not
fully appreciate drug tolerance and

the increased chances of toxic

accidents following periods of
reduced drug consumption. They
may not know of the hazards of
combining opiates with other
depressant drugs, particularly
benzodiazepines and alcohol. Also,
they may not be aware of the dangers
from fluctuations in street drug purity.
Then, even if these dangers are
recognised, drug users do not always
accurately assess the risks and errors
of judgement occur.

Fourthly, the life-threatening
potential of an overdose is com-
monly augmented by inappropriate
responses of other drug users who

" witness the event. Some do not have

sufficient knowledge of first aid to
resuscitate an overdose victim safely.
Many refuse to call an ambulance,
however serious the incident,
because they fear police involvement
and the likelihood of arrest.

Action
The findings of this study highlight a
number of strategies that may reduce
the chances of illicit drug overdoses.
These suggestions do not conflict
with or contradict the conclusions
and recommendations of the recent
ACMD report. They simply supple-
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ment what is at last beginning to
resemble a cohesive and determined
policy and practice response.

®  policy makers and practition-
ers should pay greater attention to
feelings of hopelessness and suicide
in people who are drug dependent.
Those who work with drug users
should be trained to recognise signs
of low self-esteem and potential self-
harm in their clients. This should
take the form of a formal risk
assessment, as documented in the
ACMD report. Risk assessment
should incorporate the social and
personal problems (depression,
homelessness, debt, and domestic
problems) that cause individuals to
feel and behave as though they do
not care about their lives. Agencies
should then provide an intervention
plan for each client with the clear
objective to reduce the risks of death.

®  Efforts should be made to
increase access to drug treatment
services, particularly substitute
prescribing. When drug users express
a desire for assistance, it should be
provided as quickly as possible. Drug
users in the accident and emergency
department were so willing to discuss
their problems and contemplate
professional assistance that the
accident and emergency department
could, with a suitable injection of
resources and staff training, provide a
vital service by referring high-risk
drug users to appropriate treatment.

®  There is a continuing need
for health education and accessible
public information about the various
drug-related behaviours that increase
the likelihood of overdose (mixing
drugs including heroin and alcohol,
lowered tolerance following absti-
nence or reduced drug consumption,
and fluctuating drug purity).

®  Those who leave prison or
who attempt self-detoxification are in
groups that require targeted informa-
tion about the risks of overdose
(particularly lowered tolerance). To
prevent relapse or drug use escala-
tion, those who have spent time out
of the community should be offered
appropriate support and after-care
when they return to their homes.

®  Efforts should be made to
improve drug users’ responses to
overdose. All drug-dependent
individuals should be offered training
to recognise the signs of overdose
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and administer basic first aid.
Prisons, detoxification and rehabilita-
tion units, drug agencies, homeless
hostels and prescribing clinics are all
places where such training can be
provided. Such facilities should be
extended as far as possible.

®  There is a need for clarifica-
tion of the likelihood of arrest in the
case of an overdose incident.
Witnesses often have vital informa-
tion about which drugs have been
taken and under what circumstances
but are frequently reluctant to come
forward or to call the emergency
services because they fear police
involvement. A clear protocol for the
role of police officers at overdose
incidents would help to improve this
situation. Such a protocol has already
been tested in Australia and Notting-
hamshire and could be extended
elsewhere.

Now is a critical time to capitalise
on public awareness and concern
about illicit drug overdose. If we leave
it too long there is a danger that we
will all become desensitised to rising

drug-death statistics and the media
reporting of yet another wasted
human life. Illicit drug overdose is a
public concern and a national
responsibility W
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