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INTRODUCTION

This project received funding from the Drugs Prevention and Information Programme of the 
European Commission. The contents of this publication are the sole responsibility of the 
project and can in no way be taken to reflect the views of the European Commission.

a) Desk review
b) Consultation with EuroHRN II partners 
c) Interviews with key individuals in target countries

METHODOLOGY

Drug-related deaths (DRDs) = major mortality cause in 
Europe, particularly among people aged between 15 & 49. 
Opioids present in majority of DRDs. Substantial 
proportion of all DRDs occur in context of poly-drug use. 
Besides heroin, range of other opioids found in 
toxicological reports, including methadone & more rarely, 
buprenorphine. 

Evidence of deaths from prescribed opioid analgesics 
remains limited; most ODs in Estonia linked to synthetic 
opioids e.g. illegally produced 3methylfentanyl. 

Close monitoring of changes in drug trends - associated 
with elevated risks of mortality – is needed. 

Men account for most OD deaths (80% overall), & patterns 
differ between countries, with higher proportion of males 
reported in Italy, Estonia & Lithuania, while Denmark & 
Spain report higher proportions of older people dying. In 
most countries, average age of dying from OD is mid-30s, 
although in many countries average age is increasing. 
This suggests stabilisation / decrease in young heroin 
users & ageing cohort of opioid users. Overall, 11% deaths 
reported occur in those under 25 & 57% among those 
aged 35 & over. 

Number of factors associated with OD: injection of drugs; 
use of other depressant drugs (in particular, alcohol & 
benzodiazepines); psychiatric co-morbidity; previous 

CONTEXT VULNERABLE POPULATIONS

• 2011: 584 DRDs – More from methadone than heroin!
• Peer education model: Peer-to-peer training - Harm reduction, NSP, drug treatment 

services & outreach settings.
• Brief Interventions (BI) model of training – takes 10-20 minutes.
• BI model improves credibility & uptake.
• Exceptions when clients need more time - interventions tailored to individual needs. 

More thorough basic life support training undertaken if requested.
• Nurse or pharmacist called on for dispensing of naloxone at end of training.
• Pharmacists involved in programme receive financial incentive to go through very 

basic checklist to establish competency prior to dispensing naloxone. 
• National framework, collaborative approach & integration vital to evolving success.
• Effective delivery depends upon multi-disciplinary professionals & trained peers from 

communities of PUD. 
• Usually involves service-users who undertake skills-based assessment & peer-led 

training.
• Training of peers: Half-day drugs awareness then, two days - OD prevention 

including naloxone training for trainers. 
• Services must actively support peers in all their activities - Peer networks established 

& linked to local Naloxone Coordinator from each Health Board.
• Naloxone Training & Support Officer participates in monthly meeting with group.
• Some peer trainers, with local coordinator, trained pharmacists. This increased 

individual credibility & enabled some peers to deliver training in pharmacies.
• Next phase: Working with GPs - Provides another good opportunity for peers to train 

peers, while GPs only have to supply THN. 
• Involvement of peers at all levels of planning & implementation of OD 

programmes. 
• Peer engagement has additional benefits in reducing stigma & discrimination - allows 

professionals to appreciate commitment & skills that peers bring.

SCOTLAND
• 2011: 123 deaths - Highest rate of OD deaths in Europe.
• Opioids, mainly 3-methylfentanyl, present in 95.9 % of deaths where results known.
• Prior to roll out of THN programme, specific responses to preventing DRDs uncommon.
• Programme first offered Sept. 2013 in Tallinn. Since Jan. 2014, programme available 

in 2 Tallinn locations, also Jõhvi - (1 location), Kohtla-Järve - (2 locations) & Narva - 
(1 location). These areas most affected by injecting drug use & HIV.

• Community OD Prevention & Management Programme based on Scottish model. 
• Stock available for 2014: 1300 kits.
• 3 doctors train service users: approx. 1 hour & dispense naloxone - repeat dispensing 

readily available. Training valid for 3 years & covers: OD identification, first aid, CPR 
& calling an ambulance. Trainers can adapt training & may shorten to ½ hour, 
depending on needs of service user. Training may also be longer for relatives & carers 
who need additional knowledge.

• Opportunity to demonstrate best practice by learning from development & evaluation 
of Scottish National Programme (SNP) delivery models.

• OD risk reduction info available via low-threshold centres & outreach work to limited 
extent. 

• IEC materials on prevention of DRDs & drug-related emergencies for family & friends. 
• Treatment providers / services should liaise with prisons to establish throughcare 

systems & sign-posting to providers of THN.
• Should consider other innovative approaches & use of peers.
• Challenges for Estonia: Much more resource limited setting! 

ESTONIA

• 2011: 45 direct DRDs recorded = Decreasing trend since 2007, when 72 DRDs 
registered.

