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cases here, which is lovely. AFINET is the Addiction and the Family International Network, and they exist to bring together practitioners, researchers, policymakers and experts by experience who are all interested in or involved in the effects that someone else's problematic use of alcohol or drugs or gambling has on other members of the family and on other people close to them.
We've been going since 2014. We have more than 1,200 members now from 61 countries across the world, of which I can see immediately we've got about six or seven or maybe 10 countries represented here today and looking at the people who are here. You can learn more about AFNET from our website. And if you're not already a member,
You can join, and membership is free. You can join by completing the application form on the website. Now, among the things that AppNet does is it holds our conferences and our...
webinar series. To deal with conferences quickly, first, in alternate years, we hold either a face-to-face conference or an online one. The last face-to-face one was in May 2025 in the lovely and interesting city of Quebec in Canada, which was a great success. The last online
AFNET conference was held in September this year, so just a couple of months ago. And the programme and the recording of the sessions are all available. Just follow the links on the website. So you can see all the talks that people gave at almost all our conferences going back to 2000.
The next APNET conference will be a face-to-face one in November 2027, so just a year from now in Goa in India. So keep an eye out, please, for calls for abstracts, and I hope to see many of you there. The webinar that we're going to hear today is part of our webinar series. The webinars are free.
But as a small charity with no funding sources, donations from those who attend are always welcome. Again, details of how to make donations are on the website. And the technical side of these webinars, running the video conferencing systems and making the recordings and so on, are undertaken by one of our colleagues in Finland,
who works for the A Clinic Foundation, Sur Jurvansuu. So a big thank you to her. The webinar series has been running since October 2020, and like the conferences, all of the presentations are also online on our website. If people want to catch up on the wide range of excellent and fascinating presentations we've had from all over the world, from Australia,
New Zealand, through Indonesia and Malaysia, through many European countries, and from Canada, Brazil, and the USA. And again, today's webinar comes from New York in the USA. And it's my very great pleasure to introduce Dr. Kari Hostata. Now, Dr. Hostata is a
research scientist at the Friends Research Institute. She's a substance use epidemiologist and health service researcher, and she focuses on bridging real-time surveillance with public health responses in the context of an increasingly volatile and unpredictable drug market. She's led several studies on drug use behaviours, overdose risk, health service
access with a strong emphasis on developing strategies to reduce harms and improve responses to emerging overdose risks amongst people who use drugs and their loved ones. So today she's going to tell us about her current research, which aims to improve the timely identification and reporting of
drug overdose deaths and deliver time sensitive resources and services to overdose descendants social networks. So Carrie will talk for about 45 minutes, then there'll be time for people to ask questions and for us to have a discussion. As the talk progresses, please write any questions in the chat.
function and Kari will then answer them at the end. Or at the end, simply put your hand up using the hands function on Teams, which is about force one fist one in on from the left on my menu on my screen. And if that doesn't work, just get my attention at the end, wave, put your camera on and wave your
arms and I'll notice you. And with that, and no further ado, I hand over to you, Carrie.
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Great, thank you. And thank you, Richard, for inviting me to talk today. I'm really excited to talk about this important problem and share what we're doing in New York City to address some of these issues. And so I can, let me see if I can flip through here. There we go.
Richard gave a great explanation of my background, so I can really fly through here. But I am a substance use epidemiologist and health services researcher, like he said, based in the US. I'm in New York City. So the project that I'll be talking about today is also here in New York City. But I will give a little bit of a background about
the substance use and drug overdose crisis in the US. I'm sure a lot of you are well aware, but the drug overdose is a major problem in our country. It's the leading cause of injury related death in the US. And they are
primarily driven by synthetically manufactured opioids, particularly fentanyl. So fentanyl is typically involved on average, involved in about 75 to 80% of drug overdose deaths in our country. And although we've seen recent declines in the last couple of years, since about 2023,
the overdose death rates are still very high. So there was about 80,000 drug overdose deaths in the US in 2024. This actually marked a record setting single year decline compared to 2023. And preliminary estimates
from the CDC do show that rates are continuing to decline through 2025 and through 2026. However, like I said, the overall crisis still persists with 10s of thousands of people dying from these preventable deaths each year.
And as this crisis continues, we are experiencing, there's millions of people who are experiencing loss to overdose. A survey from 2023, a national survey in the United States, found that over 40%
of adults in the US personally know someone who has died of a drug overdose. So that adds up to about 25 million Americans. And nearly 1/4 of Americans have lost multiple people to drug overdose, primarily deaths due to synthetically manufactured fentanyl.
A separate cross-sectional study of the US of adults in the US estimated that just under 20% have lost a family member or close friend to drug overdose, and about 16 to 17% here have reported that an acquaintance has died.
died of a drug overdose. And I apologise, these tables are a little small to read, but I'm just trying to pull out kind of the key points here. But this is another cross-sectional study of data from 2011 to 2021, which estimated that over 300,000 children in the United States lost a parent
to drug overdose and rates did increase over time in this study from 2011 to 2021 for both fathers and mothers, but more children overall have lost fathers than mothers.
And the impact of overdose loss, which is often traumatic on individuals' well-being, has also been increasingly recognised.
and prolonged grief disorder, which is defined as having elevated persistent mental distress following the loss, is now recognised in both major diagnostic manuals. So the World Health Organization's ICD-11, which I assume many of you are familiar with, but also in the United States, the American Psychiatric Association's DSM-5
criteria. So both of these manuals focus on, they define prolonged grief disorder as intense longing, yearning or persistent preoccupation or preoccupation with the deceased. But there are some important differences in their diagnostic criteria. So it is important to understand when we are talking about prolonged grief disorder,
how it's being measured, specifically the duration thresholds and the core symptoms. So the main difference is that the ICD-11, the World Health Organization's criteria requires a minimum of six months for diagnosis, while the DSM-5 requires 12 months.
And then the DSM-5 uses a bit more stricter, a little more detailed diagnostic algorithm than the ICD-11.
