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A B S T R A C T

Background: Applying the ‘‘risk environment’’ approach proposed by Rhodes (2002, 2009), this study

considers the diverse contextual factors contributing to drug overdose in a deindustrialized region of the

United States. The Monongahela Valley of Pennsylvania, once a global center of steel production, has

suffered a mass exodus of jobs, residents, and businesses since a national manufacturing crisis erupted in

the early 1980s; more recently, it has seen a dramatic uptick in accidental drug poisoning deaths. Where

recent local and national media attention to overdose has focused on suburban areas and middle class

victims, this study concentrates instead on the deteriorating mill city of McKeesport, Pennsylvania.

Methods: Eighteen clients of the city’s sole drug treatment facility participated in in-depth interviews

concerning their direct experience with accidental overdose. Specifically, participants were asked to describe

their own most recent overdose event and/or the last overdose they had personally witnessed. They were

also asked to speculate upon the roots of the local overdose epidemic, while venturing possible remedies.

Results: In relating their overdose experiences, participants characterized a micro-level risk environment

that was hidden behind closed doors, and populated by unprepared, ambivalent overdose ‘‘assistants.’’

Tasked with explaining a geographic concentration of overdose in and around McKeesport, interviewees

referenced the hopelessness of the area and its lack of opportunity as driving the use of heroin, with many

explicitly suggesting the need for jobs and community reinvestment to reduce fatalities.

Conclusion: While state and county efforts to ameliorate overdose mortality have focused upon creating

an open market in naloxone, this study suggests the need for interventions that address the poverty and

social isolation of opiate users in the post-industrial periphery.

� 2016 Elsevier B.V. All rights reserved.
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Introduction

‘‘In 2013, more Americans died from overdoses than car
crashes. This is not new. We’re not just now ‘discovering’ this
problem. But we should be saying enough is enough. It’s time
we recognize as a nation that for too long, we have had a quiet
epidemic on our hands.’’ (Hilary Clinton, writing in the New

Hampshire Union Leader, 9/1/15)

At present, there is no shortage of popular attention to the
problem of accidental drug overdose in the United States. Since
2007, when heroin-related deaths began to creep upwards, major
news outlets nationwide have more than quadrupled their
coverage of drug-related mortality; in turn, the public health toll
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of illicit drug use has been established as a mainstream political
concern (Jones, Gladden, & Bohm, 2015). Contributing a guest
column to the conservative newspaper of record in New
Hampshire – an electorally-important state experiencing a surge
in opiate use – Democrat Hilary Clinton took an unexpected tack
for a US presidential hopeful attempting to appeal to a wide
ideological audience: beyond identifying drug policy as a primary
concern of her campaign, Clinton framed substance use as a
medical, not a moral, matter. Departing dramatically from the ‘‘get
tough’’ script favored by four decades of political predecessors,
Clinton’s editorial went so far as to openly critique the dominant
criminal justice approach to drug use (Clinton, 2015).

Far from betraying the radical social justice orientation of its
author, this brief piece of electioneering is in keeping with a larger
societal consensus around the need to address epidemic drug
overdose. Such preoccupation reflects a real crisis, as demonstrated
in a decade’s worth of national and state mortality data. As Clinton
writes, the increase in overdose deaths is not new, yet contrary to the
above excerpt, its public and mass media ‘‘discovery’’ is. While
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accidental overdose is a risk endemic to criminalized drug use, the
US Centers for Disease Control have recorded a steady upward trend
in overdose fatalities since 1999 (Han, Compton, Jones, & Cai, 2015).
In fact, overdose deaths surpassed those resulting from traffic
accidents as early as 2008 (United States Department of Health and
Human Services, 2013). Mass public concern, however, has only
followed the solidification of an ironic epidemiological narrative of
the overdose crisis, and revelations around the ‘‘surprising’’
demographics of its victims.

Certain elements of the story are clear. For over a decade,
opiate- and opioid-type drugs have been implicated in a rising
proportion of overdose deaths – from over 38% in 2004 to just
under 52% in 2013 (Drug Enforcement Administration, 2015;
National Institute on Drug Abuse, 2015). The initial upswing in
mortality largely represents the mounting toll of prescription
opioid (PO) ab/use, a trend strongly foretold by the rising
availability and normative medical use of such drugs (Kenan,
Mack, & Paulozzi, 2012; Paulozzi & Stier, 2010; Warner, Chen, &
Makuc, 2009). More recent years’ data suggests the dominant
influence of heroin, a drug whose re-found popularity in part
derives from attempts to control PO misuse, via prescription drug
monitoring programs and targeted raids on ‘‘pill mills’’ (Jones,
2013; Jones et al., 2015). With prescription opioid-related deaths
leveling off since 2010, such supply-side interventions appear to
have worked, yet public support for the PO crackdown is conflicted
by concern for the people and places effected by heroin (Johnson,
Paulozzi, Mack, & Herter, 2014). Where previous swells in heroin
use were concentrated in major and/or coastal US cities like New
York, Baltimore, Chicago, and Los Angeles, the pervasive nature of
PO prescribing has arguably democratized the demand for illicit
opiates to the country’s smaller, interior cities, suburbs, and rural
hinterlands – areas that have not enjoyed a robust or particularly
potent supply of heroin in the past (Drug Enforcement Adminis-
tration, 2015). In southwestern Pennsylvania, and specifically,
Allegheny County, where this study is situated, a recent influx of
heroin has been denounced as an unprecedented, almost terroris-
tic attack, with commentators focusing not only upon the mass, but
also the meaning, of related deaths.

