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An observational prospective cohort study of naloxone use at
witnessed overdoses, Kazakhstan, Kyrgyzstan, Tajikistan, Ukraine
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Objective To determine whether participation in the United Nations Office on Drugs and Crime (UNODC) and the World Health Organization’s
(WHO) Stop Overdose Safely (S-O-S) take-home naloxone training project in Kazakhstan, Kyrgyzstan, Tajikistan and Ukraine resulted in
naloxone use at witnessed opioid overdoses.

Methods An observational prospective cohort study was performed by recruiting participants in the implementation of the S-O-S project,
which was developed as part of the broader S-O-S initiative. Training included instruction on overdose responses and naloxone use. Study
participants were followed for 6 months after completing training. The primary study outcome was participants'naloxone use at witnessed
overdoses, reported at follow-up.

Findings Between 400 and 417 S-O-S project participants were recruited in each country. Overall, 84% (1388/1646) of participants were
interviewed at 6-month follow-up. The percentage who reported witnessing an overdose between baseline and follow-up was 20% (71/356)
in Tajikistan, 33% (113/349) in Kyrgyzstan, 37% (125/342) in Ukraine and 50% (170/341) in Kazakhstan. The percentage who reported
using naloxone at their most recently witnessed overdose was 82% (103/125) in Ukraine, 89% (152/170) in Kazakhstan, 89% (101/113) in
Kyrgyzstan and 100% (71/71) in Tajikistan.

Conclusion Implementation of the UNODC-WHO S-O-S training project in four low- to middle-income countries resulted in the reported
use of take-home naloxone at around 90% of witnessed opioid overdoses. The percentage varied between countries but was generally
higher than found in previous studies. Take-home naloxone is particularly important in countries where emergency medical responses to
opioid overdoses may be limited.
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Introduction

Opioid overdose is a leading cause of drug-related death.! The
risk of an overdose varies with the type of opioid consumed
and the population group involved. Longitudinal studies
suggest that 2-3% of people who use heroin die each year
but higher rates have been observed.>’ Opioid overdoses are
preventable through opioid agonist maintenance treatment,
though treatment is not available everywhere and uptake can
be low.** Consequently, responses to acute opioid overdoses
are often required. More than 80% of overdoses are acciden-
tal and many are reversible through respiratory support and
administration of an opioid antagonist such as naloxone.®”
Naloxone is available in medical facilities in many coun-
tries and, since the 1990s, efforts have been made to provide
non-medically trained people with the drug through take-
home naloxone programmes.*’ Such programmes are now
included in the World Health Organization’s (WHO) recom-
mended response to opioid overdose.*'° Take-home naloxone
programmes involve training lay people likely to witness an
overdose, such as the friends or family of people at risk, in
overdose recognition (e.g. signs such as cyanosis) and how to
respond through, for example, rescue breathing and naloxone

administration."" The evidence shows that these programmes
increase participants’ knowledge, confidence and skills in
managing opioid overdoses."'""* Moreover, they appear to be
cost-effective and to reduce overdose deaths.'*"'* Importantly,
there is no evidence that take-home naloxone leads to riskier
drug use behaviour."” Although take-home naloxone is now
used around the world, there are few publications from low- or
middle-income countries, where little is known about opioid
use or overdoses and where there may be limited access to
emergency medical services.'®" Studies of opioid overdose
prevention have been carried out in Kyrgyzstan and Tajikistan
and overdose prevention has been investigated in Kazakhstan
as part of a broader evaluation of an intervention to reduce
the risk of human immunodeficiency virus and hepatitis C
virus infections.” The take-home naloxone pilot programmes
in Kyrgyzstan and Tajikistan involved only people who inject
drugs: they were trained in overdose responses and given either
vouchers for naloxone (Kyrgyzstan) or naloxone itself (Tajiki-
stan). Subsequently, 83% (109/131) of programme participants
who returned for additional naloxone in Kyrgyzstan and 30/59
(51%) in Tajikistan reported they had used naloxone at the last
overdose witnessed.”” However, naloxone use by participants
who did not request more was unknown. In Kazakhstan,
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the programme focused on couples, at
least one of whom reported injecting
heroin.”! All participants were trained
in overdose responses and naloxone
use and given vouchers for take-home
naloxone. Although only 36% (148/414)
of participants redeemed their vouchers,
71% (105/148) of those reported using
naloxone on themselves or others, in-
dicating that most would use the drug
if available.”!