So A meta-analysis found that nearly half of individuals experiencing an unnatural loss, so that's things such as accidents, which often includes overdose, but also things like suicide, homicide, and other disasters. About half of these individuals have experienced or developed
prolonged grief disorder after the loss, compared to only about 10% of people who are bereaved by a natural death. Norway has done some really great work on this area. I don't know if we have any Norwegians on the call, but kudos to you if there are any.
This was a cross-sectional study of family members bereaved by drug-related deaths in Norway. And they found that 26% of participants met criteria for prolonged grief disorder, with the highest prevalence among parents who had lost a child to overdose.
but still very, very high rates here for siblings and children. And this same study showed that those who lost someone to drug overdose one to two years ago had the highest levels of grief symptoms. So really showing that time as the title
for this publication reads, time does not heal all wounds and people still have very high levels of grief symptoms years after the overdose death. Studies in the United States have also documented the mental health burden associated with overdose loss.
This study found that 74% of individuals bereaved by an overdose met criteria for prolonged grief disorder. And that estimate was similar to those who were bereaved by suicide, which was about 74%, but much higher than those who lost someone to a natural sudden death.
which was 36% that had prolonged grief disorder. So this study also found that people who lost some to overdose are at a much higher risk for other mental health problems as well, with 43% of individuals bereaved by overdose.
having PTSD and 51% having major depressive disorder and 31% having generalised anxiety disorder. So all of these were significantly higher among people who lost someone to drug overdose than individuals who had lost someone from a sudden
natural death as this study had defined it.
More research out of Norway found that parents bereaved by a drug-related death of a child had a higher mortality rate than both non-bereaved parents and parents bereaved by other causes of death. So in particular, they had a high external cause mortality rate.
So that includes deaths by substance use themselves, which did make up a large portion of those deaths. And this was particularly high in the first two years of overdose bereavement. So demonstrating that losing a child to drug overdose is associated with very severe
adverse outcomes such as death.
We also know that overdose bereaved social network members, which I'll often refer to the term social network members. I really just mean the family, the friends, those, the peers, those are close to the overdose decedent, which is the person who died of overdose. But we know that the network members may be at greater risk for substance use issues themselves.
than people who experience other types of bereavement. And this is because, in part, because of the high degree of social clustering among people who use drugs. And data is emerging, particularly qualitative data. But
Nonetheless, a lot of qualitative work coming out, being published, demonstrating that individuals may engage in substance use as a way of coping with loss, and that bereavement can exacerbate existing substance use problems. There are some qualitative studies that also have found people who
take engage in more protective behaviours following the loss after having, you know, more an increased awareness or increased willingness to engage in harm reduction. So the findings there are a little bit mixed, but the relationship between overdose bereavement and substance use is
is growing very quickly in the last few years. So medical examiners and coroners have begun to recognise their unique positioning to support people during bereavement. So in the US, medical examiners and coroners are responsible for investigating and certifying deaths that are sudden, unexpected, violent, traumatic,
suspicious, or otherwise unnatural. So this covers the large majority of overdose deaths, which are most often accidental or unintentional.
Through their death investigations, then they encounter many bereaved individuals. So in addition to the investigators connecting with family and friends at the death scene, they also work closely with emergency contacts, next of kin,
other people that are connected to the overdose decedent to during their investigations to better understand the circumstances of the death, to collect information that will help them with their determination of the cause of the death, to coordinate burial logistics, to share autopsy and toxicology findings.
And so they're in communication a lot with the friends and family of overdose decedents. And it's through these efforts that a lot of coroner and medical examiners are developing relationships with the social networks. And these points of contact and the aftermath of loss
present a very unique opportunity to offer support to bereaved persons. And so there's a few programmes in the US that I'm aware of listed on this slide that are medical examiner offices that are providing some level of support
to bereaved persons, whether it be overdose specifically or just generally bereaved persons. I think most of these are, except in New York, might be just all bereaved persons, but they all differ somewhat in their protocols and services offered and who they're working with.
And as you know, I'll be talking, really zooming in on New York City's programme today. I will, I did want to share this report from that came out of New Mexico's medical examiner office, though, which documented the high access acceptability of grief-related services in this setting.
So about 74% of bereaved clients they work with were seeking services for counselling. But this study in New Mexico again looked at the uptake of services among all bereaved persons at their office. So a lot less is known about that.
the group of people bereaved specifically by drug overdose, which I explained on the last few slides, may be at a particularly high risk of poor health outcomes.
And then also importantly, there haven't been any studies that have described the impact of these types of programmes on people's grief and well-being in recovery, mental health recovery after losing someone to an overdose.
So the New York City Medical Examiner Office is the largest medical examiner office.
in the United States and is responsible for investigating basically all suspected overdose deaths in the city. In 2024, there were 2,192 unintentional drug poisonings or overdose deaths in New York City. This was a significant drop from 2023 when
we had over 3,000 deaths, but still a major problem, very high rates still. Again, opioids are the leading contributing substance, primarily fentanyl, which was involved in 73% of deaths in 2024.
And that aligns with the national statistics that I presented earlier.
So this gets a little more into the weeds than we probably need to today, but just really quickly, the medical examiner office in New York City is using a tool, they call it the suspected potential overdose tracker or the SPOT tool, to identify suspected overdose deaths in near real time.
based on evidence that's collected during the death investigation. So this tool identifies about 77% of drug overdose deaths within 72 hours of the death. And it allows the medical examiner office to identify deaths and therefore reach out to social network members
soon after the death occurs, long before death certificates are finalised, which in New York City is generally taking three to six months to have that death certificate signed by the medical examiner and all the investigation to be closed. So if you're interested in learning more about this tool at all,
that they're using to improve the timely identification of overdoses before death certificates are finalised. I invite you to look at this paper we published a couple of years ago. It provides a lot more details. So the bereavement support programme delivered by the medical examiner office here in New York City is called the Family Support Programme.
