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Abstract

Background: Prevention of opioid-involved overdose deaths remains a public health priority in the United States.
While expanding access to naloxone is a national public health strategy, it is largely implemented at the state and
local level, where significant variability in policies, resources, and norms exist. The aims of the current study were to
examine the social context of naloxone access in three different states (Connecticut, Kentucky, Wisconsin) from the
perspectives of key informants (first responders, harm reduction personnel, and pharmacists), who play some role in
dispensing or administering naloxone within their communities.

Methods: Interviews were conducted with key informants who were in different local areas (urban, suburban, rural)
across Connecticut, Kentucky, and Wisconsin. Interview guides explored the key informants'experiences with admin-
istering or dispensing naloxone, and their perspectives on opioid overdose prevention efforts in their areas. Data
analysis was conducted using multistage inductive coding and comparative methods to identify dominant themes
within the data.

Results: Key informants in each of the three states noted progress toward expanding naloxone access, especially
among people who use opioids, but also described inequities. The key role of harm reduction programs in distribut-
ing naloxone within their communities was also highlighted by participants, as well as barriers to increasing naloxone
access through pharmacies. Although there was general consensus regarding the effectiveness of expanding nalox-
one access to prevent overdose deaths, the results indicate that communities are still grappling with stigma associ-
ated with drug use and a harm reduction approach.

Conclusion: Findings suggest that public health interventions that target naloxone distribution through harm reduc-
tion programs can enhance access within local communities. Strategies that address stigmatizing attitudes toward
people who use drugs and harm reduction may also facilitate naloxone expansion efforts, overall, as well as policies
that improve the affordability and awareness of naloxone through the pharmacy.
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Background
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involved an opioid and over two million people were liv-
ing with an opioid use disorder [3, 4]. In response to the
opioid crisis, the U.S. has prioritized expanded access to
naloxone [5]—also known by the commercial name, Nar-
can®—an opioid antagonist medication that can reverse
the effects of an overdose and has no abuse potential
[6]. Naloxone was initially approved for use in hospital
and emergency response settings, but a take-home ver-
sion of naloxone is a newer application meant to prevent
opioid-involved overdoses outside of the healthcare envi-
ronment [7]. The U.S. Department of Health and Human
Services has recommended expanded community access
to naloxone as one of the top strategies for addressing the
opioid epidemic [8]. Efforts to increase naloxone utiliza-
tion have involved distribution programs at syringe ser-
vices programs (SSPs) and public health departments,
access through pharmacies without needing a prescrip-
tion, and administration of naloxone by first responders.

SSPs have been ramping up their distribution of nalox-
one since the mid-1990s and are the most common mode
for community members, particularly people who use
drugs (PWUD), to obtain naloxone without a prescrip-
tion [9-11]. SSPs can target individuals who may be at
increased risk for overdose, such as people who inject
drugs (PWID), as well as community members who may
be bystanders to an overdose event [6]. Naloxone distri-
bution through harm reduction organizations, like SSPs,
has been shown to be a safe and cost-effective option to
reduce opioid-involved overdose fatality rates at the local
level [12-14].

While SSPs have been the primary method to dis-
tribute naloxone to PWUD, access can vary between
and within states. In 2018, there were reported to be
over 300 SSPs operating in the U.S. and the District of
Columbia, but southern, midwestern, and predominantly
rural states were noted to have the least availability [15,
16]. Between 2014 and 2019, the majority of states took
actions to eliminate any ambiguity regarding the legality
of services provided by SSPs and, notably, many of these
legal changes also happened concurrently with states
expanding access to naloxone [16]. However, greater legal
clarity did not necessarily coincide with states allocat-
ing additional funding to support SSPs (who are unable
to receive funding at the federal level) or an increase in
community support at the local level [16—18]. Moreover,
since naloxone is considered a prescription medication
in most states, and thus requires a physician to authorize
its distribution, it can be challenging for harm reduction
organizations to gain medical authorization for naloxone
distribution [19].