• OD deaths considered to be very low. 
• Comprehensive OST programmes exist -Suggested low OD rate due to supervised 

consumption.
• DRD data likely to reflect under-reporting & / or misreporting as well. 
• 3 mobile outreach & NSPs distributing OD prevention IEC materials.
• No plans for community THN.
• Important to establish proactive links & effective throughcare arrangements with 

prisons, so as services can initiate `re-tox’ post-release. 
• Community services could consider `in-reach’ work in prison setting - Education re: 

OD risks; signs & symptoms; myths & actions to take. 
• Involve peers in production of IEC materials.
• Scale of DRDs should not discourage policy-makers & national stakeholders from 

taking proactive approach to reducing DRDs. 
• One death is one too many – especially when overdose is potentially preventable.

LITHUANIA

• 2010: 517 DRDs in Spain. 
• Protocols on OD prevention & management in detox units; harm reduction services; 

drug treatment centres & therapeutic communities.
• Drug consumption rooms able to reach many with naloxone programmes. 
• Centres have public health targets to train PUD - (opioid users).
• PUD paid to attend programme – (incentives).
• Initially, training comprehensive but also rigid & protracted. Training more flexible now 

as confidence has grown.
• Some peer educators (former drug users) work from apartments to distribute 

naloxone - this is not a formal arrangement.

SPAIN - CATALONIA

• 2011: 285 DRDs.
• City of Copenhagen collaborated with Danish Drug Users Union - (DDUU) - equal 

partners in establishing community naloxone pilot.
•  DDUU involved in planning & development. 
• Project's main objective: To determine content & structure of OD Prevention course & 

how to deliver training to peers. 
• Ongoing training, support & debriefing also provided by DDUU.
• 2010: DDUU established one-year pilot project - Distributing naloxone in one 

Danish municipality in order to assess relevance for wider scale-up.
• City of Copenhagen funded Health Centre to educate peers (called OD Therapists) to 

respond to OD. 
• 28 peers trained to respond to an OD - Allocated several doses of naloxone to use in 

community.
• 14 ODs reversed in 10 months. 
• Copenhagen demonstrated simple, sustainable way to prevent OD deaths in Denmark. 
• Project shows OD prevention is effective & efficient when delivered in close 

cooperation with local drug environment via peer-led approach - as supported 
by various international studies.

DENMARK
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In the framework of the EU co-funded  ‘EuroHRN II - Supporting Innovative Measures to Address the Reduction of Drug Related Harm in Europe’ project, 
EHRN carries out a `comparative analysis’ of community & peer-based OD prevention service models - particularly those which support distribution of 
naloxone via peers. 
The report incorporated legislation, statistics & public health responses to opioid-related OD in Scotland, Denmark, Italy, Spain, Estonia & Lithuania, 
along with recommendations for adoption of good practice policies & collation of documented best practice. 

Women: Women at risk of OD for range of socio-economic 
reasons. Variations in vulnerability but many have 
experienced trauma: physical abuse, sexual abuse & 
violence, while also having mental health co-morbidities - 
(WHO, 2009). In addition, risk of DRD particularly acute in 
women newly released from prison - (Farrell & Marsden, 
2008). 

Young people: Evidence shows most DRDs occur in older 
males, but in Member States (joining EU since 2004), 
DRDs more likely to occur in younger people. 11% of OD 
deaths occurred in under 25’s. Some young people at risk 
of OD due to lack of experience & lack of specialist 
services, as well as increased incidence of certain drugs, 
such as fentanyl in Estonia. 

Migrants / Foreigners: Are often unaware of services 
available & may have difficulties accessing & engaging 
with them, due to cultural, gender & language barriers. 

Roma populations: Are widely discriminated against 
throughout Europe. Such marginalisation makes them less 
likely to access services & receive treatment - (potentially, 
a protective factor). Equally, drug problems likely to be 
hidden in such families & PUD in Roma families not 
encouraged to seek treatment. 

To influence national policy, important to provide strong evidence base to support 
development of programmes. Effective systems for robust data collection, monitoring 
& evaluation should be established, alongside common EU standards, mutually agreed 
definitions & consistently used criteria for identifying DRDs &, specifically, 
opioid-related deaths. Should include systems to accurately collate OD-related calls, 
ambulance attendances & emergency services interventions - to identify fatal & 
non-fatal OD - to inform local service planning.

Essential to improve quality of responses to OD. In absence of naloxone, all those 
who might witness an OD must be urged to call emergency medical services. Many fail 
to do so because of fears of prosecution. Police forces & ambulance services should 
review policy of police presence at OD scenes. Requires open discussion of legitimate 
concerns, inter-agency partnerships & local agreements on best practice in primary 
interest of public health. 

People admitted to hospital following OD should be routinely provided with OD 
prevention IEC materials, alongside details of drug treatment & harm reduction 
services. Ambulance staff should also carry this info to distribute to people who OD & 
any witnesses at the scene. 

Drug treatment services should be able to provide a rapid response to those 
seeking support following an OD. 