Numbers released by the Allegheny County Medical Examiner
(ACME) reveal an obvious cause for alarm: fatal overdoses nearly
tripled from 2000 to 2014, from 109 to 307. Where heroin was
present in less than 30 percent of cases in 2008, the drug’s share
had doubled to 61 percent by 2014, to become by far the most
prevalent substance implicated in overdose deaths (OverdoseFree
PA, 2015). ACME data demonstrates that victims have remained
disproportionately white and male over the course of the epidemic,
representing 85% and 77% of fatalities, respectively, in 2014. While
noting the aforementioned facts in their coverage, media outlets
have zeroed in on users’ class and area of residence, alleging
patterns of mortality with a dubious relationship to the data. The
‘‘new’’ heroin users of Allegheny County have been depicted in
highly normalized terms, variously described as ‘‘soccer moms,
business executives, high school kids with money to spend, and
people from every walk of life’’ (Purcell, 2015). Unlike the
presumed addicts of past eras (whose status as poor, urban, and
otherwise deviant arises in the negative space of these descrip-
tions), the contemporary cohort is located in places not tradition-
ally associated with hard drug use: the ‘‘richest neighborhoods in
the nicest houses,’’ and ‘‘places we think of as tranquil and bucolic,
like suburbs and small rural crossroads’’ (Conti & Cato, 2014; The
Observer-Reporter, 2014).

At best, these anecdotal accounts have a tenuous relationship
with official statistics around overdose; at worst, they misrepre-
sent a widespread public health problem that primarily afflicts
multiply distressed areas. Case-level mortality data from Alle-
gheny County shows an obvious spatial association between
deadly overdose and poverty, with the highest fatality rates
clustered in the region’s deindustrialized communities and
Pittsburgh’s inner-city neighborhoods (OverdoseFree PA, 2015).
Such places rarely appear in TV and newspaper reportage about the
overdose and heroin crisis at large – except as the backdrops to
major police raids and drug busts. Specific ire has been reserved for
drug sellers, accused not only of spawning an epidemic of
overdose, but also spreading the disease of addiction. In the
words of the county’s federal prosecutor, U.S. Attorney David
Hickton, there is ‘‘a bright line distinction between people who
have the disease of addiction and people who are the heartless
predators who peddle opioids to them’’ (Quoted in Mayo, 2015).
While the risks associated with using opiates of unknown
provenance and purity are indisputable, popular accounts have
portrayed heroin as a substance of almost supernatural menace; an
editorial in the Pittsburgh Tribune-Review exhorted readers: ‘‘If you
are at a party and someone offers heroin to you, leave. It is possible
to become an addict the very first time heroin is used’’ (Purcell,
2015).

On the one hand, media treatments that decline to demonize
drug users are laudable in their destigmatization of heroin
addiction. On the other hand, such coverage, with its monomania-
cal focus upon the drug and its dealers, also consistently ignores
the contexts in which overdose risk is generated and experienced.
Context may appear irrelevant within a narrative that features
‘‘inadvertent addicts’’ inhabiting idealized places – conventionally
successful suburban dwellers whose exposure to opiates seems
hardly predictable. This class of victim is denied any established
risk factors, a condition that again displaces culpability for
addiction and overdose to an inherently dangerous drug, while
obscuring a persistent connection between drug-related harm and
low socioeconomic status that has been well-established by
decades of scholarly studies. Indeed, this paper acknowledges that
the bulk of social scientific research on illicit drug use and related
problems have focused upon poor, often urban, and overwhelm-
ingly marginalized populations, from Preble and Casey’s classic
study of ‘‘slum’’ heroin users in New York City to Bourgois and
Schonberg’s photo-ethnography of ‘‘righteous dope-fiends’’ camp-
ing beneath a San Francisco freeway (Bourgois & Schonberg, 2009;
Preble & Casey, 1969). Yet the links between disadvantage and
drug risks are absent from lay coverage of the present overdose
epidemic, which insists upon the more spectacular story of
unprecedented middle class addiction. By contrast, the geography
of overdose in Allegheny County reaffirms the importance of
environment in structuring drug-related harm, highlighting at
least a basic association between poverty and mortality. Drawing
on Rhodes’ (2002, 2009) ‘‘risk environments’’ framework, this
paper aims to elucidate the contextual antecedents of drug
overdose in McKeesport, Pennsylvania, a deindustrialized city on
the margins of Pittsburgh. While serving as local shorthand for a
high-crime and ‘‘drug-infested’’ area, McKeesport has been almost
entirely absent from local reportage on overdose, despite hosting
one of the highest mortality rates in the county.

Methodology

This study solicited explanations for a local epidemic of
overdose from those who have been directly implicated: individ-
uals who have experienced their own and/or witnessed another
person’s overdose. It also sought to gauge the relevance of
overdose to a wider swath of drug-experienced individuals living
in McKeesport, PA, and the Monongahela River Valley at large – an
area occupying the eastern flank of America’s decaying Rust Belt.
To these ends, surveys and in-depth interviews were conducted
among clients of an outpatient substance use treatment center in
downtown McKeesport. While this population undoubtedly
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represents a convenience sample within a highly dispersed and
hidden illicit drug scene, its selection was further driven by the
heightened risk of overdose facing individuals enrolled in
abstinence-oriented rehabilitation programs; in fact, such pro-
grams have become increasingly involved in overdose prevention
education efforts in Allegheny County. (Although the therapists at
this particular treatment center explicitly disclaimed their work as
‘‘harm reduction,’’ they nevertheless asserted the importance of
providing information on overdose risk factors to enrolled
individuals; over the course of the study period, two overdose
prevention training sessions were offered to interested clients.) In
order to gain treatment professionals’ perspective on overdose, I
also interviewed the clinical supervisor of the research site
(hereafter pseudonymized as Mon-Valley Treatment Services, or
MVTS), and completed a focus group with eight out of ten of the
facility’s therapeutic staffers. Previous to the start of research, this
study was approved by the Pennsylvania State University
Institutional Review Board.