Policies have been implemented in every U.S. state
and the District of Columbia to improve naloxone
access through pharmacies and are in alignment with

Page 2 of 13

the advisory issued by the U.S. Surgeon General in 2018
promoting the possession of naloxone [20]. Prior to these
changes, for naloxone to be obtained in the pharmacy, an
order from a qualified prescriber was required. The two
most common mechanisms to improve naloxone access
through the pharmacy have been to authorize pharma-
cists to prescribe naloxone, or to implement a standing
physician order [21]. New Mexico was among the first
states to have a naloxone access law that grants phar-
macists prescriptive authority, or the ability to dispense
naloxone without a prescription from a physician [22,
23]. When pharmacists are given prescriptive authority,
some states may require that they obtain a specialized
certification, while others allow unrestricted authority to
dispense naloxone [24]. In the case of a standing order,
the primary method is for the state medical director to
issue an order that allows designated pharmacists to dis-
pense naloxone [25].

Previous research has shown that expanded naloxone
access laws are an effective way to increase consumer
access to naloxone in retail pharmacies and to reduce
opioid-involved overdose deaths, particularly when
granting direct authority to pharmacists [26—30]. Yet,
there are several barriers to pharmacy-based naloxone
distribution, including pharmacists’ negative attitudes
toward PWUD, a lack of clarity regarding their role in
opioid overdose prevention, how pharmacies and phar-
macists’ workload are structured, variability in insurance
coverage for naloxone, and having a certified pharmacist
onsite within states who have this requirement [22, 31,
32]. On the other hand, the accessibility of pharmacies
can be an advantage to naloxone access expansion, espe-
cially in the absence of local harm reduction organiza-
tions, such as in rural communities [22]. Moreover, there
is emerging evidence that pharmacy-based harm reduc-
tion interventions are a feasible approach to opioid over-
dose prevention [33].

Communities have increasingly expanded naloxone
access to non-paramedic first responders, such as police
officers, firefighters, and emergency medical technicians
[34, 35]. Non-paramedic first responders are often the
first to arrive on the scene of an overdose event but were
historically not permitted to administer medications [34,
36]. When non-paramedic first responders had to wait
for paramedics to arrive to administer naloxone, it could
be problematic for non-metropolitan communities who
had fewer emergency medical resources [34, 36, 37].

Like pharmacists, many state offices that oversee
emergency medical services (EMS) have changed their
protocols to allow local medical directors to issue stand-
ing orders for non-paramedic first responders (ie., law
enforcement, firefighters, emergency medical tech-
nicians) to administer naloxone [34]. Fire and police
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departments have partnered with health departments to
receive training in naloxone administration, as well as
increasing their capacity to equip firefighters and police
officers with naloxone [34]. There is emerging evidence
that expanded naloxone access among first responders
has been associated with fewer opioid-related overdose
deaths, and has been bolstered by the implementation of
Good Samaritan laws, which provide legal protection to
individuals who contact EMS to respond to an overdose
event [27, 38]. Yet, ambivalence regarding the role of law
enforcement in responding to overdoses, negative atti-
tudes of first responders toward PWUD, and mistrust of
first responders, on the part of PWUD, can present bar-
riers to naloxone access expansion at the local level [37,
39].

As opioid overdose prevention strategies continue
to evolve across communities in the U.S., the current
study’s purpose was to explore the shifting landscape of
naloxone access from the perspectives of key informants
(KIs), who each play some role in distributing or admin-
istering naloxone: first responders (paramedic and non-
paramedic), harm reduction personnel (SSPs and public
health agencies), and pharmacists. The study uses quali-
tative interviews with these KIs, who were in either Con-
necticut (CT), Kentucky (KY), or Wisconsin (WI)—states
that each have differing approaches to naloxone expan-
sion. It explores differences by sector, and between states
and local areas, regarding changes in community access
to naloxone and the social context of naloxone expansion
efforts, including the perceived consequences of these
strategies. Research questions to be answered include
the following: How has naloxone access changed within
each state? How have any changes in naloxone access
differed locally? What are KI's perspectives on the con-
sequences (intended and unintended) of naloxone expan-
sion efforts?