In 2017, at the United Nations
Commission on Narcotic Drugs meeting
in Vienna, the United Nations Office on
Drugs and Crime (UNODC) and WHO
launched the Stop Overdose Safely (S-O-
S) initiative within the framework of the
UNODC-WHO Programme on Drug
Dependence Treatment and Care.***
This initiative, which targets opioid
overdose, was developed in response to
recommendations of the 2016 Special
Session of the United Nations General
Assembly on the World Drug Problem
and of the United Nations Commis-
sion on Narcotic Drugs resolution 55/7
(2012).** The initiative’s aims are aligned
with WHO’s guidelines on the commu-
nity management of opioid overdose,

which state that, “people likely to wit-
ness an opioid overdose should have
access to naloxone and be instructed
in its administration to enable them to
use it for the emergency management of
suspected opioid overdose”

As part of the S-O-S initiative, a
training package was developed and
implemented in a project conducted in
Kazakhstan, Kyrgyzstan, Tajikistan and
Ukraine - low-income to upper-middle-
income countries that have widely vary-
ing policies and practices on drug law
enforcement and treatment. The S-O-S
training project in these countries began
with stakeholder consultations and a
review of drug policy, of the legal status
of naloxone, and of any considerations
affecting the use of take-home naloxone
(Table 1).” The final training model had
three levels: (i) level-I trainers instruct-
ed level-1II trainers in each country;
(ii) level-II trainers instructed level-III
training providers; and (iii) level-III
training providers instructed potential
opioid overdose witnesses. Specific
training materials were developed for
each level. Training of potential wit-
nesses involved recognizing opioid over-
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dose signs and symptoms, responding to
overdoses, understanding naloxone and
its use, and preventing future overdoses.
Details of the overall theory of change
and the programme logic are available
in the data repository.” The target was to
train and distribute take-home naloxone
to 4000 potential opioid overdose wit-
nesses in each country.

During implementation of the train-
ing project, we carried out a prospective,
observational cohort study to assess
its impact. Here, we report on whether
naloxone was used at witnessed opioid
overdoses. Naloxone use at witnessed
overdoses is a tangible and fundamental
goal of take-home naloxone programmes
that reflects both naloxone carriage by
programme participants and whether
training and naloxone carriage lead to
its use at witnessed overdoses. We set an
evaluation target of 90% of participants
in the training project in Kazakhstan,
Kyrgyzstan, Tajikistan and Ukraine using
naloxone at witnessed opioid overdoses —
a figure higher than previously observed
in two of these countries.”*!

Table 1. Country characteristics, take-home naloxone training project, Kazakhstan, Kyrgyzstan, Tajikistan and Ukraine, 2019-2020

Characteristic Kazakhstan Kyrgyzstan Tajikistan Ukraine
Estimated prevalence of 1.0 0.8 0.5 1.0
opioid use,” %

Estimated no. of people who 116840 25000 25000 332500
inject drugs®

Opioid agonist treatment 0.2 49 2.7 2.5

coverage for people who
inject drugs,” %
Naloxone availability?

-Not available on prescription

-Available on prescription

-Available on prescription

-Some take-home

Naloxone carriage law?

Issues for lay responders to
opioid overdoses?

Drug law®

Cities where the training
project was implemented

-No take-home naloxone
«Limited emergency service
availability

Carrying syringes and
naloxone is not an offence

«Limited legal protection
-Prosecution is possible but
unlikely for responding or
even not responding

+Drug purchase is a criminal
offence

-Criminal and civil penalties
for use or possession

Almaty

-Some take-home
naloxone

-Limited emergency
service availability

Carrying syringes and
naloxone is not an offence

-First aid response
mandated for trained
professionals

-No legislation for non-
professionals

-Drug purchase is a
criminal offence

-Criminal or civil penalties
for selling or possession,
depending on quantity
Bishkek, Sokuluk and Kant

-Limited take-home naloxone
naloxone -Emergency service
-Some emergency service  availability

availability

Carrying syringes and
naloxone is not an offence

-Strong legal protections
for responders in the case
of “extreme need”

+Drug purchase is a
criminal offence
-Criminal penalties for
selling or possession

Dushanbe and Khorugh

-Available at some
pharmacies for limited
purchase

Carrying syringes and
naloxone is not an
offence

-All citizens expected to
respond

«Drug purchase is a
criminal offence
-Criminal and civil
penalties possible for
use or possession

Kyiv

@ Data were obtained from legal reviews and assessments carried out in 2016.
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Methods

We recruited and interviewed a sample
of project participants in Kazakhstan,
Kyrgyzstan, Tajikistan and Ukraine
before, immediately after and 6 months
after overdose management training
(Fig. 1). Recruitment took place be-
tween July and October 2019 at all study
sites and follow-up ended in April 2020.

