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1. A community overdose response team was established to support conference 
participants in the event of an overdose or suspected overdose. The designated 
overdose responders were Mat Southwell, Sarah Whipple, Eddy, and Jane. These 
responders were selected because of their prior experience with overdose 
recognition and naloxone administration, ensuring there was a capable and 
trusted group available throughout the conference. 

2. On 11 October 2025, SANPUD convened an in-person planning meeting with 
international INHSU attendees who have extensive expertise in overdose 
prevention and naloxone use. Facilitated by SANPUD, the meeting focused on 
creating a shared protocol for rapid response and mutual support. Outcomes 
included agreement on a coordinated response model, shared responsibility for 
monitoring and responding to possible overdoses, and clarity on communication 
systems and responder roles. This preparation was critical for maintaining 
consistent safety standards across participants from different countries and 
practice backgrounds. 

3. To ensure effective coordination, responders created a WhatsApp group that 
enabled quick communication, real-time updates, shared decision-making, and 
smooth coordination of responsibilities. In addition, SANPUD provided a 
dedicated emergency response phone to serve as the overdose contact number 
during the conference. The number was shared with participants, and 
responders rotated responsibility for carrying the phone based on their 
availability and capacity, allowing participants to reach a responder at any time. 

4. SANPUD supplied naloxone kits for overdose response and ensured they were 
distributed among community members during INHSU. The response team 
operated primarily as coordinators and enablers, supporting peers to respond 
locally rather than acting as the only frontline responders. This approach was 
necessary because distances between hotels made it difficult to rely solely on 
the emergency phone for rapid on-site response. Since naloxone practices differ 



internationally, participants agreed to use the United States naloxone response 
model as the shared standard to prevent confusion in emergencies. 

5. One significant incident occurred when a participant experienced a medical 
crisis that was initially suspected to be an opioid overdose. Naloxone was 
administered, but the incident was later identified as a blood pressure drop 
rather than an overdose. The situation caused understandable panic among 
peers, especially because the person in crisis and those assisting did not share a 
common language. Some peers also used outdated responses such as 
attempting to slap the person or throwing cold water. Afterward, a debrief helped 
clarify what had happened, reinforced safer response methods, and supported 
shared learning. The person affected also required reassurance and care, 
particularly due to limited experience with drug-related situations. 

6. The incident reinforced an emerging safety concern observed at INHSU and 
elsewhere: steep blood pressure drops linked to strong or excessive cannabis 
use, especially among older men. Contributing factors may include travel 
fatigue, alcohol use, tiredness, jet lag, and dehydration. These episodes can be 
mistaken first for an opioid overdose and later for a developing heart attack, 
making clear protocols important. In both known cases the person recovered, 
though the most recent incident required an A&E visit due to dangerously low 
blood pressure. During the response, sugar water was tried, but ambulance 
personnel advised that water mixed with both sugar and salt is more appropriate 
for restoring electrolytes. 

7. Key lessons from this process include the need for baseline overdose response 
training for all participants, ideally linked directly to naloxone distribution. The 
incident demonstrated that training should be repeated and practiced, not 
treated as a one-off knowledge transfer, because confidence in emergencies 
comes from familiarity and rehearsal. It is recommended that overdose response 
training be integrated into key conference spaces such as CAB sessions, 
Community Day, and naloxone distribution points. Additionally, SANPUD should 
explore developing a specific protocol for cannabis-related collapses through 
further research, risk messaging, and a simple, standard response guide suited 
to the community as it ages. 

8. Overall, SANPUD successfully implemented a community-led overdose 
prevention system at INHSU 2025, including trained responders, shared 
naloxone access, and real-time coordination. The significant incident highlighted 
both the value of these systems and the need for ongoing peer training, as well 
as the importance of addressing cannabis-linked blood pressure collapse as a 
growing safety issue for future conferences. 



 


