Special Feature

History of naloxone kits in BC:
From inception to expansion
The Take Home Naloxone program’s history, how far we’ve come since its inception,
and the work yet to be done.
Vivian W.L. Tsang, MGC, Jane A. Buxton, MBBS, MHSc, FRCPC

T

he spike in overdose deaths in BC
due to COVID-19 serves as a reminder that the lack of access to
harm-reduction services has significant implications for people who use drugs (PWUD).
One of the cornerstones of harm-reduction
services in BC is the Take Home Naloxone
(THN) program created in 2012. We hope that
by providing insight into the program, medical
providers will discuss and offer the lifesaving
THN kits in clinics and hospital settings when
appropriate.
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Increasing numbers of heroin-related deaths
in 2011 due to a toxic drug supply was a precursor to the overdose crisis in British Columbia.
At that time, naloxone was not widely available
in Canada despite its 40-year approval history
for use in opioid respiratory depression reversal. Naloxone has greater affinity for μ-opioid
receptors in the brain than opioids and thus
naloxone acts as a competitive antagonist.1 This
allows for effective reversal of the symptoms of
opioid toxicity, including respiratory depression
for up to 60 minutes while emergency services
are called.2 While Europe, Australia, and the
United States had developed THN programs
in some jurisdictions for PWUD, BC, a frontrunner on the harm-reduction scene, had not
yet responded.3
Peers with lived experience in the community were witnessing friends and family die
with no means of intervention. Their voices
fueled the determination to make changes to

the existing availability of naloxone to reduce
morbidity and mortality among PWUD. The
BC Centre for Disease Control (BCCDC)
harm-reduction team received approval to implement a pilot THN program in 2012. The
team visited a program that had been initiated in 2005 in Edmonton and, with input and
generous support from colleagues in the US,
began developing training and data collection
materials and source supplies.
The pilot was a grassroots effort, with the
first THN kits designed from sunglasses cases
bought in bulk in Vancouver’s Chinatown. They
were assembled in the BCCDC pharmacy, but
during times of high demand, staff volunteers
from across the centre would put them together
during their lunch breaks. The naloxone ampoules were added by the pharmacy, where
lot numbers and expiry dates were recorded
in the kits. This made it possible to achieve
central distribution despite limited resources.
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Still under Schedule I regulations at the time
(prescription-only medication), naloxone had
to be prescribed by a physician, which led to
the development of stock stickers that would be
filled out in advance with information including
naloxone batch number, prescriber details, and
patient identification. The stickers were placed
on pill bottles containing two ampoules of naloxone. The early program also kept a record of
every patient who had been prescribed naloxone
and received a THN kit.
The major policy issues of the THN program were increasing access to naloxone, tackling public and professional pushback through
promotion and education, and identifying physician champions, who in the early days, were
critically important to the program’s expansion.
The rollout of the program was slow and resistance emerged. The first community training
session at the Vancouver Area Network of Drug
Users (VANDU) was put on hold until concerns stemming from a lack of understanding
of the action and scheduling of naloxone were
allayed. Emergency departments in Vancouver

were approached, and although supportive in sites where THN kits were available. Providers
principle, they declined to participate initially were educated on the distribution and use of
as they felt unable to manage the burden of naloxone, as well as how to challenge common
training in a busy clinical environment.
misperceptions about naloxone as an enabler to
Three components needed for site enroll- opioid use.7 Fiscal and time constraints, coupled
ment were identified: an educator, a prescriber, with work to retain prescribers, were identified
and a dispenser, and apas barriers for expansion at
proval from the regional
that time.4
health authority was obOver the next few
Champions in the
tained.4 Champions in
years,
a number of facRoyal Inland Hospital
the Royal Inland Hospital
tors came into play. First,
Emergency Department
Emergency Department
the emergence of fentanyl
initiated the first
initiated the first THN
and its analogs in the toxic
program in any emergency
street-drug supply led to
THN program in any
department in Canada in
an unpredictable potency
emergency department
of illicit opioids and an ex2014.5 By the end of that
in Canada in 2014.
year, the program had
ponential trend in overbeen implemented at 61
dose deaths.8 A series of
sites, and 1198 THN kits had been distrib- regulatory changes in 2016 and 2017 reduced
uted to clients in the community [Figure].6 barriers to naloxone access. In 2016, the federal
The SAVE ME procedure (stimulate, airway, Minister of Health removed naloxone from
ventilate, evaluate, muscular injection with 1 mL the Prescription Drug List, and in September
of naloxone 0.4 mg, and evaluate) was used for 2016 naloxone was made unscheduled by the
training and displayed on posters distributed at College of Pharmacists of BC, allowing it to be