The whole training project was
advertised primarily by word of mouth
and using recruitment flyers posted at
locations frequented by people who
used opioids or who were likely to wit-
ness an overdose, such as outreach and
clinical services staff. For our cohort
study, a convenience sample of trainees
was recruited from within the project,
also by word of mouth, until a target
number was reached in each country.
Eligible participants were people likely
to witness an opioid overdose (e.g. those
who used opioids, their family members
or friends, and contact workers). Par-
ticipants had to be: (i) aged 18 years or
older; (ii) resident in the study city for
6 months or more; (iii) able to fluently
speak and read the language of the study
instruments (i.e. Russian); (iv) willing
to provide written informed consent;
(v) willing to undergo follow-up assess-
ment at 6 months; and (vi) willing to
provide contact details, including their
name, residential address, home and
mobile telephone numbers and social
media details as well as the correspond-
ing details of a friend or relative who
would know their whereabouts if they
could not be contacted directly.

The broad training project involved
one-to-one or group-based training on
the effects of opioids, on recognizing
overdoses, and on responding in accor-
dance with S-O-S manuals. After train-
ing, participants received small plastic
boxes containing two safely wrapped,
400 pg ampoules of naloxone, two clean
needles and syringes for intramuscular
administration, disposable gloves, alco-
hol swabs, an instruction leaflet and a
note of endorsement from the relevant
authorities. Each naloxone kit cost
1.70 United States dollars (US$).

People who agreed to participate in
the cohort study were informed about
study procedures by trained staff. They
were given an information sheet that
described the study in detail, including
its procedures and the possible risks and
benefits of participation, after which
written informed consent was obtained.
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Recruitment

v

Screening

v

Consent

v

Baseline interview
Participants’ data collected on:
- demographic characteristics
- geographical location
« medical history
- treatment
« substance use history
« overdoses witnessed or experienced
Test instruments administered in part:
« Brief Opioid Overdose Knowledge
questionnaire
« Opioid Overdose Knowledge Scale
« Opioid Overdose Attitudes Scale

v

Overdose management training and
issuing of take-home naloxone

v

Post-training interview
Test instruments administered in part:
« Brief Opioid Overdose Knowledge
questionnaire
« Opioid Overdose Knowledge Scale
« Opioid Overdose Attitudes Scale

v

Interview 6 months after training
Participants’ data collected on:
« overdoses witnessed
« overdoses experienced
- carriage of naloxone

Fig. 1. Flow chart showing cohort study schedule, take-home naloxone training study,
Kazakhstan, Kyrgyzstan, Tajikistan and Ukraine, 2019-2020

« use of naloxone
« opioid use
- treatment

« responses to witnessed overdoses

Questionnaires were administered be-
fore, immediately after and 6 months
after training (Fig. 1). Questionnaire
responses were recorded on electronic
devices programmed using Research
Electronic Data Capture (REDCap)
software (Vanderbilt University, Nash-
ville, United States of America) or on
hardcopy equivalents (details were sub-
sequently entered onto REDCap forms).
Data were uploaded directly onto the
REDCap server at the Burnet Institute
in Australia when a secure internet con-
nection was available.

Participants in the cohort study
were offered a cash reimbursement for
their time, out-of-pocket expenses and
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transport costs at a local currency equiv-
alent of 3-8 US$. Research assistants in
each country attempted follow-ups after
6 months using the participants’ contact
details and the details of nominated
friends or relatives. Participants who
could not be contacted and interviewed
within 8 months were deemed lost to
follow-up. Data were collected in per-
son or by telephone. Participants could
request additional naloxone kits at any
time but data on naloxone use were col-
lected formally only at follow-up.

Measures

At baseline (i.e. before training), de-
mographic information, including age,
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sex, educational level, marital status,
religious background, accommodation
and employment, was collected. In ad-
dition, participants’ drug use history was
assessed using the Drug Abuse Screen-
ing Test and their alcohol consumption
in the previous 12 months was assessed
using the Alcohol Use Disorders Iden-
tification Test for Consumption.?»*
Study-specific questions were designed
to capture overdose history - both
witnessed and experienced. Questions
about behaviours engaged in when wit-
nessing an overdose were drawn from
the Opioid Overdose Knowledge Scale,’
a validated questionnaire that can be
used to examine overdose responses.
Questions about the participant’s knowl-
edge of overdoses were taken from the
Brief Opioid Overdose Knowledge
questionnaire,” a validated scale used
to assess knowledge of overdoses among
people who use prescribed opioids or
who use opioids non-medically, and
questions about attitudes towards, and
perceived competence in responding to,
overdoses were taken from the validated
Opioid Overdose Attitudes Scale.”!