Methods

Overview

The current study is part of a larger project funded by the
National Institute on Drug Abuse, Project LEAD (Laws
to Eliminate Abuse and Diversion). Project LEAD is a
three-state study (CT, KY, WI) that examined and com-
pared factors that influence the relationship between
opioid-related laws and policies, and the transition from
prescription opioids to heroin, fentanyl, and injection
drug use. In particular, the study aimed to examine dif-
fering state laws and policies regarding harm reduction
activities, such as those governing syringe services pro-
grams and pharmacy distribution of naloxone. In addi-
tion, an urban, suburban, and rural area were selected in
each state to examine the role of the local context on the
transition from prescription opioids to heroin, fentanyl,
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and injection drug use. These geographic areas were
selected based on high rates of opioid prescription and/
or overdose deaths and that represent urban, suburban/
smaller urban, or rural areas. Population size and dis-
tance to a metropolitan center were used to differenti-
ate local areas, with suburban areas reflecting a small
city less than 20 miles to an urban center in each state.
Rural areas reflect counties in each state that were at least
20 miles from the selected urban area. The rural area in
CT was approximately 20 miles from the selected urban
area; KY and WI were approximately 120 miles from the
selected urban areas. The Project LEAD methods have
been described in detail elsewhere [40].

Current study

The current study used data from KIs who played some
role in either administering or distributing naloxone
in the community and included first responders, harm
reduction personnel, and pharmacists. The primary role
of the study’s KIs was to help determine factors, includ-
ing state laws and local context, that have influenced opi-
oid use behaviors in their communities. Prior research
has shown that KIs have can provide an accurate assess-
ment of the drug use context in their communities and
have been used extensively in epidemiological and ethno-
graphic studies for this purpose [41].

The expertise of the research teams in each state was
used to identify an initial list of KIs. To be eligible, KIs
had to be at least 18 years old and currently working in
the specific sectors of interest. Purposive sampling was
done in each local area within each state to ensure ade-
quate coverage of each sector. Participant referral was
used to recruit additional KIs. Potential participants were
contacted using an email message, which provided a brief
description of the study and explained why they were
being asked to participate. If they expressed interest,
interviewers scheduled a time to conduct either a face-
to-face or phone interview. All participants were told
that their participation was voluntary and would be kept
confidential. Each participant provided written informed
consent to participate in the study. Interviews lasted
approximately 30 to 60 min and were audio recorded. All
procedures were approved by the Institutional Review
Board at the Medical College of Wisconsin.

Interview content

Although the interview guides and probes varied by sec-
tor, each KI in the current study was specifically asked
about their specific role in administering or distributing
naloxone, and their overall views regarding their commu-
nity’s response to opioid overdose prevention. Detailed
information on specific interview questions and probes
is available in Additional File 1. First responders were
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asked about the frequency of opioid overdose events,
the availability of naloxone within the community, and if
they had observed any changes in these areas. They were
also asked if they were able to dispense naloxone and
whether they did any community outreach involving opi-
oid overdose prevention. Harm reduction personnel were
similarly asked about opioid overdoses and if they had
observed any changes in the frequency of these events.
They were asked about the types of harm reduction ser-
vices they provided, including whether their organization
distributed naloxone and provided opioid overdose pre-
vention education, and their perceptions regarding the
overall effectiveness of their harm reduction interven-
tions. Harm reduction personnel were asked if there were
any gaps in current overdose prevention strategies within
their communities. Pharmacists were asked if they dis-
pensed naloxone and the rationale behind their capability
to do so. They were asked about any other opioid over-
dose prevention efforts that occurred in their community.