Vital to improve assessment of needs re: physical & mental health. Structured 
suicide-risk assessments should also be conducted.

Drug treatment providers & pharmacists must be vigilant to safeguard against other 
‘depressant’ drugs being prescribed on top of OST. 

OST programmes should reduce discharges due to ongoing illicit drug use - this 
predisposes individual to significant risk of OD. Increased doses of OST may counter 
additional use - should be ensured that people are not receiving sub-therapeutic doses 
(i.e. below 65 mgs of methadone). If people are discharged, following alternatives 
being explored, then opportunities to re-engage with treatment must be offered 
regularly.

All those working in OST & harm reduction services (including reception staff) should 
receive regularly updated OD guidance & training. 

Consideration should be given to establishing peer training networks to deliver OD 
prevention training. Action at national & local levels to ensure info re: prevention & 
management of OD made available to PUD & their families. Health & social care 
services should recognise psychological impact of witnessing or experiencing OD - 
appropriate support & counselling should be offered in this case. 

Many barriers to implementing OD prevention & management programmes exist, 
which affect several professional levels & impact on different people - First & foremost, 

PUD; second, witnesses (i.e. peers, partners, families, etc.); third, service providers; & 
fourth, national policymakers. 

Necessary to address prevailing stigma & discrimination. 
Many other obstacles to implementation & scale-up of effective OD responses (& 
naloxone provision) including laws limiting management & transport of naloxone by 
non-medical personnel; delays in emergency responses for OD situations; & shortages 
of naloxone in emergency units. 

Pressing need for high-level advocacy around scaling up distribution of naloxone 
beyond medical services to harm reduction programmes, outreach workers, 
pharmacies, homeless shelters/hostels, PUD, their families & communities. A 
simplified means of administering naloxone, such as pre-filled syringes or intranasal 
sprays, can improve confidence & may offer opportunities for those less familiar with 
injection drug use. These methods are more expensive though & may present another 
barrier for countries with limited resources. 

The EMCDDA Preventing Overdose Report (2012) is a valuable resource & draws 
attention to risk factors, protective factors & responses.

“Involving people who use drugs increases access to 
environments which are otherwise closed to 
professionals – thereby enhancing access to people 
who may not be involved with treatment services…” 

Jorgen Kjaer, 

Danish Drug Users Union

“There are no plans for naloxone distribution, & 
overdose education is not routine within services. We 
don’t see a lot of overdoses – maybe there are more 
overdoses, but perhaps they are not registered as 
such. Methadone access is good, and it is well 
supervised.” 

Dr. Emilis Subata, 

Vilnius Centre for Addictive Disorders, 
WHO Collaborative Centre for Harm Reduction

experience of OD; not being in drug treatment; 
homelessness; using alone, & leaving prison / cessation of 
treatment.

Figures on DRDs difficult to interpret due to different 
definitions & limitations of some monitoring systems. 
Some countries show low detection rate. Therefore, 
assessing trends in newer EU Member States & candidate 
countries is problematic. Despite data issues, DRD 
increases in Estonia &, to lesser extent, in Czech Republic, 
Lithuania, Hungary, Croatia & Turkey. 

Not yet possible to establish whether preventative 
measures have had any impact. Until all monitoring & 
evaluation systems are refined to ensure data recording 
parity, it will be difficult to measure outcomes. Thus, a 
crucial need for common standards. 

The Scotland National Programme (SNP): is one of most 
developed OD programmes in Europe, including 
take-home naloxone (THN) - Its models of delivery should 
be referred to for best practice examples. SNP has 
government commitment, public health funding, strategy, 
policy & nationwide coverage in various community 
settings - much of which involves peers in planning & 
delivery. 

Legislative barriers to be overcome if broader approach to 
OD prevention & management is to occur in Europe.

Homeless people: At particular risk of OD & DRDS - Less 
likely to engage with services & are further marginalized. 
Patterns of drug-using behaviour may be more dangerous 
due to environmental conditions - using (alone) in 
unsanitary, public places.

People living with HIV & TB: Generally have poorer health 
& some illicit drugs can interact with antiretroviral & TB 
medications; this makes people more susceptible to OD 
due to compromised physical health & metabolism issues. 

Psychiatric co-morbidity / Dual diagnosis: This is 
presence of both a mental health & substance use 
problem -particularly affects vulnerable groups including 
PUD (& prisoners). Dual diagnosis represents serious risk 
factor for suicide &, potentially, more careless drug use. 

Lesbian, gay, bisexual & transgender (LGBT): Drug use 
widespread in these communities. However, due to 
additional stigma & discrimination issues, LGBT people 
may not access services unless specifically targeted. 
Increased efforts needed to engage this population in drug 
services & naloxone distribution programmes. 

Prisoners: Risk of dying from OD greatly increases in 
period following release from prison, due to high rates of 
relapse & lower opioid tolerance. This is a critical time for 
action, when ensuring continuity of care & targeted 
interventions can both support treatment engagement & 
save lives.
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