Immediately after training, par-
ticipants again answered questions from
the Opioid Overdose Knowledge Scale,
the Brief Opioid Overdose Knowledge
questionnaire and the Opioid Overdose
Attitudes Scale.

Six months after training, partici-
pants’ responses to witnessed overdoses
were assessed using a modified ver-
sion of the baseline questionnaire that
included questions on the carriage of
naloxone, witnessed overdoses and ac-
tions, overdoses experienced, opioid use,
and treatment, and that was based partly
on a questionnaire from a pilot trial of
prison-based naloxone-on-release.*

Analysis

The primary outcome of our study was
naloxone use at witnessed overdoses
reported at 6-month follow-up and the
target for the proportion of respondents
in each country who reported naloxone
use was 90%. We calculated 95% confi-
dence intervals (CIs) for this proportion,
which allowed for a margin of 5% as
a reasonable indicator of whether the
target had been achieved. Assuming that
50% of opioid-consuming participants
would witness an overdose each year
and that 10% of participants who did
not report consuming opioids would
witness an overdose each quarter,”**
it was estimated that roughly one third
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of study participants would witness an
overdose during the follow-up period.
Consequently, sample size calculations
indicated that 408 participants were
required in each country to achieve an
estimated 138 witnessed overdoses by
6 months. Secondary outcomes related
to programme implementation includ-
ed: (i) the proportion of participants
who still had the naloxone received at
training; (ii) the proportion who told
other people that they had access to
naloxone; and (iii) the proportion who
had carried naloxone during the previ-
ous 3 days. We also asked about the
survival of the person whose overdose
was witnessed. The characteristics of
the study sample in each country are
reported using descriptive statistics.
Given the diversity of study participants
between countries, no analysis of out-
comes by participants’ characteristics
was undertaken.

Ethical approval

Ethical approval of the study protocol
was obtained from the WHO Ethics
Review Committee (ERC.0003090,
13 November 2018) and from local eth-
ics committees in Kazakhstan (Medical
Faculty, Higher School of Public Health,
Al-Farabi Kazakh National University;
N 1236, 31 July 2018), Kyrgyzstan (Bio-
ethical Committee, Republican Center
of Narcology, Kyrgyz Republic Ministry
of Health; N 952, 6 September 2018), Ta-
jikistan (Biomedical Committee, Acad-
emy of Medical Science, Republic of
Tajikistan Ministry of Health and Social
Protection; N 92, 14 August 2018) and
Ukraine (Institutional Review Board,
Ukrainian Institute of Public Health
Policy; N 29/IRB, 1 August 2018).

Results

Table 2 shows the sociodemographic
characteristics of the study participants
in each country. The target sample size of
408 was achieved in all countries except
Ukraine, which had 400 participants.
Across the countries, the participants’
mean age ranged from 38 to 42 years.
The majority were employed and few
reported homelessness in the previous
6 months. However, all other charac-
teristics differed between countries:
the reported educational levels were
higher in Tajikistan and Ukraine; the
proportion of women was higher in
Kazakhstan and Kyrgyzstan; and the
proportion of married participants was
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higher in Kyrgyzstan and Tajikistan.
Over 80% of participants were retained
in the study at 6 months, ranging from
82% (341/417) in Kazakhstan to 86%
(342/400) in Ukraine.

The percentage of participants
who reported witnessing an overdose
between baseline and follow-up at
6 months was 20% (71/356) in Ta-
jikistan, 33% (113/349) in Kyrgyzstan,
37% (125/342) in Ukraine and 50%
(170/341) in Kazakhstan. The percent-
age of overdose witnesses who reported
using naloxone at their most recently
witnessed overdose was 89% (152/170)
in Kazakhstan, 89% (101/113) in Kyr-
gyzstan and 100% (71/71) in Tajikistan
(Table 3). However, the figures for Kyr-
gyzstan and Tajikistan should be treated
with caution because the number of
participants who witnessed an overdose
was below that expected (i.e. 138 per
country), meaning the precision of the
estimates was lower than expected. The
percentage of participants in Ukraine
who reported using naloxone at their
most recently witnessed overdose was
82% (103/125, 95% CI: 75-88), which
fell just below the target of 90%. In
almost all reported overdoses in which
naloxone was used, the overdose victim
survived (Table 3). The percentage of
participants at 6-month follow-up who
still had one or both ampoules of the
naloxone they received at enrolment
was 89% (316/356) in Tajikistan, 72%
(245/342) in Ukraine, 53% (184/349)
in Kyrgyzstan and 45% (154/341) in
Kazakhstan (Table 4). Over 80% of
participants reported they had told
others they had naloxone (Table 4). The
percentage who reported carrying nal-
oxone in the 3 days before the 6-month
follow-up varied substantially from 17%
(58/342) in Ukraine to 89% (317/356) in
Tajikistan (Table 4).

