
 

Harm Reduction and Naloxone 
	
Naloxone has received significant attention in peer-reviewed journals, articles, and the media for 
its life-saving efficacy and lack of potential for abuse, which makes it a pure antidote (Strang, 
2016) (Alexander Y Walley, 2013) (Community-Based Opioid Overdose Prevention Programs 
Providing Naloxone- United State, 2010, 2012) (Greg Scott, 2007) (Sarz Maxwell, 2006) (Susan 
G. Sherman, 2008). After 46 years, the use of naloxone remains the ‘gold-standard’ of 
pharmaceutical response to opioid-related overdose. Yet its usage and administration does not 
reach those who need it the most. Opioid overdose became the leading cause of accidental 
death in 2013 surpassing deaths due to motor vehicle deaths. 

Marketed since 1971 under the brand name Narcan, its use was confined to use by medical 
personnel until 1996. That year Chicago Recovery Alliance (CRA) began teaching active opioid 
users about naloxone and getting it in the hands of people in an effort to save more lives. Since 
that time its utilization has expanded massively, with CRA playing a key role in this 
transformation.  

Across the U.S., state laws are improving the policy environment for harm reduction and the 
provision of naloxone. However, price and supply remain challenges that are limiting the impact 
of these policies the ability to save tens of thousands of lives immediately.  There is clear and 
abundant evidence that these education and distribution programs work, making the time right 
for massive expansion of this approach in the U.S. Now is the time to remove restraints on this 
solution by making the drug available to those that need it, and assuring that the right kinds of 
programs implement comprehensive harm reduction packages immediately. 

Illinois state law (20 ILCS 301/5- 23) allows lay distribution and use of naloxone in cases of 
suspected opioid-related overdose.  Over the last 20 years, CRA and other local programs have 
reached, trained and distributed naloxone to more than 60,000 unique individuals who felt they 
might be present during an opioid-related overdose. To date, CRA has received reports of 7,688 
lay overdose reversals. Many other states have implemented similar laws that allow lay access 
and use, resulting in tens of thousands of overdose reversals nationwide since these laws have 
been passed.  

For the first time, the U.S. has a capacity to respond with the use of a pure antidote to what has 
become the leading cause of accidental deaths in the U.S.  Such access has had significant 
positive effects in building closer connections between opioid users and their families. This is an 
essential precondition of opioid reversal capacity for users to overcome shame and stigma, 
without which largely leads to increased isolation and alienation and thus increased overdose 
risk. Ultimately, use of naloxone to reverse potentially lethal, opioid-induced respiratory 
depression is an aversive experience for all, but dramatically and effectively saves lives. 

In 2008, when all other naloxone manufacturers in the U.S. stopped their production of the drug, 
Hospira became the sole manufacturer.  The price began skyrocketing. The Chicago Recovery 
Alliance, a longtime naloxone customer, was assisted to continue its operations and still does to 
date. Unfortunately, many other programs are outside of this arrangement and with the current 
pricing of naloxone, are unable to reach their potential in the distribution of naloxone to those 
who need it most. Pricing of naloxone today ranges from $14 – $2,000 per dose with two to 
three doses needed per prevention kit. 

CRA’s work on HIV prevention and use of naloxone over the last 20 years shows that 
individuals are very interested in improving their own health and will readily assimilate naloxone 
reversal into their lives and those of their friends and families.  The biggest challenge to this life-
saving integration is price.  
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TB and Rifapentine 
	
For the estimated 2 billion people in the world with TB infection - so-called ‘latent’ TB - some 
guidelines cite the cost and frequency of intake of the old regimens as reason not to treat 
infection. However, a certain regimen of off-patent drugs has changed that equation. The 
convenient 12-dose regimen of rifapentine reduces treatment time by two-thirds, a decrease 
from 9 months to 3 months, and is much less taxing on the health system than isoniazid 
preventive therapy (INH). Multiple studies in different settings have shown that the rifapentine 
regimen has less side effects and higher rates of treatment completion (Sterling TR, 2011). 
Randomized controlled trials have shown that the regimen administered by directly observed 
therapy is as effective as 9 months of old self-administered therapy (Sterling TR, 2011). 
 
Rifapentine has been classified by the World Health Organization as an essential medication 
(Organization, 2016). The challenge now is having this drug available to any latent TB patient. 
For further evidence on the efficacy of INH treatment for the treatment of latent TB infections 
including long-term protective benefits, please reference George Comstock’s 1979 paper 
looking at the long-term efficacy of INH regimens in the Alaskan Inuit population (Comstock 
GW, 1979).  
 
For general evidence supporting comprehensive programs against all forms of TB, please 
reference the below short guide for key studies in each area of inquiry: 
  
Searching for TB cases: 

 
  
 
 
 
 



 
Treating all forms of TB: 

 
 
 
Preventing new cases of active disease/treating infection: 

 
 
For the full guide to the Search, Treat, Prevent approach, including a summary of the approach 
and a comprehensive set of the evidence, please see the Getting to Zero Guide 
 
For the Lancet special issue on elimination of TB, co-authored by Collaboration members, 
please see the following link: http://www.thelancet.com/series/how-to-eliminate-tuberculosis 
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