Figure. Number of THN sites, kits shipped and reported distributed, and overdose reversals 2012 to 30 November 2020.6,15-17 [source: BCCDC]
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distributed in the community without a physician prescription.9 Following the declaration of
a public health emergency in BC on 14 April
2016, the program expanded quickly, with increased public awareness and acceptance. Two
months later, naloxone became available at all
emergency departments through a ministerial
directive.10 In October 2016, the kit production
(without naloxone) was outsourced to an external company. Evidence shows that naloxone
successfully reduced overdose deaths, improving
overall overdose morbidity and mortality.11,12
The Facility Overdose Response Box program was launched in late 2016 to support
community site staff and non–health care service providers on site to have ongoing access
to naloxone and other resources, and ensured
training, protocols, and policies were in place
to support overdose events.13 Increased overdose deaths and delays in federal approval of
supervised consumption site applications led the
BC Minister of Health to enact a ministerial
order to establish overdose prevention services,
which enable clients to use drugs in an observed
setting.14 In 2016, additional THN distribution sites were added to satisfy the twentyfold
increase in demand for naloxone [Figure].15-17
A massive scale-up of the program occurred
during the initial peak of the overdose crisis,
with distribution increasing from 4688 kits per
month in November 2016 to 11 000 kits per
month in January 2017.15
Development of multiple educational resources also increased in 2017 for both providers and the public. It was noted that youth
in particular experienced an improvement in
their internal locus of control and a sense of
safety with THN training.18 Pharmacists were
trained to dispense naloxone kits at community
pharmacies, and this laid the foundation for
THN kits to eventually be free of charge from
pharmacies in BC.19 High-quality, low-barrier
training is available to anyone before or when
attending a community pharmacy to obtain a
kit (http://naloxonetraining.com). It includes
an assessment of understanding and a certificate
of completion to ensure standardized training
occurs.
By 31 December 2020, more than 900 000
kits had been shipped to 1819 active THN
distribution locations across BC. Over 80 000
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naloxone kits have been reported as used to
reverse an overdose, but this is a considerable
underestimate.20
Ongoing administrative data collection and
research have allowed various aspects of the
program to be evaluated.21 Research was conducted to investigate correlates of THN possession in BC, which was found to be positively
associated with male recipients in 2017 and

Demand for THN
kits has risen in
the past months
as the number
of overdoses has
increased due
to COVID-19.

2018, primarily those aged 31 to 60.20 More
than two-thirds of those who received a kit
reported being at risk of overdose.20 A recent
cross-sectional analysis revealed lower rates
of THN kit possession among people who
use drugs by non-injection routes.22 However,
smoking is the preferred mode of opioid use
in BC, and Coroners Service data also revealed
the highest proportion of deaths for PWUD
are among those who smoked drugs.23 This disparity reveals the need for increased education
on the overdose risk associated with smoking
drugs and the importance of having a THN kit
to keep friends and community members safe
regardless of the mode of drug use.
Demand for THN kits has risen in the past
months as the number of overdoses has increased due to COVID-19. With reduced attendance at supervised consumption sites and
overdose prevention sites, people with lived
experience are acting as first responders, using
THN kits to assist members of their community.21 October 2020 saw the highest number
of THN orders with more than 33 800 THN
kits shipped to community sites, pharmacies,
correction centres, clinics, and nontraditional

sites across BC.1,24 In line with increasing access
to naloxone, continuing education on overdose
response and naloxone administration, supporting site coordinators to report, and collecting
data will allow for a sustainable program and
future research.
BC’s actions with THN are leading the way
for many other provinces. Training, harm reduction, and naloxone administration materials
are used across Canada from Alberta to New
Brunswick.25 Understanding the history and
barriers to THN program initiation and expansion will help organizations planning to start or
expand similar programs. Physicians and medical providers play a huge role in reducing the
stigma around drug use. Offering THN kits is
an easy way to create safe spaces for clients to
discuss drug consumption practices. Medical
students, physicians, and other providers should
be encouraged to provide training, carry a THN
kit, and act as champions to reduce drug-related
deaths in their communities.
All individuals who fit the eligibility criteria and are seeking training and a personal
THN kit can go to www.towardtheheart.com/
site-finder to locate their nearest community
site or pharmacy for access. Physicians can also
share a list of THN distribution sites with their
patients. THN kits are provided at no cost to
individuals at risk of experiencing or witnessing
overdose, such as family or friends of PWUD.26
BC physicians can purchase naloxone and supplies required for use in their clinics at their
local pharmacy.26
Physicians interested in further advocacy
and support of this program can contact their
regional harm reduction coordinator and/or the
BCCDC naloxone program. n
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