A brief 4-page survey was used to determine MVTS clients’
experience and acquaintance with accidental drug overdose. In
addition to capturing basic demographic and residential variables
(such as age, sex, race/ethnicity, and zip code), surveys inquired
into participants’ history of substance use and overdose, and
further asked respondents to estimate the number of friends,
family members, and acquaintances that had unintentionally
overdosed. Survey respondents reporting personal experience
with overdose as either a victim or on-scene ‘‘assistant’’ also
completed a final battery of questions considering the situational
details of the last overdose they had suffered or witnessed,
including the location of overdose, the number of people present,
the responses undertaken, and the substances used prior. Paper
surveys were distributed to interested clients at the beginning of
seven support groups occurring between March and July of 2015,
following a short description of the study by the author. On
average, surveys took 5 to 10 minutes to complete. All MVTS clients
were invited to take part in the survey portion of the study, with
50 respondents sought and obtained. For their time, survey
respondents were given a gift card worth $5 to a local chain
retailer.

While several measures of population overdose experience
deriving from the survey are offered in the next section, this paper
draws almost entirely on in-depth interview data. Current MVTS
clients self-reporting personal involvement with accidental drug
overdose as a victim and/or on-scene assistant were eligible to
participate in interviews eliciting rich contextual data on their
most recent experience. Participants were directly recruited by the
author at the times of survey administration, via a flyer posted in
the waiting room of the research site, and through staff referrals.
All interviews were conducted by the author in an empty office at
MVTS, between March and September of 2015. At the beginning of
each interview, participants were asked to describe how they had
arrived at Mon-Valley Treatment Services, and briefly narrate their
drug use careers previous to treatment. I subsequently requested
that respondents ‘‘take me through’’ the last time they had
themselves overdosed or witnessed the overdose of another
individual, following up as necessary with prompts as to the
physical space of overdose, their relationship to others present, any
measures taken to address or reverse the overdose, and their
understanding of the underlying causes. After discussing their
particular history with accidental overdose, interviewees were
invited to speculate on the overarching reasons individuals
overdosed, and to offer any explanation for the regional
concentration of overdose at large. Finally, respondents were
asked what, if anything, could be done to stem the tide of fatal
overdoses in the area. It should be noted that this study relied upon
participants’ personal understanding, and interpretation of past
situations as comprising overdoses. Several interviewees describe
‘‘overdose’’ events wherein they, or another person, spontaneously
woke up from a sustained nod, characterized by highly depressed
breathing, without medical intervention. Such situations do not
clinically qualify as true overdoses, but might be more accurately
labeled as near overdoses or overdose scares. At the same time,
such situations still illuminate the contextual factors that drive
fatal overdose risk, by illuminating common settings of drug
overuse, and showcasing participants’ responses to a perceived
overdose. All interviews were audio-recorded and varied consid-
erably in duration, from 18 minutes to over 2 hours, with an
average of 40 minutes. Eighteen individuals were ultimately
interviewed, receiving a $20 store gift card in exchange for their
time. All names cited in the below ‘‘Results’’ section are
pseudonyms.

Descriptive statistical analysis was performed on the survey
data using SPSS Version 22.0, with the aim of obtaining a snapshot
of the underlying treatment population’s overdose history. Inter-
views were transcribed verbatim by the author, and entered into
NVivo for Mac, Version 10.2.1 for thematic analysis. In developing
codes for the interview data, the author specifically attended to
participants’ descriptions of overdose contexts – where overdose
occurred, who was present, what was done, and why overdose
occurred. In keeping with the ‘‘risk environments’’ framework
described below, analysis also sought to thematize interviewees’
understandings of overdose risks at both the micro-level of
individual behavior and life circumstances, and the macro-level of
community characteristics. Codes were refined over three rounds
of analysis until no new themes emerged from the data.

Theoretical framework

This paper uses Rhodes’ (2002, 2009) risk environment
framework as an alternative, and arguably more productive, lens
into a local overdose crisis where the salience of place has been
denied or ignored. Explicitly offered as a concept that ‘‘gives
primacy to context when understanding. . .drug-related harm,’’
risk environments are defined as the ‘‘spaces[s] – whether social or
physical – in which a variety of factors interact to increase the
chances of harm occurring’’ (Rhodes, 2009, p. 193). In a
2009 elaboration, risk environments are described as multiple,
multi-level, and overlapping; indeed, the concept is proposed as a
means of charting the ways in which several ‘‘types of environment
(physical, social, economic policy)’’ interact with different ‘‘levels
of environmental influence (micro, macro)’’ (Rhodes, 2009, p. 193).
While drawing attention to intangible and diffuse mediators of
drug-related risks – such as punitive drug policy regimes or peer-
group drug use norms – ‘‘risk environment’’ is offered as a practical
analytic that may inform the development or recalibration of harm
reduction interventions exceeding the individual.