And from the case files of suspected overdose decedents that are identified by that spot tool that I just presented, the Family Support Programme is extracting contact information and reaching out to all the people that they're finding in these case files. So next of kin, emergency contacts,
people present at the death scene, or others who they have information for. And so these network members include both biological and chosen family members, partners and spouses, friends, roommates, and others who
had a personal relationship with the decedent. And they're not conducting field-based outreach or attempting to locate individuals beyond those that are identified in the case files. They're also not reaching out to individuals who served in the decedent's life in some professional capacity. So
people like landlords or employers or their service providers. They're really focused on those that had a personal close relationship with the decedent. And they're reaching out to them via telephone using the phone number that is
provided in the case files. And I should also just mention they're not reaching out to children or people under the age of 18 because there's other services in the city that are targeting children who've lost a parent.
So the Family Support Programme is delivered by a team of licenced social workers within the medical examiner office. There's an amazing supervising social worker that oversees the team. There's both English and Spanish speaking social workers. And they're all very well versed in New York City's local resources and referral organisations.
as well as national organisations, because a lot of people they end up talking to are actually not based in New York City. And I'll provide some examples on the next slide of some of the services that they provide. But using their training and expertise in these areas,
They are calling these folks and trying to identify their needs and deliver resources and just really help clients navigate the service programmes that are available to them after losing a loved one during a really difficult period in their life.
So each social worker is assigned about 7 suspected overdose cases per week. And on average, each case involves contact with about 1.9 bereaved individuals. So on average, they are reaching out to about 14 new
clients per week per social worker. And this caseload structure was really informed by what we know about trauma exposed professionals. And it really emphasises the importance of providing manageable workloads and preventing burnout.
and promoting staff well-being, particularly when working in these really emotionally demanding roles.
So one thing I appreciate most about the programme is that it recognises that the needs of people who've lost someone to drug overdose are very broad, very layered, very complex. They cover a lot of different areas. So for some individuals, the
immediate needs after the loss might be very practical and administrative things. They might need help just navigating the death investigation process or understanding toxicology findings or figuring out where to get a death certificate or getting help with, you know, funeral arrangements.
But for others, the needs may centre more around grief and trauma and mental health support. So things like counselling and emotional support or linkage to behavioural health services might be more necessary for a subset of folks. And then there's also situations where people are facing broader social and structural changes.
And so the social workers may help someone access housing resources if the decedent was the leaseholder, for example, or connect individuals to social services or help them navigate financial or logistical disruptions that have come up over since the loss.
So the programme also recognises that people within overdose deceedance social networks may themselves use substances. So when appropriate, they will provide linkage to substance use services, including both harm reduction or treatment services.
based on what the individual expresses they need. So overall, the programme has a really, they take a really holistic approach to post-overdose response. And the social workers address a wide spectrum of needs that can emerge in the aftermath of an overdose death.
It's certainly not a one-size-fits-all intervention. It's really designed to be flexible, to be responsive to the very specific needs that are unique to each client that they talk to.
So the social workers typically make their initial contact with clients about 3 weeks after a suspected overdose death occurs. And that time for when they're calling at three weeks was, they did do a little trial and error to figure out when the perfect time to call was. And I can
explain that a little more later on if there's time. But they're using a very person-centered approach, making sure to prioritise the concerns that are most pressing and important to the client. And this very person-centered approach really emphasises
meeting clients where they're at, addressing a wide range of challenges, like I said. And so they take a very unstructured approach to addressing needs. They ask a lot of open-ended questions, and when appropriate, they'll use probing or motivational interviewing to really understand
the client's state of mind and their needs and their challenges and how they can be supportive and helpful. So as needed, they'll provide very informal, short-term counselling to help the decedent, or sorry, help the network member understand the loss, answer questions, and, you know,
help with emotional processing that these people are going through, to encourage healthy coping mechanisms and things like that. And they'll work with them to identify resources that already exist and that the individual has access to, but they'll also connect them
with outside agencies and providers to connect them with new services. And then at the end of each call, the social worker and the client will determine together whether additional follow-up calls are necessary. And so they'll use text messaging and e-mail to reach out and follow up if necessary or call whatever they decide.
really whatever the client expresses they want. So there's really no limit to the number of contacts made by the social worker or the length of time that a client might be engaged in the family support programme. As you can see in the figure on this slide,
This shows encounters over a two year time period where, and you can see there's a sub, definitely a subgroup of high need clients that are requiring services and support from the social workers hundreds of days after the loss with, you know, a good handful even requiring services or support from the social workers over 200.
days later.
We recently published a paper in the Harm Reduction Journal describing the Family Support Programme. I actually think this is a paper that came across Richard's desk and when he had reached out to me to give this presentation. And this paper presents data about the programme. And I invite you to look at this paper if you're interested in some of the more details about
programme, the programme development and implementation. And then some of the preliminary data, or I guess some of the data from 2023 through 2025, that shows their like outreach attempts. Among those called, 69% were
recruited, or sorry, were reached. And of those who were reached, 76% received some level of service or referral from the family support programme. So people are very accepting and very grateful for a call from these social workers through the medical examiner's office. And there's a pretty good distribution across relationship types with the decedent as well.
Yeah.
So in order to understand the impact of the family support programme on overdose bereaved individuals, we are conducting A cross-sectional survey six months post loss. And the goal is to really just characterise the mental health and well-being of this population because it's really
understudied. And then also test for differences between those who received the programme and those who were not or who did not receive it. And that is something I haven't gone into very much, but because the medical examiner's office has
I guess because of limited resources in combination with the very high volume of overdose that happening, the medical examiner's office historically hasn't had the capacity to reach every individual connected to an overdose decedent. And so they actually implemented a randomised
random selection to determine who gets the family support programme. And that randomization has really set us up for a natural experiment here to be able to compare outcomes among people who lost someone to drug overdose, who received the family support programme to those
who were not called by the social worker and offered support through the programme. So ultimately, we're trying to understand whether this kind of very rapid, proactive outreach following overdose death through the medical examiner's office can meaningfully improve health outcomes for people impacted by the loss. And we're doing that six months later.