Discussion

Our prospective cohort study aimed to
determine whether 90% of participants
in an S-O-S$ training project in Kazakh-
stan, Kyrgyzstan, Tajikistan and Ukraine
used naloxone when they witnessed an
opioid overdose. The target of 90% was
achieved in three of the four countries
(and very close to being achieved in the
fourth) and naloxone use was greater
than observed previously.*>*' In almost
all reported instances of naloxone use,
the recipient survived. Our findings
demonstrate that the project resulted
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in use of project-provided naloxone in
a variety of settings.

One WHO-UNODC target for
take-home naloxone is that 90% of
trained potential witnesses should
carry the drug or have it available for
use.”” Although our study was not spe-
cifically designed to assess carriage of
naloxone, we found low reported rates
of naloxone carriage, which were below
the UNODC-WHO target and similar
to previously observed rates.” However,
this did not lead to a low rate of naloxone
use at witnessed overdoses. We assessed
naloxone carriage using a single ques-
tion drawn from the N-ALIVE study;***
we asked only whether naloxone had
been carried in the previous 3 days, not
whether programme-issued naloxone
was available for use. Our findings sug-
gest that this question was inappropriate
for characterizing naloxone carriage as
naloxone was clearly available when
needed. Indeed, other information col-
lected by the project team suggest that
naloxone was available in locations
where people may witness an overdose
and was stored there rather than carried.
Future work should use a measure of
naloxone access that can better capture
the availability of naloxone for respond-
ing to opioid overdoses.

Our study was a single-arm ob-
servational study appropriate for char-
acterizing naloxone use by people
provided with take-home naloxone in
the training project. The study involved
a large number of potential overdose
witnesses in four diverse countries
and had a retention rate over 80% at
6 months. The study did not seek to
examine the effectiveness of the project
in preventing overdose fatalities, which
would have required a different study
design. Nevertheless, although it is
unknown how many overdoses would
have proved fatal had naloxone not been
used, participants using naloxone likely
reversed potentially fatal overdoses. We
base this conclusion on studies showing
only around one quarter of overdose
witnesses report calling an ambulance
in Central Asian countries,?® where
emergency medical responses may be
unavailable and fatal outcomes may,
therefore, be more likely. In contrast, up
to 78% of witnesses call ambulances in
more-developed countries.”

Our study findings suggest that
implementing an S-O-S training project
in low- and middle-income countries is
feasible and can lead to naloxone use at
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Table 2. Sociodemographic characteristics of participants, take-home naloxone training
study, Kazakhstan, Kyrgyzstan, Tajikistan and Ukraine, 2019-2020

Characteristic No. (%)*

Kazakhstan Kyrgyzstan Tajikistan Ukraine

(n=417) (n=412) (n=417) (n=400)

Mean age in years 42 (19-65) 40 (19-68) 41 (19-70) 38 (18-60)
(range)
Sex
Female 127 (31) 146 (35) 78 (19) 85°(21)
Male 290 (69) 266 (65) 339 (81) 314° (79)
Relationship
Married 88 (21) 158 (38) 239 (57) 84 (21)
Other 329 (79) 254 (62) 178 (43) 316 (79)
Religion
Muslim 88 (21) 139 (34) 397 (95) 7(2)
Christian 263 (63) 199 (48) <5(<2) 306 (77)
Other 66 (16) 74 (18) <5(<2) 87 (22)
Education
Did not complete 171 (41) 176 (43) 54 (13) 55 (14)
high school
High school 246 (59) 236 (57) 363 (87) 345 (86)
education at least
Employment
Employed full or 240 (58) 240 (58) 253 (61) 232 (58)
part time
Not employed 177 (43) 172 (42) 164 (39) 168 (42)
Housing
Home owned or 191 (46) 231 (56) 228 (55) 266 (67)
rented
Other 226 (54) 181 (44) 189 (45) 134 (34)
Homeless in the past 6 months
Yes 60 (14)¢ 30 (7) 48(12) 27 (7)
No 356 (86)¢ 382 (93) 369 (88) 372 (93)¢

@ All values in the table represent absolute numbers and percentages unless otherwise stated.

b The sex of one participant was unknown.