The risk environments framework has been well-utilized to
understand the persistence of drug-related morbidity and
mortality in places where free sterile equipment, naloxone, and/
or harm reduction services like drug consumption rooms seem
readily available. While a comprehensive review is beyond the
scope of this paper, a handful of recent projects considering the
contextual production of overdose risk should be referenced. At the
micro-environmental level, several studies have identified the
aggressive policing of street drug users as a policy that may
promote syringe sharing, rushed and public injection, and
accidental overdose. Moreover, such practices, and their associated
harms, may be disproportionately undertaken by users who are
poor and homeless – socioeconomic statuses that are also
increasingly criminalized (Bazaz et al., 2015; Bohnert et al.,
2011; Leung et al., 2013; McKnight et al., 2007; Small, Rhodes,
Wood, & Kerr, 2007). At the macro-environmental level, recent
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research has considered how the shifting dynamics of the US illicit
drug market have heightened overdose risk in places newly
supplied with cheaper, more potent Colombian heroin, whose
dominance may be a paradoxical effect of American interdiction
efforts in South America (Ciccarone, 2009; Unick, Rosenblum,
Mars, & Ciccarone, 2015). Other studies have identified the intense
social stigmatization of injection drug use as mediating the
reluctance of medical professionals to respond effectively to
overdose, and the unwillingness of overdose witnesses to call
emergency service providers (Bennett, Elliott, & Golub, 2013;
Green et al., 2009).

The risk environment, and related ‘‘syndemic’’ framework, which
considers the production of mutually-reinforcing public health
problems by shared social conditions, has been particularly fecund
in the analysis of epidemic drug overdose and blood-bourne disease
in the transitional countries of Eastern Europe and the Common-
wealth of Independent States (Singer et al., 2006). Characterized by a
sudden surfeit of imported and homemade opiate preparations,
economic and political instability, infrastructural deterioration, and
social dislocation, such countries ostensibly represent a large-scale
risk environment for drug use not unlike the deindustrialized city in
which the present study takes place (Gilbert et al., 2013; Grund,
Latypov, & Harris, 2013; Rhodes et al., 2003; Rhodes & Simic, 2005).
By linking high-risk behaviors and health-related harms to a
sweeping state of social anomie, such studies have helped to
illuminate broad shifts in the global incidence of HIV, and their
relationship to the new international political economy. Similarly,
this paper uses the risk environment analytic to generate critical
insights into the geographic distribution of accidental drug overdose
in a place buffeted by indifferent forces of economic restructuring,
namely the decline of manufacturing and concomitant loss of jobs in
western Pennsylvania.

Drugs, deindustrialization and urban decay

Locally known as ‘‘Tube City,’’ McKeesport, PA, and the adjacent
cities of Homestead, Clairton, and Braddock built the city of
Pittsburgh and buoyed a vital regional economy until crisis erupted
in the 1960s. Culminating with the layoff of over 150,000 workers
and the shuttering of every local mill in the early 1980s, small cities
across the Monongahela River Valley have lost ‘‘90 percent of
everything’’ – residents, jobs, and businesses – over the past three
decades (The Heinz Endowments, 2012). McKeesport in particular
has experienced a population loss of over 35 percent since 1980,
while nearly 18 percent of buildings stood vacant as of 2013 (U.S.
Census Bureau, 2010, 2013). As the U.S. continues its gradual rally
from the 2008 recession, McKeesport’s unemployment rate
hovered above 15 percent in 2013; almost 30 percent of city
residents were living under the poverty line the same year (ibid.,
2013).

McKeesport’s deterioration stands in growing contrast to the
recent economic, cultural, and social revitalization of Pittsburgh, a
recovery that ironically has traded on the city’s gritty industrial
past. Rebuilding its reputation through health care and higher
education, Pittsburgh is further reinventing itself as a new high-
tech hub. Where more proximate mill towns have managed to
attract investment as real estate values in Pittsburgh climb,
interviewees were overwhelmingly pessimistic about a similar
influx of capital into McKeesport, which was consistently derided
as a social service ghetto catering to its drug-addicted inhabitants.
In fact, this study was conducted at the only substance use
treatment facility within 15 miles of McKeesport. Though well-
serviced by church-run charities, food pantries, and homeless
outreach programs, McKeesport lacks any significant ‘‘drug and
alcohol’’ infrastructure. Only 16 miles away in downtown
Pittsburgh, a longstanding and much-lauded needle exchange
program has offered free overdose prevention training, including
naloxone distribution, since 2002, yet the temporal and financial
cost of reaching this facility (1–2 hours and 8 USD in public bus
fare) rendered it essentially inaccessible to the handful of study
participants who knew of its existence.

Results

Participant demographics

As noted above, all current clients of MVTS were eligible to
participate in the survey portion of this study, which sought to
capture the treatment population’s acquaintance with overdose at
large. The 50 individuals completing surveys were majority male
(64 percent) and white (60 percent), while a significant minority
(40 percent) identified as African-American. Survey participants
reported a mean age of 40, with 56 percent of individuals between
ages 30 and 50. Two-thirds of respondents indicated that they were
currently unemployed or permanently disabled, with 22 percent
further living within dependent housing facilities (including
emergency housing/shelter programs and halfway/three-quarter
houses). Allowed to identify multiple drugs of abuse prior to
treatment admission, an overwhelming number selected alcohol
(80 percent), followed by heroin (54 percent), cannabis (50 percent),
crack cocaine (46 percent), and prescription opioids (44 percent.)
Overdose emerged as a prominent reality in the lives of survey
participants, with roughly three-quarters (76 percent) reporting a
family member, friend, or acquaintance who had accidentally
overdosed. Just under half (46 percent) reported a personal history of
accidental overdose, while just over half (54 percent) identified as
past overdose ‘‘assistants’’ – individuals who had directly witnessed
and helped another through, an overdose.