So this is why I had mentioned that spot tool before. So that's how they know who died of an overdose almost immediately after the death and can look into the case files of those decedents. And then once decedents are identified, cases are randomly selected to receive the family support programme or not, like I just mentioned.
And then for individuals assigned to the intervention arm or to receive the programme, social workers conduct the outreach as I described. And we talked about how the intensity of that engagement can vary substantially depending on the needs of the individual or
that individual's family, where sometimes a single phone call may be sufficient, but in other cases, the needs may be more complex and ongoing, and they may remain engaged in the programme for several days, months, even years afterwards. And then six months after the death, this is where we, the research team is stepping in.
We're conducting a survey as well as doing qualitative interviews with individuals from both the intervention and the comparison group here to assess needs and to compare a wide range of outcomes related to health and well-being and grief, substance use,
across the two study arms.
So.
Talked about most stuff on this slide. One thing I will just highlight is how we do have a master's level research social worker conducting the surveys and interviews. So she has a dual social work and research background. And that wasn't something we and we recognised the importance of when we maybe launched this study, but
it has really been instrumental for its success. So, I mean, considering how people were calling have experienced a loss that is often sudden or unexpected or traumatic, many of them have pre-existing mental health issues.
Many of them are suffering from a great deal of pain and hurt when we call them. So we wanted to be really mindful of that. And we want to make sure that people that we're calling, we're not just treating them as research subjects and being like, hey, I know you lost someone. Will you participate in a study? But we need to make sure that we're treating them with compassion. And I think a great deal of the
The success of our project is really owed to our research social worker who's wearing these two hats and who's implementing trauma-informed communication and active listening and empathy and really building this sort of therapeutic rapport.
with study participants, while also, you know, maintaining a very person-centered, non-judgmental stance and doing risk assessments among severely distressed participants and managing acute crises when they arise, while also being very mindful that this is a research study and thinking about internal and external validity of a scientific
study. So a lot of things to be aware of and a reminder to be very careful when choosing who's really collecting all of this important data. So we launched recruitment for the study in February of this year and we're still actively collecting data right now.
So all the data shared on the next few slides are preliminary. I don't have final outcomes of the study to share with you yet, so stay tuned for that. But the medical examiner's office has called almost 800 people so far.
217 of those have agreed to participate and have their contact information shared with the research team. So that's about 27%.
So as you can see there, there's a lot of handoffs that happen. This is really the reason that the medical examiner's office are the ones calling these individuals first and not the researchers, is because we wanted to be very mindful of
client's privacy and the medical examiner's office, you know, has established these very strong relationships with this population. And they didn't just want to willy-nilly give their contact information to researchers to call out to participate in a study. So they're calling people identified in the case files.
of both those who received the family support programme offer and those who did not. And then they're referring them to us on the research end. So there's a lot of handoffs. This was a pilot study because we weren't sure how this was going to go. And of the 215 who were
willing to have their contact information given to the research team. 151 have successfully completed the survey. So that's about 70%. And of these who completed the survey, 42 or 28%
we actually referred back to the Family Support Programme for current needs. So just through their conversations with our social worker researcher that I just explained, who identified needs, and these people have expressed the need for help and support six months after the loss,
with things that the family support programme may be able to help with, they're getting sent back to the family support programme after finishing the survey.
to receive that help. And so most of the surveys are being done via telephone. That's our primary, that's our goal is to complete it, but we didn't want that to be a barrier to people who are not willing to do a phone-based survey. And we understand that that may not.
interest folks. So we do have an e-survey that we are delivering or providing if people are not willing to do or interested but don't want to do a phone survey. About 20% of people so far have completed the e-survey.
So while we're still recruiting, and I don't, like I said, have a full set of outcomes to share yet, I thought I'd share some preliminary findings. So the tables here are from the 1st 135 study participants, so just missing kind of the last 10 or 10 to 15 that we've completed.
We have a good distribution across relationship types and age groups. About 60% female, 40% male. This is actually kind of the inverse of what we see in overdose deaths, where closer to 60% of deaths are male.
But, you know, it makes up more sense that a lot of the people we're talking to are female because a lot of the people who speak with the medical examiner's office are often the person in the household who takes care of more of the administrative tasks, often, you know,
it often tends to lean more female in that respect. So that is showing up in our data. And we're capturing a pretty diverse range of texts.
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Oh, sorry. There was some background noise there.
Just under half of participants that we're talking to are actually outside of New York City. So this really demonstrates the need for the Family Support Programme to have at their fingertips services and resources and organisations that they can refer people to that aren't just local, but
actually across the country, because of course, people move away from their family. But if that, you know, if the next of kin that the medical examiner reaches out to is, you know, across the country or outside of New York City, we want to be able to still be able to help them. There's a wide distribution across employment.
status and educational backgrounds. About 29% have had a prior mental health diagnosis. 18% have ever been incarcerated.
and 9% have been incarcerated in the past year, which is certainly higher than the general population.
We can't assume people that we're talking to are aware or agree that the death was a drug overdose. Most of them know, most of them, you know, they'll say that it was an overdose, but we don't want to make that assumption, especially because it's possible that some people
were not provided the information, it's possible that they disagree with that determination. And so we allow people to decide for themselves. And it turns out about 78% have said it's a drug-related death. The other bucket that is standing out here is a natural or sudden cause.
I've heard, you know, we've heard participants say that their heart just stopped working, things that could be associated with an overdose, but they are visualising it as a, you know, more of a natural cause. And the question, we do have a question in the survey about needs. So it actually,
asks about 22 needs specifically. So it asks over the past six months after losing the decedent, we aren't saying the decedent in the survey, we are using their first name. Please rate on a scale of 1 to 5 how important each item is for you. And these 22 items are grouped into 6 subscales. So these scores alone are not that meaningful.
but they are meaningful when you start to compare them across different needs or between groups such as intervention or control group, as we will do. But it does stand out that spiritual needs seem to be the most common among this group. And that actually comes up
and another area of the survey as well.