Data analysis

All interviews were transcribed verbatim. A collabora-
tive, multi-stage approach for data analysis was used
to develop a codebook [42, 43]. First, the multi-state
research team selected an initial transcript, which was
used to develop a preliminary list of inductive codes
identified from the interview. The preliminary coding list
was then applied to three additional transcripts—which
were purposively selected to reflect different KI experi-
ences (e.g., state, local area, sector)— and refined until
the multi-state research team reached consensus on a
final list of codes, their meanings, and the procedures
for assigning them to text data [42, 44]. MAXQDA soft-
ware was used to apply the final list of codes to all the
transcripts, which was completed by six members of
the multi-state research team. The coding, development
of new codes, and analytic memoing (or notes reflect-
ing how team members were interpreting the data) were
tracked by the six-person team to identify and clarify
the explicit meanings of the data, as well as to capture
underlying patterns and assumptions [44]. Bi-weekly
team meetings were held for troubleshooting and qual-
ity checks and included the principal investigator of the
study.

To address the current study’s aims, constant com-
parative methods were used to explore participants’
experiences distributing or administering naloxone
[42]. First, the analysis examined what KIs had to say
regarding changes in naloxone access within their com-
munities and compared their experiences by sector
(first responder, harm reduction, pharmacist) and the
different states and areas in which they were located.
The analysis then explored what KIs attributed to any
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changes in naloxone access and their perspectives on
the social context of naloxone access expansion within
their communities.

Results

The sample consisted of 27 first responders, 16 harm
reduction personnel, and 9 pharmacists in CT, KY, and
WTI for a total of 52 KIs. Variation in subsample size
reflect differences in recruitment by state (i.e., research
team contacts and participant referral) and the cessa-
tion of KI recruitment when the study team agreed that
saturation had been achieved.

Table 1 summarizes the participants’ characteristics
overall and by state. There was a nearly even distribu-
tion of KIs across states with 31% from both CT and
KY and 38% from WI. About half of the KIs worked in
an urban area (52%) followed by 29% and 19% being
located in suburban and rural areas, respectively.

The analyses explored changes in the local context
of naloxone access in CT, KY, and WI from the per-
spectives of KIs who either distributed or adminis-
tered naloxone within their communities. The results
are organized around five major themes that were
identified in the data and are summarized in Table 2.
The initial theme centers around changes in nalox-
one across the three states and local areas. While KIs
generally indicated progress in getting naloxone into
the hands of more individuals, particularly PWUD,
they also expressed concerns regarding inequities in
access. The next theme sheds light on the central role
of harm reduction organizations in promoting commu-
nity access to naloxone. Conversely, the fourth theme
highlights the challenges to expanding naloxone access
through the pharmacy. The final theme focuses on how
KIs grappled with stigmatizing attitudes toward PWUD
and a harm reduction approach to overdose prevention,
and their related concerns regarding the unintended

Table 1 Characteristics of key informants

n (%) Connecticut Kentucky Wisconsin

Overall 52(100) 16(31%) 16 (31%) 20 (38%)
Geographic area

Rural 10019 3 3

Suburban 15 (29) 3

Urban 27 (52) 10 8
Key informant category

First responder 27 (52) 6 1 10

Harm reduction 16 (31) 8 3 5

Pharmacist 9(17) 2 2 5
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Table 2 Summary of emergent themes and exemplar quotes
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Theme

Quote

Key Informant Category

Geographic area

Progress being made, overall

Equity concerns for marginalized communities

Central role of harm reduction programs in nalox-
one access expansion

Challenges expanding naloxone access through
pharmacies

Grappling with stigmatizing attitudes toward
people who use drugs and harm reduction
approaches

It's more frequent now, believe or not... Andthe  Police officer
way that | found out was | was out on a call and

the guy’s like, 'Yeah, | gave him some Narcan, but

he's not responding; like that type of situation. I'm

like wow, people are really well aware of this, just

like we are

It seems like if they had [naloxone] their self or
the family members had it, then they would give
it before we got to the scene. It seems like we're
seeing more people not have it

EMS provider

| think our community does a really good job of Police officer
making [naloxone] available, as far as the needle
exchange programs. | think, it's out there for the

ones that do need it

I have actually, myself, never dispensed it. | have Pharmacist
never been working when someone has come in

and wanted it

| go back and forth on the whole having Narcan
be available for people, because | don't know

if we're enabling them; like now | know that if |
get high, I have this fallback. .. But then if you
don't have that fallback, are we gonna have more

Firefighter

Urban

Rural

Rural

Suburban

Suburban

people dying?

consequences of naloxone expansion efforts. Excerpts
from interviews are used to illustrate these themes. Any
differences identified between the states and local areas
are noted.