¢ The homelessness status of one participant was unknown.
Note: Inconsistencies arise in some values due to rounding.

witnessed overdoses. However, project
implementation required substantial
advance research, consultation and
programme development to overcome
numerous challenges. Analyses of local
policing practices, for example, showed
that awareness of opioid overdoses was
low in most countries. As a result, proj-
ectimplementers designed and conduct-
ed first aid training for police officers in
Kyrgyzstan and specific training in over-
dose responses for some police officers
in Ukraine. Concerns about the police’s
attitude to naloxone carriage led to the
inclusion of a note in naloxone kits in-
dicating that the kits were endorsed by
government authorities, even though
no country had legislative barriers
against the carriage of either naloxone
or needles and syringes. In addition, the
availability of naloxone in ambulance
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services varied across countries. These
situational factors and other barriers to
implementation need to be considered
in future S-O-S training projects. Finally,
plans for sustaining the project must be
made before implementation. In our
study countries, take-home naloxone
programmes continue but resources
have not been allocated to allow their
expansion.

Our study was limited by the use
of a convenience sample of participants
and by reliance on self-report question-
naires to assess outcomes at 6 months.
Self-report has proved reliable in studies
involving people who use drugs,’ but
it is not known whether recall or other
biases influenced responses to questions
about overdoses in our study. Although
our sampling strategy means our find-
ings are not directly generalizable to oth-
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Table 3. Naloxone use and overdose victim survival reported at 6-month follow-up,
take-home naloxone training study, Kazakhstan, Kyrgyzstan, Tajikistan and

Ukraine, 2019-2020

Outcome

Kazakhstan

Kyrgyzstan  Tajikistan Ukraine

No. participants followed up at 170
6 months who witnessed an
opioid overdose

No. participants who reported 152
administering naloxone at

their most recently witnessed

overdose*

Percentage of participants

who reported administering
naloxone at their most recently
witnessed overdose, % (95% Cl)
No. overdose witnesses who 151°
used naloxone and reported
the victim's survival status
No. (%) overdose victims
reported as surviving

89 (84-93)

149 (99)

113 71 125

89 (82-94) 100 (NA) 82 (75-88)

102°

101 (100) 70 (99) 98 (96)

Cl: confidence interval; NA: not applicable.

¢ Overdoses were witnessed at any time during the 6-month follow-up period.
® Information on survival was not available for one victim.

Table 4. Naloxone availability at 6-month follow-up, take-home naloxone training
study, Kazakhstan, Kyrgyzstan, Tajikistan and Ukraine, 2019-2020

Outcome Kazakhstan  Kyrgyzstan Tajikistan Ukraine
No. participants followed up 341 349 356 342
after 6 months

No. (%) of those followed up 154 (45) 184 (53) 316 (89) 245 (72)
who reported still having the

naloxone issued at project

enrolment

No. (%) of those followed up 310 (91) 345 (99) 356 (100) 288 (84)
who told others about carrying

naloxone

No. (%) of those followed up 85 (25)° 49 (14) 315 (89)? 58 (17)
who carried naloxone in the

3 days before follow-up

¢ Information on naloxone carriage was not available for one participant.

er settings, it is encouraging that similar ~ Acknowledgements

findings have been observed in diverse
low- and middle-income countries.
Finally, the expected number of study
participants who reported witnessing
an overdose was reached in only one of
the four study countries, meaning that
the precision of the estimated margin
used to assess the naloxone use target in
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Résumé

Etude de cohorte prospective observationnelle sur I'usage de naloxone en cas d'overdose au Kazakhstan, au Kirghizistan, au

Tadjikistan et en Ukraine

Objectif Déterminer sila participation au projet de formation aux kits de
naloxone a emporter Stop Overdose Safely (S-O-S), lancé conjointement
par |'Office des Nations Unies contre les drogues et le crime (ONUDC)
et |'Organisation mondiale de la Santé (OMS) au Kazakhstan, au
Kirghizistan, au Tadjikistan et en Ukraine, a entrainé I'usage de naloxone
lorsqu'une surdose d'opioides était constatée.