Eighteen individuals with such direct overdose experience were
ultimately recruited for an in-depth interview. Mirroring the
demographics of the larger survey sample, two-thirds of inter-
viewees were white (67 percent) and male (67 percent); yet these
statistics mask the existence of three fairly distinct groups of
interview participants. The largest subset of interviewees (n = 7)
were white men, 86 percent of whom were under the age of
40. Five interview participants identified as black males, with
80 percent reporting ages above 40. The final six interviewees were
white women, with all but one (younger) woman in their 30s and
40s. Sixteen interview participants were current residents of
McKeesport, with the remaining two interviewees living in
adjacent communities. The great majority (83 percent) reported
illicit or unprescribed opiate use previous to treatment enroll-
ment; while most opiate users specifically reported heroin
injection, two limited their consumption to (heroin) sniffing, or
prescription opioid pills. Overall, interviews captured 29 incidents
of overdose, with 66 percent (n = 12) of individuals discussing their
own overdose, and nearly 95 percent (n = 17) narrating their role in
the overdose of a friend, family member, or using acquaintance.
Nearly all overdose situations recorded via interview described
successful responses or overdose reversals; only two participants
had been involved in overdose events ending with a fatality, with
both accounts referencing a prevalent feature of the micro-risk
environment for fatal overdose in McKeesport.

Micro-level risk environments: hidden spaces and unprepared

assistants

As described by Rhodes (2009, p. 194), micro-level risk
environments operate at the scale of individuals, service providers,
and the surrounding community; they concern the physical spaces
of drug use, local norms around drug consumption and strategies
for its policing, lack of income and access to health care, and the
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effective (un)availability of harm reduction programs, educational
materials or tools (including clean syringes and naloxone). With
interviews largely devoted to the description and explanation of
discrete overdose incidents, participants most often invoked such
micro-level risk environments, and the practices they enabled, in
their accounts. Of course, the local ecosystem of risk shapes and is
shaped by macro-level structures and processes – a dynamic
acknowledged by many interviewees in their reflections on the
regional concentration of overdose.

Where multiple studies have considered public injection as a
major mediator of overdose risk, individuals in the present study
instead drew attention to the potential dangers of private, albeit
precarious, injection settings. Atthe time of interview, all participants
reported some kind of stable residence, if temporary, with 50 percent
occupying transitional or emergency housing, in the form of SROs,
halfway/three-quarter houses, or residential drug treatment pro-
grams. While most participants referenced a history of unstable and
insufficient housing – dangerous public projects, illegal communal
apartments, too-expensive houses, and friend- or family-owned
crash-pads, only one participant indicated a previous spate of street
homelessness. Movement – by necessity,not preference – defined the
residential narratives of nearly every interviewee (n = 14), as did a
similarly shifting cast of co-habitants. Overall, 25 of 29 experienced or
observed overdoses took place behind closed doors, in a private
home. The remaining four incidents were described as occurring on
the street, in a parked car, and in restaurant bathrooms.

While such consumption settings potentially allow for clean,
comfortable, and unhurried use, they may further hide an
overdosing individual from emergency intervention. Indeed, the
two overdose fatalities reported by interviewees, who attempted
belated assistance, involved individuals who had injected heroin
while alone in their apartments. Among the remaining 27 incidents
from which the victim successfully emerged, eight were charac-
terized as narrow escapes of fatal overdose, wherein the user had
injected while home alone or in a room by themselves. Thom, an
African-American man in his 40s, identified his sole overdose as
occurring during a period in which he lived in the attic of his
parent’s home; he relates his survival as pure serendipity, given the
lack of on-site assistance.

‘‘My overdose was basically. . .this kid that I knew came to my
house with these different bags that I never tried and I’d been
shooting 3, 4 of other ones, I’m like, I’ll do 2 of these, but they
were so good, that I ended up, I took them, I got up out of the
chair that I was in, and took most of my clothes off, down to my
underwear, and I wake up five hours later, standing in my room,
leaning against the wall. That’s all that I know.’’

Other respondents described situations in which they over-
dosed while using alone, yet were saved by friends or family who
were somehow alerted to the danger – a hair dryer left running or a
dog scratching at the bedroom door. Jeff, a white man in his late
30s, reported overdosing twice while at home with his fiancé. In
the first incident, she was clued in by the audible ‘‘thud’’ of his body
falling into the bathtub.

Jeff: My girlfriend was in the kitchen, cooking, my fiancé was in
the kitchen. . .

Author: OK, this was when you were taking a bath.

Jeff: Yeah, I started the shower. . .I started the bath, yeah. I shot
myself, and was gonna get in the tub. . .and I did get, in face first
(laughs). I shouldn’t laugh, but. . .

Jeff was one of only two respondents who was assisted by an
intimate partner. Where ten recorded overdose events involved an
assistant identified as a friend or family member, most participants
instead referenced roommates, using acquaintances, and semi-
strangers with whom they had a more tenuous, if any, personal
relationship. In such overdose situations, assistants’ motivation to
help was driven primarily by fear of police attention or
prosecution. Randy, a white man in his 20s, stated that he had
helped a using associate out in the past year, ‘‘if you can call it
really helping.’’ Qualifying his assistance with the caveat that he
‘‘did the rest of her stuff [heroin]’’ before taking her to the hospital,
Randy further considers how the woman’s overdose might spell
trouble for him:

‘‘Yeah, but it was scary for her to go out in my house, because,
automatically, like I’m thinking ten different things, like this is
gonna look badly. One, she could die, that’s obviously the first
bad thought. Then the second thought is more or less like, if
she’s dead in my apartment, then it’s gonna get real bad for me,
real quick.’’