Progress being made, overall

There was general agreement among Kls in all three
states that more people were obtaining and using nalox-
one, especially from the perspectives of first responders
and harm reduction personnel. Harm reduction person-
nel described their specific efforts to get naloxone into
the community, and many perceived that these efforts
had been largely effective.

1 think we're doing a good job of getting naloxone out
there. 1 think one demonstration of this is that we've
had fewer drive-up overdose situations where some-
body drives up, ‘Oh my God, my friend overdosed. I
know you guys have naloxone! We used to get that
very regularly... Now, we don’t see that very often
at all. And I tend to think that’s because people are
dealing with it themselves or they’re more comfort-
able calling 911...1 mean, we could always do better,
but I think we make it pretty accessible, in terms of
these efforts, we don’t make it hard to get naloxone.
-Harm reduction personnel, SSB, urban W1

In addition to harm reduction personnel noting
progress in getting naloxone out into the commu-
nity, this KI also suggests that having improved access

to naloxone had enabled PWUD to handle overdose
events themselves, and potentially increased their will-
ingness to contact first responders. Some first respond-
ers suggested that PWUD were more willing to contact
EMS during an overdose because they were aware that
first responders carried naloxone.

1 think the sentiment is users know that if they are
experiencing an overdose, there’s a medical inter-
vention that can occur, and if they don’t have Nar-
can on their person... I think most people realize
that emergency medical services has Narcan on
board.

-Police officer, suburban CT

Several first responders indicated that naloxone was
more often being administered prior to individuals
contacting EMS during an overdose. An EMS provider,
who worked in a suburban area of CT, noted increases
in naloxone being present at the scene of an overdose
and attributed these changes to state policies that were
geared toward expanding naloxone access through
pharmacies. Beginning in 2015, CT state law allowed
any pharmacist with the proper training and certifica-
tion to prescribe and dispense naloxone [23].

KI: We're starting to see Narcan in the house....
In the last year, we're starting to run into more
and more cases where people... they used Narcan
before we got there or it’s sitting on their table and
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nobody used it or whatever...in the last 12 months,
it’s way more common than prior.

I: What do you associate with this improvement?
KI: Well, I think the, the legislation didn’t hurt. We
passed some legislation making it more accessible
2 years or 2 sessions ago now...It might have been
a little bit longer ago...and that seemed to prolifer-
ate very quickly. I don’t know the process if it’s being
prescribed to at-risk populations or people are actu-
ally just going into a pharmacy and saying, ‘Hey, I
want Narcan’ I don’t know where they’re getting it,
but we know that it showed up shortly after the law
changed.

-EMS provider, suburban CT

As the previous passages highlighted, naloxone is
becoming more accessible to community members, par-
ticularly among PWUD and in the metropolitan areas of
CT and WI. Some KIs attributed improvements in nalox-
one access to policy changes and increased community
awareness of opioid overdose prevention.

Equity concerns for marginalized communities

Despite overall perceptions of progress regarding nalox-
one access, harm reduction personnel in WI expressed
concerns regarding their outreach to marginalized
groups, such as individuals in non-English speaking com-
munities and communities of color.

I mean as far as I remember, there’s been plenty of
black and brown people that are participating.
Exchanging needles and saving their peers with
naloxone... But, considering [this] is a majority peo-
ple of color city, white people are over-represented
in this program. So, I don’t know if... it’s just more
white people injecting drugs or if there’s a lot of peo-
ple of color that aren’t engaging in this program.
-Harm reduction personnel, SSB, urban W1

The likelihood of gaps in rural communities was
another concern for harm reduction personnel, who
indicated that there were less resources available to these
communities.