We also ask, we measure, we use the brief cope, which is 28 items to measure different coping styles. And this is a brief measure of coping.
to assess responses across several different areas of coping that are both like effective and ineffective or positive and negative ways to cope. And so again, the scores are not that meaningful when looking at just an individual score, but they become more meaningful when you compare them across
across groups. So avoidant coping, things like using self-distraction, denial, substance use, or disengagement to cope is less common than emotion-focused coping. So using acceptance and again, religion is
high here to cope is pretty common.
I think one of the most important patterns emerging so far is just the severity and the persistence of grief and mental health symptoms in this population, even six months after the loss. So about 29% of participants in our sample have met criteria for prolonged grief disorder.
And to put that in context, estimates in the general bereaved population are typically somewhere around 4%. And this also tracks with other studies, particularly, like I had mentioned, the Norway study that was specifically among people bereaving a drug-related death.
that had a very similar estimate of prolonged grief disorder. So it is aligning with the literature on grief in this population. And then in addition to grief symptoms, we're also seeing really high levels of moderate to severe depression, anxiety, PTSD symptoms.
About 10% of participants so far have endorsed self-harm or suicidal ideation, which is, of course, way higher than the general population. Even the population, general population of bereaved adults. We have only had to discontinue one survey because of
the significantly high levels of distress that a participant was demonstrating during the phone survey.
Um...
Eight individuals have used substances in the past three months. Six have used st opioids. Three had used prescription opioids. Three had used cocaine in the past three months. So not super high levels of current substance use, but we are seeing relatively high levels of historical substance use.
About 24% of this population has used cocaine in their lifetime.
So we are very carefully monitoring substance use, but it may be that some of the people who are actively using substances don't make it into our sample of study participants. Only a few people who are at high risk for opioid use disorder that we've talked to, five particularly, and
just a couple at risk for cannabis use disorder. And like I said, we don't have the full sample yet. We haven't done the analyses for our, you know, statistical modelling to compare intervention to control group in terms of these outcomes.
Right now, we've just done a few T-tests to look at differences between the means and some of these measures between intervention and control group. And we're not seeing a significant difference just based on the differences in means with these measures. So it's certainly possible that this
brief, low intensity intervention that the family support programme is, isn't quite enough to really move the needle and make a significant impact on grief and mental health symptoms six months post loss. But we do know that people are finding it really helpful in the aftermath of a loss.
So about 3/4 have perceived the call to be either somewhat or very helpful, 21% were neutral, and only three people said the call was not helpful. And our qual interviews are really highlighting the positive impact of the programme. So I thought I would just share a couple here.
But people that we've talked to have said how the call gave them a little bit of faith back. The social worker came at a perfect time. I really needed that support. She gave me this aura through the phone, if I could say that, that made us feel like we were talking to someone we knew forever.
And the woman was very kind. She was kind enough to give us information to go out of her way to even tell his husband that she'll get him a therapist. They're 1000%.
better than anyone else we've talked to. And a couple of people have illuminated reasons why they haven't engaged really with the family support programme. So I just wasn't in a space where I was feeling very closed off. I was shutting down, which is very, very hard to hear.
So just to leave some time for questions, I will wrap it up. I just had on the last couple of slides here some programmatic challenges and limitations and lessons learned. And a lot of this can actually be found in the publication in the Harm Reduction Journal that I mentioned that describes the programme. And then some of the research limitations and lessons learned.
which as you see, we're still, this is ongoing. We're still collecting data. We still have a lot to learn. But I do look forward to sharing update and sharing these results once we finish data collection. And a huge thank you. I must acknowledge all of my
collaborators in this project, particularly everyone at the medical examiner's office, who this has been a massive undertaking for them. You know, they are the ones who are having to do the initial outreach to clients who may be potential study participants. And we wouldn't be able to do this work without their help and the support of the chief medical examiner who
is instrumental for doing this kind of research. So with that, I will open it up to questions. I can try to look in the chat here and see what's come up to.
[image: ]
Richard Velleman   50:13
Well, let me come back in. So firstly, Kari, thank you so much. This was a really excellent presentation and it's really very interesting research. So, I mean, it's fascinating and I'm so pleased that you're able to join us.
I have a huge number of questions, but I'm not going to take Chairman's prerogative and hog it because I'm sure lots of other people do as well. And there are questions in the chat. But can I just ask you one question initially? I was very intrigued by the slide which showed that a lot of people
didn't state or recognise that it was a drug overdose caused death. And these are all people that the Coron's Office has determined is 1. And I wondered what the ramifications in the US are of having a death certificate, which actually says
[image: ]
Karli Hochstatter   50:59
Mhm.
Mm-hmm.
[image: ]
Richard Velleman   51:14
that it's an overdose related one. Are there implications for insurance or for what? Which might mean it's more difficult for people to accept that.
[image: ]
Karli Hochstatter   51:23
Yes.
Yes, so one thing I didn't mention that is important is that we're actually calling when we, six months later, when we're pulling the decedents and from the intervention and the control group and going into their case files, we're only looking into the case files and calling people
where there was a confirmed drug overdose death certificate finalised. So we know that it was a finalised unintentional drug overdose death, but we don't, but the people that we're calling may not know that because the medical examiner's office isn't calling everyone in the case file to share the final determination with them.
[image: ]
Richard Velleman   51:50
Mhm.
[image: ]
Karli Hochstatter   52:11
So there have been instances where the individual that we've called wasn't aware of the final determination. Some people suspected it was probably an overdose, but didn't really know for sure. But our job for this isn't actually, like if anyone's interested in the learning more about the final cause and manner of death determination, we would send them.
to the back to the medical examiner's office for that information because we don't have all the information to provide that. There are certainly implications in the United States for insurance purposes and things like that with it being a drug overdose death. But
And as it pertains to this research study, I don't think there are implications, but in general, yes, there could be reasons that family members may really want the cause or manner of death to be listed as a drug overdose. And I see Hannah, hand is raised. Hannah is one of our collaborators at the medical examiner office.
really helping lead this project. And Hannah, you can definitely answer that question better than I can.