Though appearing embarrassed by his self-interest, Randy’s
concerns about ‘‘catching a body’’ were echoed by eight participants,
not all of whom decided to involve emergency medical services.
Craig, an older white man and veteran in his 50s, joked that while he
was willing to administer CPR to a woman (the girlfriend of a friend)
overdosing on heroin, he would sooner have ‘‘rolled her up in a
carpet’’ than called an ambulance. Another interviewee, Jenny, a
woman in her early 30s, related the heroin overdose of a male
acquaintance with utter exasperation, groaning dramatically as she
describes hearing him drop immediately after injecting:

‘‘We shot it in the bathroom, me, him, and her, and he walked
out, and we hear, ‘boom!’ And I’m like, ‘I know that ain’t him on
my floor.’ I went in and that was him on the floor, not breathing.
Oh, that was bad. And I was so high, I couldn’t call anybody
either. I didn’t throw water on him though, I just kinda kicked
him around.(laughs). . .he pissed me off!’’

Rather than reflecting users’ compulsive drug use or callous
mindsets, such incidents arguably reveal a relevant aspect of the
micro-social risk environment, namely a subculture of opiate use
characterized by fleeting relationships founded in expedience. As
stated above, interviewees most frequently reported helping, or
being helped by, individuals to whom they were not emotionally or
enduringly attached. Instead, two-thirds (n = 19) of recorded
overdose events involved actors thrown together by momentary
mutual advantage, often the exchange of drugs for some kind of
shelter – a place to use or a place to sleep. Returning to the above
accounts, Randy identified the woman he assisted as an acquain-
tance whom he allowed to inject his house in return for a cut of her
heroin. Similarly, the man whose overdose exasperated Jenny was
identified as a short-term roommate, expected to share his drugs in
lieu of paying rent. The subsequent discussion will further consider
how such peer group interactions are shaped by a punitive and
inconsistent drug policy regime, which mixes medical and moral
objectives. Respondents expressed a tenuous understanding of
local laws surrounding overdose reporting; indeed, few individuals
demonstrated any ‘‘formal’’ training or education in overdose
response, a deficit that likely reflects the absence of readily
accessible harm reduction programming. Where one interviewee
advocated for the passage of ‘‘Good Samaritan’’ legislation in
Pennsylvania, he was unaware that such a law had in fact gone into
effect the previous year.

Similarly, naloxone (or the branded preparation Narcan) was
mentioned by only three out of eighteen interview participants,
and then only as a tool employed by paramedics. Although
naloxone has been distributed without cost by Allegheny County’s
single needle exchange program for ten years, and has recently
become available for purchase at participating area pharmacies, no
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interview participants had ever personally procured the drug. Of
the 29 overdoses described by participants, none involved the
utilization of naloxone by the interviewee his/herself, or by other
user-witnesses. Thom, who recalled his own at-home overdose
above, was further the sole participant to reference the possibility
of user-administered naloxone. Recounting the overdose of an
acquaintance at a third-party’s apartment, he describes his
reaction to another woman, who is unsure how to proceed:

‘‘And I was like, well, there’s a few things were supposed to do,
but we don’t have no Narcan, and I said all I know to do was put
him in some ice water and slap him around, and make him walk.
That’s really all I know. And she was like, ‘let’s do that!’ So we
did that, and he eventually woke up, so at that time we called
the EMTs and he was like, ‘don’t do it!’ And I said, well, we
already called. So they’re coming. I mean, 911 nowadays, you
can’t just call and say, ‘nevermind!’ They’re going to be here,
so. . . So I think they hit him with the Narcan, cause I left after
that, cause he wasn’t in real distress anymore.’’

While naloxone remained a narrative rarity, many participants
(n = 8) referred to the ‘‘folk’’ methods enumerated by Thom:
undressing, placement of the victim in ice or water, hitting or
slapping, and enforced ‘‘walking.’’ Such measures of overdose
reversal were generally deployed to forestall EMS or police
involvement, an option of truly last resort. Ronnie, an African-
American man approaching 50, emotionally related his friend’s
overdose with heroin at the home of a woman who would not
consider calling an ambulance:

‘‘He ain’t coming to. So I’m like, call the ambulance, and she like,
I ain’t calling the ambulance, I don’t want the police coming in
my house and all that type of stuff. So I gotta drag him out of the
house, I drags him outta the house, I put him in the hallway, and
I’m smacking him some more, smacking him, smacking him,
and he, you can tell he’s still alive, because he’s grunting, like
he’s (impersonates grunting, growling noise), he going like that,
right?. . .And I’m smacking the heck out of him, like pow! Like
I’m, a couple times I even though to myself, I can’t wait til he
wakes up so I can tell him how much hits I got in. . .(laughs) You
know what I mean, I gotta couple on you, I wanted to joke and
tease, but it started getting serious, cause he wasn’t waking up,
right?’’

In this instance, the absence of naloxone may be tied to several
dimensions of the micro-risk environment – not only witnesses’
reluctance to contact official authorities, but also their inexperi-
ence with opiates, and/or disconnect from services offering
overdose prevention education. Like four other interviewees
who had dealt with another person’s heroin overdose, Ronnie
did not self-identify as an opiate or opioid user. Instead, he (and
others) described crack cocaine as his preferred substance, which
nonetheless afforded opportunities to socialize with a more
diverse crowd of illicit drug users. Yet, even interviewees reporting
significant experience with injection drug use had no contact with
the county’s lone needle exchange, the only source of free and legal
naloxone until mid-2015. With such program at least one hour
away, naloxone, and training on its proper use, was effectively
unavailable to study participants.