Méthodes Nous avons mené une étude de cohorte prospective
observationnelle en recrutant des participants a la mise en ceuvre
du projet S-O-S, développé dans le cadre de la vaste initiative S-O-S.
La formation leur expliquait notamment comment réagir face a une
overdose et comment utiliser la naloxone. A l'issue de leur formation, les

participants a I'étude ont fait I'objet d'un suivi pendant 6 mois. L'étude
a essentiellement conclu que les participants ont bien fait usage de
naloxone lorsqu'ils ont été confrontés a une overdose, conformément
a ce qu'ils ont relaté durant la période de suivi.

Résultats Entre 400 et 417 participants au projet S-O-S ont été recrutés
dans chaque pays. Au total, 84% (1388/1646) d'entre eux ont été
interrogés au terme des 6 mois de suivi. Le pourcentage de participants
ayant indiqué avoir assisté a une overdose entre la formation initiale et
la fin de la période de suivi s'élevait a 20% (71/356) au Tadjikistan, 33%
(113/349) auKirghizistan, 37% (125/342) en Ukraine et 50% (170/341) au
Kazakhstan. Enfin, le pourcentage de ceux ayant indiqué avoir eu recours
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ala naloxone lors de I'overdose la plus récente a laquelle ils ont assisté
s'élevaita82% (103/125) en Ukraine, 89% (152/170) au Kazakhstan, 89%
(101/113) au Kirghizistan et 100% (71/71) au Tadjikistan.

Conclusion Le déploiement du projet de formation S-O-S porté
par I'ONUDC et I'OMS dans quatre pays a faible et moyen revenu
a encouragé I'usage de kits de naloxone pour 90% des overdoses

Paul Dietze et al.

d'opioides constatées. Le pourcentage variait d'un pays a I'autre mais,
dans I'ensemble, il était supérieur a celui des études précédentes. Les
kits de naloxone a emporter sont particulierement importants dans les
pays ou la prise en charge médicale urgente des surdoses d'opioides
pourrait s'avérer limitée.

Pesiome

06cepBaLMOHHOE NPOCNEKTUBHOE KOrOPTHOE UCC/Ief0BaHe UCNOb30BaHMA HaIOKCOHa NLIAMU, KOTOpPble
MOryT CTaTb cBUAeTenAmmn nepenosnposku, Kasaxcran, KoiproisctaH, TagKukucrtaH, YkpanHa

Lienb Onpenennts, NpyBeno v yyacTvie B NpOeKTe Nof HasBaHVem
«3a 6e3onacHylo NpodunakTuky nepeno3nposkmu» (S-O-S)
Ynpasnenusa OpraHuzaumm O6beanHeHHbIX Haumi no HapKoTVKam
n npectynHocTu (YHIT OOH) n BcemupHom opraHusaumm
3apaBooxpaHeHna (BO3) no obyueHmio MCnonb30oBaHUa HanoKCoHa
B IOMALLHVX YCNIOBUAX NML@AMK, KOTOPbBIE MOTYT CTaTb CBUAETENAMM
nepeao3npoBKM onnonaos, B KaszaxctaHe, Kolprbi3cTaHe,
TamKMKMCTaHe 1 Ha YKparHe.

MeTopbl bbino npoBefeHo obcepBaLMoHHOe NPOCMeKTUBHOe
KOrOpTHOE McCnefoBaHvie nyTem Habopa y4acTHMKOB B pamMKax
peanu3aumn npoekTa S-O-S, KoTopbli Obi paspadboTaH Ha base bonee
WMPOKOI MHMLMaTUBLI S-O-S. ObyUeHvie COCTOANO 13 yKazaHwii No
pearMpoBaHUio Ha NePEA03NPOBKY 1 MCMONb30BAHNIO HANIOKCOHa.
3a yYyacTHMKaMK UCCneoBaHWA Habnoaanu B TeyeHre 6 Mecsaues
nocre 3aBeplieHws 00ydeHs. [NMaBHbIM Pe3ysTaTOM UCCIEA0BAHNS,
O KOTOPOM COO06LLanoch npu nocneaytollem HabnioaeHnu, 6ei1o
MNCMONb30BaHMe HaNoOKCOHa NMUaMu, KOTOpble MOryT CTaTb
CBUOETENAMY NepPefo3vPOBKN.