[image: ]
Johnson, Hannah (OCME)   53:20
Yeah, and Vanessa, who is our supervising social worker for the social work team, is also on the call and she may also want to jump in and clarify because I might get some of this a tiny bit wrong. But in general, I mean, it depends on if it, so for one thing is like if somebody has life insurance, but in general, life insurance,
is more concerned with it being the manner of death being a suicide or homicide than an accidental overdose. So we don't see a tonne of cases where the accidental overdose impedes somebody's ability.
to get life insurance or have a payout from a life insurance policy. But that is something that like there are different life insurance policies with different terms. So it is possible. But I think for a lot of people, it's much more the stigma thing. There's a weight that comes from this official document.
[image: ]
Richard Velleman   54:14
Mm.
[image: ]
Johnson, Hannah (OCME)   54:20
Um...
You know, and so I think that is a huge piece of this. I gave a presentation on this initiative to a team of kind of international criminal justice people a few years ago. And one of the questions that we got was like, how do you sleep at night?
when you bring such shame on these families through at the medical examiner's office, basically, it was a really interesting question, is you know, the medical examiner's office very much sees our role as like...
[image: ]
Karli Hochstatter   54:44
Mhm.
[image: ]
Richard Velleman   54:45
Ohh.
Wow.
Mom.
[image: ]
Karli Hochstatter   54:52
Ohh.
[image: ]
Johnson, Hannah (OCME)   54:56
providing accurate information about what people are dying of for the purposes of like public health and criminal justice. And, you know, I think that everyone at the medical examiner's office sees that as a really important and morally just work. And so it was really interesting to get a question that was basically like, you are bringing this shame on families. And, you know, I had to kind of take a step back and say like,
[image: ]
Richard Velleman   54:58
Yeah.
[image: ]
Johnson, Hannah (OCME)   55:19
Well, you know, I'm not bringing the shame on families. Like, I'm, you know, our doctors are saying what happened. And the shame is because of all of these, all of the stigma that we have about addiction and substance use disorders and all and
[image: ]
Richard Velleman   55:34
I do.
[image: ]
Johnson, Hannah (OCME)   55:39
You know, but I do think that like when people don't want to know cause of death or when they kind of have their own story, I think the most common reason is because of shame and stigma. And lots of times families will say like, I don't want you to tell my mom that that's what he died of. You know, things like that where there's just a lot of that.
[image: ]
Richard Velleman   55:56
Yeah.
[image: ]
Johnson, Hannah (OCME)   55:59
And.
[image: ]
Richard Velleman   56:00
Yeah.
[image: ]
Johnson, Hannah (OCME)   56:00
that shaman stigma. So that's definitely a huge contributor to that.
[image: ]
Richard Velleman   56:04
That's really helpful. Thank you, Hannah. And that, I mean, obviously the shame and stigma is something that you see across many cultures and many countries. There are a couple of questions in the chat and then I will ask people to raise their hands for other questions. One,
[image: ]
Johnson, Hannah (OCME)   56:07
Yeah.
[image: ]
Richard Velleman   56:22
quite simple one from Candice is the age range of the person who succumbed from overdose. I assume it's extremely wide, but do you have any quick data on that?
[image: ]
Karli Hochstatter   56:36
of overdose, so I don't have data, I guess, here that this is on like their social network numbers that are participating in our research study.
[image: ]
Richard Velleman   56:42
No, no, no, I'm talking about, I'm talking about the people who died, the people, the people who overdose. I'm assuming it ranged from quite young to quite old.
[image: ]
Karli Hochstatter   56:45
Died, yes.
[image: ]
Akanidomo Ibanga   56:48
The second meeting is done, 2 minutes.
[image: ]
Karli Hochstatter   56:51
Yes, it certainly does. I know in New York City, it's in the population is ageing that is dying of drug overdose. But certainly there's a good range. And I don't know if Hannah, you want to jump in for two.
[image: ]
Johnson, Hannah (OCME)   56:57
Okay.
[image: ]
Richard Velleman   56:59
Yeah.
[image: ]
Johnson, Hannah (OCME)   57:01
Yeah, yeah, I can say. Yeah, so two things that I have off the top of my head. So in our suspected overdose cases, which differ slightly from the confirmed overdose cases in terms of these numbers, but are very similar, it's the average age is 55 and more than
[image: ]
Richard Velleman   57:14
Mm-hmm.
[image: ]
Johnson, Hannah (OCME)   57:20
So, or 50, 54, no, sorry, the average age was like 53, but more than half of the people were 55 or older. So, yeah, New York City has a very, very different age distribution than a lot of other parts of the country. So it is primarily people.
[image: ]
Richard Velleman   57:22
Wow.
1.
Wow, wow.
Hi.
[image: ]
Johnson, Hannah (OCME)   57:39
in their 40s, 50s, and 60s who are dying of overdose in New York City. And it is very, very disproportionately black or African-American older adults.
[image: ]
Richard Velleman   57:49
Right.
Gosh, that's, I bet that is very different, not just across other American cities, but across other places in the world. I mean, the average age of people who have serious problems with opiates is rising. There are quite a lot of older people.
people who have actually survived and are still using opiates. But nevertheless, to have the average being in their 50s of overdose is really, that's, I think, quite striking. But anyway, OK, that's it.
[image: ]
Johnson, Hannah (OCME)   58:21
Yeah.
It's much more common for somebody to have their own children living at home than to be young enough that they would be living at home with their parents. So in terms of who we're reaching out to, that is a big difference between the population we're reaching.
[image: ]
Richard Velleman   58:34
Okay.
Right.
Okay, so moving on to the other question on the chat, this is from Kirsten. It's about, you've obviously got this naturalistic sample of half the people who've been offered a service and half of the people who haven't. The people who haven't, did you find out, are you collecting data on what services they may have?
Got, even if it wasn't your service.
