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In Aotearoa New Zealand, disaster risk management (DRM) aspires to protect 
the lives and livelihoods of people and places. It does this by encouraging people 
and communities to be disaster ready, while ensuring reduction of potential and 
actual harm from a disaster, responding immediately and directly following a 
disaster, and recovering so that there is ongoing regeneration and resiliency for 
the people and communities impacted by a disaster (Ministry of Civil Defence & 
Emergency Management, 2016).

Opioid Substitution Treatment (OST) is also a harm 
reduction approach that aims to minimise risks 
associated with illicit drug use, such as prevention 
of blood-borne diseases and criminal activity. OST 
medications such as suboxone and methadone need 
to be consumed every day to prevent uncomfortable 
physical and psychological withdrawals from 
occurring. Physical withdrawal symptoms present 
as uncomfortable flu-like symptoms, such as aching 
muscles, nausea and diarrhoea (Berry et al. 2010). 
Psychological and emotional withdrawal symptoms, 
which for some are more challenging than the physical 
symptoms, involve agitation, anxiety and obsessive and 
reoccurring thoughts of using the drug. People are only 
able to access OST by registering at an authorised clinic 
and being accepted into a programme. As controlled 
substances, OST medications are highly regulated, and 
people on OST have little agency with dosing amounts 
and takeaway regimes (Berry et al. 2010; Ministry of 
Health 2014). Access to OST is necessary for the health 
and wellbeing of people on OST, and their families and 
broader communities. 

Being reliant on medications that support health and 
wellbeing needs to be understood as a vulnerability 
that requires specific DRM strategies during and after 
a disaster (Blake & Lyons 2016). While people who have 
vulnerabilities can prepare, respond, cope and adapt to a 
disaster, this ability is often based on social relationships 
and context. A plethora of literature argues that people 
who are vulnerable are worse off during and following 
a disaster (see Baker & Cormier 2015, Hoffman 2009, 
Luna 2009). Research specifically on OST highlights 
that in the immediate aftermath of a disaster, obtaining 
OST is problematic because of limited access to OST 

dispensing services, such as OST clinics and pharmacies 
with critical infrastructure damage and drug resourcing 
issues. To illustrate, research following Hurricane Katrina 
in 2005 (Bloodworth, Kevorkian, Rumbaut, & Chiou-Tan 
2007, Maxwell, Podus, & Walsh 2009) and Sandy in 
2011 (McClure, Mendoza, Duncan, Rotrosen, & Hansen 
2014) found that contact with OST treatment providers 
was difficult, dose amounts for people on OST were 
unavailable and stock levels were low. Similarly, a media 
report following Hurricane Harvey in 2017 outlined that 
people were still unable to access OST medications a 
week after the event (Hersher 2017). With no access to 
opioid treatment, some people use street drugs to avoid 
OST withdrawals. Using street drugs carries the risk of 
drug overdose, blood-borne disease and crime.

With very little knowledge about emergency planning 
and approaches for OST in the readiness, reduction and 
response phases of a disaster in Aotearoa New Zealand, 
this study interviewed 22 emergency management and 
health professionals and 21 people on OST to understand 
how they understood and practised DRM in the OST 
space. The professionals included hospital-based 
emergency managers, community-based emergency 
managers, pharmacists, OST staff, general alcohol 
and other drug staff and people from the Ministry of 
Health. The people on OST were on both suboxone and 
methadone and had been on a programme for between 
one and thirty years. 

Drawing on thematic analysis to represent themes 
across participants’ narratives, findings highlighted that 
the emergency management and health professionals 
were concerned for the health and wellbeing of people 
on OST after a disaster. Some considered that survival 
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would be severely hindered because people might not 
be able to walk to safety or access food without their 
medication. There was also concern about co-existing 
mental health disorders and access to other medications 
such as benzodiazepines because these drugs have 
life-threatening withdrawal symptoms. The professional 
group talked about the need to ensure there would be 
enough OST stock after a disaster, especially if main 
arterial routes were closed. Emergency management 
plans need to include ways to verify dose amounts and 
obtaining opioid medication prescriptions from medical 
officers. At the time of the interviews, many of the 
OST services were yet to complete a comprehensive 
emergency plan, and many reported that it was difficult 
to make plans because of a wide-ranging number of 
potential disaster scenarios. All the health professionals 
expressed care for the health and wellbeing of people on 
OST. 

The key themes to emerge from the narratives of 
people on OST included being fearful of the effects of 
withdrawal and how that would impact on their ability 
to get to safety and care for their children, or other 
people after a disaster. One OST client noted, ‘it’s not 
a case of someone just coming in and saying I need 
drugs, it’s someone saying, I need a chance to survive’. 
All participants on OST questioned how they would 
access their medications if OST clinics and pharmacies 
were inoperable, while most of them reported that they 
would do whatever necessary, such as ‘knocking over a 
doctor’s [surgery and] taking their script pads’ to make 
sure they had a way to access opioid drugs. People 
also said they would rob pharmacies or go to a hospital 
emergency department. Participants expressed a desire 
to be informed about emergency management planning 
by their clinics or pharmacists. All but one participant 
had not received any information on OST emergency 
planning, with one person saying that having information 
would ‘be so much more reassuring if there was a plan’. 
They were further worried about the impact of stigma 
on the way emergency management people would treat 
them. People on OST, even though medically prescribed, 
experience social stigma which can have implications 
for people’s sense of themselves and how they engage 
with others (Conner & Rosen 2008, Earnshaw, Smith, 
& Copenhaver 2013, Luty, Kumar & Stagias 2010). 
One participant on OST said ‘I'd be worried about the 
[emergency managers]… taking me seriously’ (OST client). 

This research aimed to give voice to the unique needs 
of people on OST following a disaster. By doing this 
and encouraging the emergency management field to 
recognise the specificity of OST it will enable inclusive 
DRM practices that support the safety and wellbeing 
of marginalised groups in a disaster scenario. Reducing 
vulnerability is important, as is producing preparedness 
plans that minimise harm to all people, their families 
and the broader community. OST is a successful harm 
reduction approach that makes a difference in the lives 
of people who are on the treatment; we must support 
them to have access to their OST in what are already 
chaotic and unsure disaster contexts.
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