Pesynbratbl BkaxxaolictpaHe beinoHabpaHo ot 400 Ao 417 yuacTHIKOB
npoekta S-O-S. B uenom 84% (1388/1646) y4acTHMKOB Obinu

onpolleHbl Yepes 6 MecAleB HabnwoaeHnA. NpouUeHT Tex, KTo
CoobLM O TOM, YTO CTan CBUAETENEM Nepefo3npPOBKY, MEXY
MCXOMHbIM YPOBHEM 1 MOCHEAYIOLMM HabnoaeHNeM COCTaBuUN
20% (71/356) B TapkmnkmuctaHe, 33% (113/349) B Kbiproi3cTaHe,
37% (125/342) Ha YkpauHe n 50% (170/341) B KasaxcTaHe.
MPOLEHT KL, KOTOPbIE CTanV CBUAETENAMM NePefo3vPOBKU 1
MCMONb30BaNM HaNOKCOH BO BPemMs MOCIefHEro Takoro Cyyas,
cocTtaBun 82% (103/125) Ha YkpaviHe, 89% (152/170) B Ka3axcTaHe,
89% (101/113) B Kblproizctare 1 100% (71/71) B TagknkmcTare.
BbiBop Peanuzauma npoekta S-O-S ot YHIT OOH 1 BO3 B ueTbipex
CTpaHax C HV3KMM ¥ CpefHVM YPOBHEM [JOXOAa MpuiBesia K Tomy,
uTO MpUMepPHO B 90% cyyaeB coobWANOCh 06 MCNONb30BAHNM
HaNOKCOHa B JOMAaLHMX YCNOBMAX NMLAaMK, KOTOpble CTanu
CBUAETENAMM Nepefo3nNpPOBKM ONMOMAOB. [NpoLieHTHOe 3HaueHKe
BapbMPOBANOCh MeXAy CTpaHamu, HO B LIENIOM ObiNo BbILLE, Yem
B Npeablaywmnx nccnegoBaHnax. Micnonb3oBaHme HanokCcoHa
B [OMalWHUX YCOBMAX OCOBEHHO BaHO B TeX CTpaHax, rae
HEOTNOXHAA MEAVLIMHCKaA MOMOLLb NPV Nepeao3rPOBKe ONMOMA0B
MOET ObITb OrpaHnyeHa.

Resumen

Un estudio de cohortes prospectivo y observacional sobre el uso de naloxona en sobredosis presenciadas en Kazajistan,

Kirguistan, Tayikistan y Ucrania

Objetivo Determinar si la participacion en el proyecto de formacién
en naloxona para llevar a casa Stop Overdose Safely (5-O-S) de la
Oficina de las Naciones Unidas contra la Droga y el Delito (ONUDD) y
la Organizacion Mundial de la Salud (OMS) en Kazajistan, Kirguistan,
Tayikistany Ucrania generd el uso de naloxona cuando se presenciaron
sobredosis de opidceos.

Métodos Se realizd un estudio de cohortes prospectivoy observacional
mediante el reclutamiento de participantes en la aplicacién del proyecto
S-0-S, que se desarrollé como parte de la iniciativa mas amplia S-O-S.
La formacién inclufa ensefianzas sobre las respuestas a las sobredosis
y el uso de la naloxona. Los participantes del estudio fueron seguidos
durante 6 meses después de completar la formacion. El desenlace
primario del estudio fue el uso de naloxona por parte de los participantes
ante la presencia de sobredosis, notificado durante el seguimiento.
Resultados En cada pais se reclutaron entre 400 y 417 participantes para
el proyecto S-O-S. En general, el 84 % (1388/1646) de los participantes

fueron entrevistados en el sequimiento a los 6 meses. El porcentaje que
declaré haber presenciado una sobredosis entre elinicio y el seguimiento
fue del 20 % (71/356) en Tayikistan, el 33 % (113/349) en Kirguistan,
el 37 % (125/342) en Ucrania y el 50 % (170/341) en Kazajistan. El
porcentaje que declaré haber utilizado naloxona en las sobredosis
presenciadas mas recientes fue del 82 % (103/125) en Ucrania, del 89 %
(152/170) en Kazajistan, del 89 % (101/113) en Kirguistan y del 100 %
(71/71) en Tayikistan.

Conclusion La ejecucién del proyecto de formacion S-O-S de la
ONUDDy la OMS en cuatro paises de ingresos bajos y medios permitié
notificar el uso de naloxona parallevar a casa en alrededor del 90 % de
las sobredosis de opidceos presenciadas. El porcentaje varié entre los
paises, pero en general fue mas alto que el encontrado en los estudios
anteriores. La naloxona para llevar a casa es de especial importancia en
los paises donde la respuesta médica de emergencia a las sobredosis
de opidceos podria ser limitada.
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