[image: ]
Karli Hochstatter   59:05
Yes, we are asking a little bit about that. We're actually more asking about their needs, that whether they receive services or not. I think we are asking that as well. I don't have data to share. We haven't quite looked at that yet, but we are, yeah, we are asking about
[image: ]
Richard Velleman   59:19
No.
[image: ]
Karli Hochstatter   59:23
I showed the 22 needs and then we are asking whether they receive services to address those needs or not. And so that's data that we haven't pulled yet, but we're hoping to be able to speak more to the services that people are accessing. And so we'll be able to better describe what people are accessing and kind of try to fill in the gaps and figure out where we can improve.
[image: ]
Richard Velleman   59:33
Okay.
[image: ]
Karli Hochstatter   59:44
Um, service.
[image: ]
Richard Velleman   59:44
Yeah, I mean, obviously, that's really important because if you have a group of people you've offered services to and a group of people who haven't offered services to and you find very little difference between their outcomes after six months, then it's important to know what happened to the group of people that you didn't offer services to. If they've had
[image: ]
Karli Hochstatter   59:57
Right.
[image: ]
Richard Velleman   1:00:03
somehow have managed to get an equivalent level of service, not from your office, but from somewhere else, then you're not comparing intervention with no intervention. You're comparing with intervention offered from two different sources or many different sources. But so that's obviously an important question.
[image: ]
Karli Hochstatter   1:00:10
Stop.
Right.
Right.
[image: ]
Richard Velleman   1:00:23
Um...
[image: ]
Karli Hochstatter   1:00:23
Right. Great point.
[image: ]
Richard Velleman   1:00:26
Okay, I can't use all that because I saw you had your hand up.
Not for the moment. Okay, are there other questions, please?
Could you actually stop sharing the screen and then I can see more people's?
[image: ]
Karli Hochstatter   1:00:42
Yes.
Yes.
[image: ]
Richard Velleman   1:00:48
Right. Okay. So if anybody wants to ask a question, please open your camera and then, and in fact, everybody, if they want to, can open their camera, but either raise your hand or wave to me.
Um...
OK, if without that, I could say I have quite a few questions, so I'll carry on until somebody else decides they want to ask a question. The firstly, by the way, just as having congratulated already on the excellence of both of the of what you're doing and of your presentation,
and of the research. I was also really pleased to see it was funded by NIDA. And it's very nice to see that NIDA does occasionally fund something that's of more importance than brain chemistry. So that's very nice to see. So congratulations.
[image: ]
Karli Hochstatter   1:01:41
The.
Yeah. Thank you. Yeah. Shortly after this project was funded, NIDA actually released a call. They were interested specifically in applications that were supporting families, not necessarily left behind by Drogoveros, but just families.
who are supporting a loved one who actively use drugs or just the families and the broader network affected by substance use. And so there actually were a good number, I don't quote me, 5 to 10 studies that were funded under this initiative shortly after this was funded that was all focused on like the family and friend network. Yeah.
[image: ]
Richard Velleman   1:02:20
Wow.
Oh, that's really good to hear.
[image: ]
Karli Hochstatter   1:02:27
So there's a growing interest, yeah.
[image: ]
Richard Velleman   1:02:29
I'm very, very pleased to hear that, because what we're finding in lots of other places is how difficult it is to get funding to do research into affected family members. And that's all the wider social network. You talked about
[image: ]
Karli Hochstatter   1:02:39
Right.
[image: ]
Richard Velleman   1:02:48
having a good spread of relationships, which obviously you did, but I was surprised to see how low down the list spouses and partners were.
[image: ]
Karli Hochstatter   1:02:58
Mm.
Again, this might be something that you can better answer, Hannah, but I suspect that a lot of the time in a medical examiner or case file, it's often next of kin that's listed there, which often tends to be biological family members to receive the information about
[image: ]
Richard Velleman   1:03:16
Okay.
[image: ]
Karli Hochstatter   1:03:18
that is that comes up during the death investigation. And partners may may not be listed as next of kin or they may not be known by through the medical examiner's office. And we may just not have their contact information to be reaching out to them.
[image: ]
Richard Velleman   1:03:38
Okay.
[image: ]
Karli Hochstatter   1:03:39
Would you agree?
[image: ]
Richard Velleman   1:03:40
It's just particularly interesting when you're dealing with a group of people who are older, as you just said, very few of them relatively will be living with parents or be living with their partners. And yet it's interesting that actually you don't have as many partners as you have so many of the other.
[image: ]
Johnson, Hannah (OCME)   1:03:42
Um...
Folder.
[image: ]
Richard Velleman   1:03:58
the other groups. And that relates to another question which I had, which is, how on earth do you get these networks? What you said was that it was all about, you got the telephone numbers from case files, but I mean, who has a case file?
[image: ]
Karli Hochstatter   1:04:00
Yeah.
[image: ]
Richard Velleman   1:04:17
Why would you have a case file? I can imagine that someone has died and the coroner's office gets informed and then maybe you start a case file because of that, but you don't have any antecedent case file, I'm assuming. So if somebody is shooting up,
[image: ]
Johnson, Hannah (OCME)   1:04:17
Mm.
Mhm.
Right, right.
[image: ]
Richard Velleman   1:04:36
in a warehouse with 10 other people and they overdose and everybody else disappears. And, you know, they call an ambulance, but then they disappear and somebody comes and finds a dead body there. Okay, you open a case file, but how on earth do you know who the social network is?
[image: ]
Johnson, Hannah (OCME)   1:04:47
Mhm.
Mhm.
Yeah.
[image: ]
Richard Velleman   1:04:56
It's it sounds like a great investigation.
[image: ]
Johnson, Hannah (OCME)   1:04:57
So I can talk a little bit about...
[image: ]
Karli Hochstatter   1:05:00
Mhm.
[image: ]
Johnson, Hannah (OCME)   1:05:00
Yeah, so we have...
[image: ]
Karli Hochstatter   1:05:05
We can hear you, Hannah.
[image: ]
Johnson, Hannah (OCME)   1:05:06
Sorry, my, okay, my audio is a little choppy, I think, maybe. But so our office does a pretty thorough investigation when deaths occur. And so when we talk about case files, we're talking about that investigation file. So the first thing is they do an interview with anyone on scene. You're totally right.