We're kinda more spread out relative to other Con-
necticut communities. I mean, were certainly not
anything like the frontier communities out in the far
west, but parts of... our communities are considered
rural, at least here in eastern Connecticut. And so,
no, we don’t have any needle exchange programs or
things, that type of harm reduction, per se... and
because of our rural nature... with limited resources
and a smaller population to influence, there’s only so
much we can do.

-Harm reduction personnel, health department,
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rural CT

As the previous passages highlight, it is likely that there
are communities where naloxone is less available, par-
ticularly for marginalized groups and in predominantly
rural areas, where there may be reduced access to SSPs.

Central role of harm reduction programs in naloxone
access expansion

KIs largely credited local harm reduction organizations,
including SSPs and public health departments, for mak-
ing naloxone more accessible. First responders high-
lighted how harm reduction programs were effectively
getting naloxone out into their communities. In rural KY,
an EMS provider spoke of the work by the local health
department and other community organizations to
improve community access to naloxone.

We are not allowed to distribute anything as far as
medication-wise goes, even Narcan, but we have
health departments..We have a lot other outreach
programs that have classes that are open to the pub-
lic, and they actually give out Narcan, nasal Nar-
can...Everyone that attends gets a free sample of it.
-EMS provider, rural KY

The work to expand access has become a key focus for
many harm reduction organizations and personnel shed
light how they were able to get naloxone into the hands
of their clientele. They described their capacity to pro-
vide naloxone for free and to offer it as part of a menu
of many other harm reduction services. In addition, they
explained how they make a concerted effort to engage
with PWUD, which could include using mobile units or
accommodating their clients’ schedules by making ser-
vices available on the weekend.

So, everything we do is pretty much free. Everything.
Free testing, free needles; free Narcan, free fentanyl
strips. So, we make it really, really accessible for peo-
ple..We also have a Saturday site where we just park
the van somewhere near here. They kind of do that
for people who couldn’t come in during the week-
day during business hours. We really try to convey
that as well to people... ‘Please come in anytime you
need. Please call the van anytime you need.

-Harm reduction personnel, SSP suburban W1

Community outreach was another area that was
described by harm reduction personnel. In addition to
them engaging with PWUD, many provided free nalox-
one and training on how to administer it to their com-
munities at large.

We do a weekly community training — free to any-
body who wants to come in. The only thing we ask
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them is to bring somebody with them. It could be
anybody. Because if you need naloxone, you can’t
give it to yourself...It varies how many people come,
and the interesting thing is that...the majority of the
people who have been coming are people...either
they’ve had experience themselves with somebody in
their family who has overdosed — some of them have
unfortunately passed on. And so, you know, they’re
coming in to get that kind of information.

-Harm reduction personnel, urban CT

The longstanding mission of harm reduction organi-
zations, especially SSPs, to improve the public health of
their communities has been a critical piece to expanding
naloxone access to PWUD, as well as to increasing com-
munity awareness regarding opioid overdose preven-
tion. The acceptance of a harm reduction philosophy and
non-stigmatizing attitudes toward PWUD has facilitated
these efforts. Yet, personnel across states and local areas
explained that there were still challenges to expanding
their capacity to distribute naloxone, particularly inad-
equate funding.

You know we’re always struggling to have Narcan.
We just don’t seem to have enough. So, if there was
funding, we could save a lot of lives. We can give it
away as freely as we do the needles... cause it’s no
good sitting in the warehouse. And we just don’t
have the funding to get it.

-Harm reduction personnel, SSB, urban CT

The frustration that harm reduction programs could
be doing more if they had better resources was shared by
other KIs. Other barriers centered around state and local
policies, like requiring physician approval to distribute
naloxone.