Macro-level risk environments: a community in decay

At the end of each interview, participants were asked about
their understanding of overdose in general – why individuals in the
area overdosed, and further, what could be done to lower overdose
incidence, fatal and nonfatal. Nearly every explanation indicted the
community at large for the heavy toll of overdose, referencing the
stagnant economy, institutional culture, and overall atmosphere of
McKeesport as a facilitator of not only overdose, but also drug
addiction. Moreover, respondents were overwhelmingly pessimis-
tic about the feasibility and success of any overdose interventions
that did not simultaneously address the stifling poverty of the
region or the alienation and despair of McKeesport’s dwindling
populace.

Reflecting upon the area epidemic, interviewees forged a
consistent connection between overdose, drug use, and poverty.
On the one hand, a widespread lack of jobs and money was seen as
increasing the local lure of drug use. Devin, a life-long resident of
McKeesport now in his mid-30s, described his and others’ use in
terms of an otherwise unmoored existence, characterized by few
normative deterrents against illegal or potentially harmful
behaviors; he further connects economic desperation to entry
into drug dealing, which in turn predicted a high environmental
saturation of illicit drugs:

‘‘Well, I think a lot of it is the, the income rate of people around
here. It’s so low income. The people don’t have, like, stuff, so
they turn to drugs easier when you’re poor. At least for me it
was easier for me to turn to drugs, because I didn’t really have
anything in my life to lose. . .And then, I think the problem is
with, whenever you have low income like that, people start
selling drugs, people’s mothers and fathers start selling drugs,
so people grow up in that environment, and then they become
drug sellers themselves, and then you have all these drug
dealers and eventually they’re gonna. . .people are gonna start
spreading out drug use everywhere. . ..’’

The dearth of legitimate employment opportunities was a
theme reiterated across multiple interviewees, who inevitably
compared the current economic rut with the city’s mid-century
heyday. Several informants referred to family members who had
worked in the steel mills prior to their mass closings in the 1980s;
one middle-aged man (Craig, quoted above) had himself worked in
McKeesport’s ‘‘National Tube’’ factory briefly in his 20s, before
‘‘they pulled the rug out’’ from under him. Summed up succinctly
by Steve, an African-American man of a similar age: ‘‘At one point,
it was real thriving, you know, the area. And then the mills closed
down, and it was real depressing, with no jobs, and real bad.’’ With
reference to the handful of chain stores that dotted the city’s main
drag, a younger man, Thom, quipped, ‘‘If you don’t work at Eat ‘n’
Park, CVS, or Family Dollar, you don’t work.’’

In the words of several respondents, the economic vacuum
created by deindustrialization had ultimately led to the out-
migration of anything and anyone ‘‘productive’’ within the city
limits. Participants’ descriptions of McKeesport, and the wider
Mon-Valley, were consistently framed in the negative, alluding to
the many things that the community lacked – not only jobs, but
also residents, effective government, social events and activities.
Only Craig, comparing McKeesport to the neighboring city of
Clairton, celebrated the former’s status as a burgeoning social
service hub, with ‘‘food banks everywhere.’’ Others instead
identified a different sort of sustenance invading the region,
namely illicit drugs, and heroin specifically. A recent transplant
from Baltimore, Marvin recalls a palpable transformation in the
area since his move two years before:

‘‘My primary drug is heroin, and I could remember, when I first
came to McKeesport, it’s like. . .it was a lack of heroin around
here. . .it was like. . .McKeesport was basically based upon a
cocaine-type of atmosphere. And one apparent day I went to
sleep and I woke up and it seemed like there was a lot of heroin
around here. . .’’

At the center of a dying regional economy, lifted only by the
influx of drugs, McKeesport emerged as an environment that
promoted drug use and recruited users. Asked about factors
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contributing to local overdoses, Ellie, a white woman in her 30s,
lamented:

‘‘It’s just a depressing area, there’s nothing. . .I mean people
come to McKeesport to get drugs, from other areas. . .because
that’s what is here. . .McKeesport, I just think there’s nothing-
. . .all the good people have kind of moved out and moved away
because of all the drug addiction and all the mental health here
and, I mean, I think it’s just depressing, there’s really no good
jobs here, no good, you know, anything.’’

Depression, economic and atmospheric, is identified by further
interviewees as underwriting not only addiction, but a potentially
fatalistic culture of drug use. Jeff, who related his bathtub overdose
in the previous section, here describes how the tremendous
availability of drugs combines with an absence of alternative
activity to promote overdose among individuals who ‘‘pull’’ or
inject a large quantity of heroin:

‘‘People are like. . ..I don’t know, [heroin]’s so readily available,
and [the area is] so. . .gloomy? Depressing looking. . .Shit, let’s
just go and get some bags, and just lay up and get high. So, if
you’re not doing too much and you pull enough, you go die.’’

Referencing the unstoppable decay of McKeesport,
participants expressed little hope for a reversal of overdose
trends, and little faith in the efficacy or intentions of local
authorities. Dismissing the ability of ‘‘corrupt’’ politicians
and police to affect change, Ellie (quoted above) instead
mused that the investment of a major employer, and subsequent
job creation in the area, might help, before conceding that
‘‘nobody wants to come around here.’’ The perceived indiffer-
ence and cynicism of local police officers were referenced by
seven other interviewees, including two who suggested that
officers should be trained to carry naloxone. Indicating both the
culture-wide stigmatization of drug users, and the specific
wariness of police, Marvin and Thom qualified their policy
suggestions:

Marvin: ‘‘I mean, the chances of like the police trying to rescue
everybody is like slim to none, when most of the people like,
saying, oh, you using heroin, I don’t want nothing to do with
you.’’

Thom: ‘‘There’s gonna be the cop that says, well, I got this
Narcan, but, I’ve seen this fucker like 10 different times, and I’m
not wasting it on him for his last time. That will probably
occur.’’