[image: ]
Richard Velleman   1:05:06
Yeah, yeah, you have.
Mäki.
[image: ]
Johnson, Hannah (OCME)   1:05:25
that lots of times people have left the scene there, you know, some of times somebody calls 911, but then there's nobody there when, you know, the police arrive. So there is definitely, you know, we're not reaching every person who knows everything about this situation, but they do interviews on scene with anyone who was present either at the death or.
[image: ]
Richard Velleman   1:05:32
Yeah.
[image: ]
Johnson, Hannah (OCME)   1:05:45
you know, in the aftermath of the death. And all of those people's names and phone numbers are recorded in that investigation report. So it'll say, you know, I spoke with the decedent's roommate. They told me X, Y, Z. This is their name. This is their phone number. And so that person would then be somebody we would consider for social work outreach or.
[image: ]
Karli Hochstatter   1:06:00
Yeah.
[image: ]
Johnson, Hannah (OCME)   1:06:05
study recruitment. Additionally, we have a team of identification investigators whose whole job is to figure out who this person is and who their next of kin is. And they do, you know, they run background cheques, they do fingerprints and dental files and post people's pictures on missing and lost peoples.
[image: ]
Richard Velleman   1:06:06
Mhm.
Wow. Oh, wow.
[image: ]
Karli Hochstatter   1:06:21
Yeah.
[image: ]
Johnson, Hannah (OCME)   1:06:25
You know, so they go on Facebook, they go to great lengths to ensure that the families, that we are identifying the correct families and that we're making contact with them. So anyone who our office has had contact with, who has, you know, positive contact with through that investigation,
[image: ]
Richard Velleman   1:06:25
Yeah.
[image: ]
Johnson, Hannah (OCME)   1:06:44
will also be eligible for study participation. And then anyone who has had contact with our office for logistics around funeral, burial kinds of things. So sometimes there's that official legal next of kin who is, who plays a very small role, but because of their acute grief,
they pass off communication to their aunt or something like that. And so that person would then also be eligible. So anyone who has reached out to our office or that our office has been in contact with as part of the investigation will be eligible. Only people who are like friends and family. We obviously also talk to like their.
people's doctors and social workers and police officers on scene, those people we do not do outreach to. So anyone, but it's a lot of that, those on-scene interviews and then those families that we're in contact with.
[image: ]
Richard Velleman   1:07:42
I mean...
[image: ]
Johnson, Hannah (OCME)   1:07:42
through identification.
[image: ]
Richard Velleman   1:07:44
I have to say that everything you're telling me about the service that you offer, the coroner's office itself, as we would call it here, and the programme that you're putting in place for the bereaved social network group, and it is deeply impressive, really deeply impressive. I've seen, by the way, there's been a very
interesting chat on the chat about how things are dealt with in other countries. Kirsten's put some very useful stuff in about how things are dealt with in Denmark. And Mary, your research social worker, who's also been on this call, it seems, has been responding and so on. So I think there's obviously some good contacts that have been made here.
[image: ]
Karli Hochstatter   1:08:25
Yeah.
[image: ]
Richard Velleman   1:08:29
Okay, are there any more questions? I do have a lot, but I'm not going to raise any more because we still have 21 people in the meeting, but we've lost five already. And so that's a good indication that people are thinking this might be time to draw to an end. But are there any more questions from anybody who?
[image: ]
Karli Hochstatter   1:08:29
Yeah.
[image: ]
Richard Velleman   1:08:48
Has not asked one yet.
I don't think so. Can I say that this, I mean, was a really excellent presentation. I've already said that a few times. Sorry to be repetitive, but it is so good that I think it's worth repeating that. I have had some colleagues of mine here who were on this call who have been involved in doing
research into drug related and alcohol related deaths. And of course, as you say, the Norwegian group have done a huge amount about drug related deaths. And there was a book that came out last year on drug related deaths, which I'm sure you're very familiar with. So fantastic. Thank you so much. As everybody
who is familiar with these webinar series knows the recording for this will be online, hopefully by the end of the week, although it is already, whatever it is, Wednesday today, but certainly if not by early next week. And what you will find, Kölhi and Hannah and Vanessa and Mary, is that a lot of people who can't get to the
actual session, view the recordings and listen to the recordings later. Obviously, that's all our people from Australia, New Zealand and further east, but generally a lot of other people do as well. So let me say thank you again to all of you. And just a quick advert here for our next webinar. Our next webinar is
[image: ]
Karli Hochstatter   1:10:00
Excellent.
[image: ]
Richard Velleman   1:10:16
the January one, as we meet every other month. It's on Wednesday, the 20th of January at 9am US time, Eastern US time, I'll give you that time first, at 2 o'clock in the UK and all the other usual derivatives of that. This talk comes from Scotland in the UK.
Dr. Andy Perkins is going to talk about exploring changes to family support for those affected by someone else's drug use since the introduction of the Scottish Government's National Drug Death Mission. So there's been a big programme in Scotland, which is very related to some of the work that you're doing in New York.
about the National Drug Deaths Mission, and they have a particular family support component of that. And Andy is going to talk about the research which they have done to see how effective that is. That webinar will be chaired by Professor Ruth McGovern, University of Newcastle in England, and also an APNET trustee.
So that's all. Thank you again, Kari, and thank you everybody for attending. See you all, I hope, in two months' time. Look out for the advert or look on our website to see how to register for that webinar. There's A slight change in our registrations, potentially for this next one. So see what happens.
but information will be available within the next two weeks about how to register for that. But for that for now, thank you all again, Kari, Hannah, Mary, Vanessa, for all their wonderful work and to everybody else for attending. And see you all in two months time. And happy Christmas for those who celebrate that.
And Happy New Year!
[image: ]
Johnson, Hannah (OCME)   1:11:53
The.
[image: ]
Richard Velleman   1:11:55
Bye-bye.
[image: ]
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