KI: I think that some of the new funding coming
down for overdose prevention sometimes, as great
as that is, we have to follow science, which it says
putting the Narcan in the hands of users is the most
effective way of preventing overdose. And oftentimes
the monies tend to go to system responders first, and
communities and users last.

I: Are you able to provide naloxone to users?

KI: At this time, we don’t...Our area network is get-
ting a MD [medical doctor] to sign onto what’s
required legally to be able to do that, which is called
a standing order. Once I get that MD to sign on, we
can go live here. That'’s what I'm currently working
oM now.

-Harm reduction personnel, SSP, urban W1

The presence of structural barriers to naloxone expan-
sion were echoed by health departments in KY, where
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there was generally less progress by harm reduction
programs regarding efforts to dispense naloxone in the
community relative to the other states. A rural health
department official cited limited resources as the primary
barrier to expanding naloxone access, and the resulting
inequities that can occur in under-resourced areas.

We need to continually advocate for what's going on
but some of our policymakers are so far removed.
When you look at public health funding, the bigger
health departments, where the services are... the
best-funded health departments now also have the
best health outcomes.

-Harm reduction personnel, health department,
rural KY

In fact, at the time of the interviews (2019), some
areas in KY were still in the process of getting naloxone
out to their community members. Beginning in 2015,
the KY Department of Health provided guidelines for
local health departments to establish harm reduction
programs, but approvals are required at multiple levels,
including the local health department and both the city
and county government.

Challenges expanding naloxone access

through pharmacies

Gaps in naloxone expansion efforts were also highlighted
by pharmacists. Overall, pharmacists did not indicate a
demonstrable shift in their dispensing of naloxone within
their communities, despite there being a standing order
in WI and KY, and CT pharmacists having prescriptive
authority. However, one pharmacist suggested that cli-
ents were more likely to obtain naloxone at the pharmacy
if it was prescribed by their physician.

I have had more of our chronic pain management
doctors to say you should really have this on hand
just in case. And I will say that the majority of
patients, when they tell them that their prescribers
want them to have it on hand, will take it.
-Pharmacist, rural W1

Another pharmacist suggested that, even when they
initiated conversations around naloxone in the pharmacy,
many of their clients did not see a need for it and could
be further dissuaded from obtaining it due to cost.

I try to talk to patients, like any opioid prescrip-
tion can overdose. What to look for, the signs and
symptoms of overdose. And I offer naloxone, but
most people don’t care. I'm not gonna abuse the
medication. Like they take it personally for some
reason...I try to explain to them, it’s not about you
abusing medication. You might forget, especially if
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it’s an older person, you might forget and you take
an extra tablet... some people actually will agree,
others... don’t want it—especially if the insurance
is not covering.

-Pharmacist, urban W1

In addition to the out-of-pocket cost of naloxone
being a barrier, the pharmacist in the previous passage
notes that some individuals are offended if naloxone is
prescribed or brought up in the clinical encounter. The
preceding passage also indicates that when consumers
are obtaining naloxone in the pharmacy, insurance cov-
erage can play a significant role in determining afforda-
bility. A consumer is put in a situation where they must
weigh the out-of-pocket expenses with their percep-
tions of the medication’s overall value to their personal
situation. In situations where the perceived level of
risk is low, there may be less willingness to pay for the
medication—assuming an individual has the money to
spend. In situations where the risk is perceived as high,
consumers may still be in the unfortunate position of
simply being unable to pay. Harm reduction personnel
also noted affordability as a barrier that their clients
faced in accessing naloxone from pharmacies.

If you're not coming in to one of our offices and get-
ting it for free, you're paying for it over the coun-
ter, which can be hundreds of dollars for one or
two doses...[and] the average person doesn’t have a
couple hundred dollars to spend on something just
in case.

-Harm reduction personnel, SSB, rural W1

Translating expanded naloxone access policies into
practice was an additional challenge brought up by
pharmacists. In CT, although pharmacists have pre-
scriptive authority to dispense naloxone, they must be
certified through the state to do so. A pharmacist, who
worked in an urban area of CT, described how pharma-
cies may not necessarily have a pharmacist onsite who
is certified to dispense naloxone.