Dee, a white woman in her 40s, described McKeesport’s police
officers as too ‘‘desensitized’’ to effectively address overdose,
locating them within a broader social malaise. Echoing others’
observations about McKeesport’s many deficiencies, Dee addition-
ally decries the utter absence of community advocacy or self-
efficacy:

‘‘There is no sense of community here. Not one, not one iota of
community here. Not one. So, left to your own devices,
somebody that’s drinking and drugging is gonna continue
drinking and drugging. Nothing else, cause there ain’t shit else
to do.’’

To this respondent, the connection between environment and
behavior is obvious; indeed, she is patently contemptuous of the
city’s refusal to mobilize around the obvious public health peril
posed by drugs and alcohol. Dee ended her interview by
discrediting the reliance upon individual education or treatment,
repeatedly stating that change would only ‘‘come through
community.’’
Discussion

Interviewees were hardly surprised when told that their city,
and the region at large, suffered from one of the highest rates of
overdose in Pennsylvania, itself among the national state leaders in
heroin abuse and overdose as of June 2015 (Trust for America’s
Health, 2015). Noting that they had observed this trend firsthand
for years, two participants in fact asked for specific research
references that they might share with friends and family members,
to demonstrate the typicality of their experience. Overdose, and
addiction more generally, emerge in the above interviews as the
backdrop to life in a poor city with a seemingly terminal prognosis.
The data further reveals the ways in which pathways into drug use
are shaped by a deindustrialized context: how a vacuum of
opportunity, social support, and hope may be met by an expanding
illicit drug market that offers both employment and recreation (see
also Draus, Roddy, & Greenwald, 2012; Nasir & Rosenthal, 2009).

The absence of harm reduction services, while a lesser theme
among interview participants, also appears as a salient facet of the
local risk environment. While individuals reported the ability to
purchase injection equipment at little expense from a nearby, ‘‘big
box’’ store, they lacked effective access to the overdose prevention
education and free naloxone afforded by the county’s needle
exchange program (due to a lack of transportation). Appropriately,
naloxone availability has emerged as the emphasis of a multi-
pronged policy response to the overdose crisis in Pennsylvania, and
the U.S., at large. In September 2014, the Pennsylvania State
Legislature passed Act 139, a piece of legislation that allowed for
the prescription of naloxone to the friends and family of opiate/
opioid users, and additionally promised legal immunity for anyone
reporting an overdose. Moreover, in May 2015, the Allegheny
County Health Department issued a ‘‘standing order’’ for naloxone,
permitting any individual to obtain the drug, without a prescrip-
tion, from participating pharmacies; a statewide order followed in
October 2015.

Such measures are undoubtedly vital within the many cities
and towns seeing a surge in opiate/opioid use and overdose
mortality. Yet, without simultaneous efforts to address other facets
of the risk environment, this study would problematize the utility
of interventions that empower opiate-involved individuals as
consumers. Perhaps envisioning the archetypal opiate user
portrayed by the media, such ‘‘standing orders’’ remove one legal
obstacle to naloxone access, but fail to amend the financial barriers
that would prevent poor and unemployed users – like those
interviewed in this study – from purchasing the drug. At the time of
writing, the price of an intranasal naloxone kit fell between 40 and
75 USD in Allegheny County, a significant expense for any low-
income individual to undertake (particularly if purchased with the
intent of saving an unknown other’s life.) The success of this policy
further depends upon the interest of individual pharmacy owners
or corporate chains, factors arguably effected by the stubborn
stigmatization of illicit drug users, regardless of their perceived
class. While likely reflecting insufficient public knowledge, only six
pharmacies were selling naloxone, and only six kits had been sold,
as of July 2015 (Aupperlee, 2015).

Where the ‘‘Good Samaritan’’ provisions contained within Act
139 are similarly laudable, they also fail to address a significant
policy facet of the macro-level risk environment in this context,
namely fatal drug delivery laws. Used to prosecute individuals who
supply (sell, trade, or share) illegal drugs implicated in overdose
deaths, these strict-liability statutes clearly unnerved individuals
interviewed in this study, undermining their willingness to phone
emergency services in an overdose situation (Gazarik, 2014). All
but two interview participants reported significant histories of
criminal justice involvement and expressed a decided suspicion of
police and prosecutorial discretion. While no interviewees were
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specifically aware of the ‘‘Good Samaritan’’ protections installed by
recent laws, many were familiar with fatal drug delivery laws at
the state and federal level, having heard of fellow user-dealers
charged with this peculiar form of voluntary manslaughter.
Multiple interviewees mentioned that they had sold heroin to
support their own habit in the past, and might have faced severe
criminal prosecution had one of their buyers fatally overdosed –
knowledge that complicated their willingness to involve emer-
gency services even after the passage of statewide Good Samaritan
laws.

In light of such persistent structural barriers to individual
behavior change, this paper echoes the recommendations of earlier
studies to improve the uptake and ultimate efficacy of harm
reduction tools through the creation of ‘‘enabling environments,’’
which acknowledge drug-related risks as multiple and multi-level
(Moore, 2004; Moore & Dietze, 2005). Indeed, when users
themselves were asked to explain a regional epidemic of overdose,
they talked about the need to work upon the region itself, not only
the most vulnerable residents within. While drug policy-makers
can hardly be tasked with reversing the economic and social ruin of
deindustrialization, such phenomena must inform the creation of
overdose interventions accessible to low/no-income users who are
wary of law enforcement and isolated from other institutional
sources of help. Of course, the existence of such users within the
‘‘affluent epidemic’’ must first be recognized by policy-makers,
media, and the public at large.
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