The ability of the community pharmacist to dis-
pense naloxone nasal spray without a prescription,
I think that has been, that law is really good. In
practice, it doesn’t always work well...It was maybe
a year ago, I went to all the pharmacies like around
the... area like [large retail pharmacies] and so on,
and I said, you know, can I have a prescription for
Narcan nasal spray. Oh, no. The pharmacist here
doesn’t have a provider number, so they can’t give
it to you... And, actually, the night I was looking,
there was nobody around. So, that is not good.
-Pharmacist, urban CT
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Although pharmacists have a critical role to play in
expanding access to naloxone, the prior passages indi-
cate that it takes more than changes in policy for this to
be realized. Strategies that can address the attitudes and
awareness of pharmacists and consumers are also neces-
sary, as well as improving the affordability of naloxone
when obtained in the pharmacy.

Grappling with stigmatizing attitudes toward PWUD

and harm reduction approaches

While there was general consensus among Kls that get-
ting naloxone into the hands of individuals at high-risk
for overdose was important and effective in reducing opi-
oid-related overdose deaths, many KIs still struggled with
this as a public health intervention. Several first respond-
ers described the tension they felt around expanded
naloxone access, including the perception that it ena-
bled riskier drug use behaviors. This tension, around
the acceptability of naloxone, was well-reflected in a
statement by a pharmacist in KY, who expressed tension
with respect to dispensing naloxone to PWUD, as well as
ambivalence toward other harm reduction services, like
syringe exchange.

I have a lot of mixed emotions about let’s prescribe
something, so someone can go out and party hardy.
Then they have an overdose and it kind of brings
them back. I have some issues about that. It’s like I
have issues about the needle swap.

-Pharmacist, rural KY

Hesitancy, on the part of pharmacists, to endorse a
harm reduction approach to opioid overdose prevention
was not lost on harm reduction personnel. One related
the current environment, of obtaining naloxone through
the pharmacy without a prescription, with access to ster-
ile syringes from the pharmacy during the HIV/AIDS
epidemic. Although previous legislation in the 1990s
allowed CT pharmacies to legally sell sterile syringes,
pharmacists could still exercise discretion in making
them available to local consumers, which could limit
access—particularly in non-urban areas or where nega-
tive attitudes of PWUD were more pervasive [45].

You know, you can’t always get naloxone at a phar-
macy...depending on what pharmacy you go to and
what you look like when you walk in the door.... If
you have medical insurance, you can go to your
pharmacy and the pharmacist will give you a five-
minute little lecture on how to use it. And he or she
will charge it off on your insurance, you know? I
know [someone] who went through the whole thing
herself. She shared that with us one day...what a
hard time it was for her to get it...Its kind of like
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when Connecticut changed the laws around hypo-
dermic needles, you know. Once upon a time, you
needed to have a prescription to get hypodermic nee-
dles. And then back during the AIDS epidemic, Con-
necticut was one of the few states that changed regu-
lation so that people could buy’ m in the pharmacy
without a prescription.

-Harm reduction personnel, SSB, urban CT

Concerns that PWUD may encounter stigma at the
pharmacy when trying to obtain naloxone were validated
by the comments of a pharmacist in suburban WI, who
had observed stigmatizing attitudes toward PWUD and
related it to a lack of awareness that many healthcare pro-
viders have regarding addiction and the opioid epidemic.

I think the pharmacists who I see who are just like
leave, get out of my store, I don’t wanna deal with
you...I think they need to be educated on just the his-
tory of how people become addicted. It started out
as a legitimate pain issue and they were given some-
thing that gave them that first high and now they
keep seeking it, and just make them understand—
having maybe a little more empathy. I see that as
missing as far healthcare providers.

-Pharmacist, suburban W1

A pharmacist in KY suggested that asking everyone
who obtained opioid medications if they had access to
naloxone was a potential strategy to increase uptake and
to reduce bias and stigma around naloxone distribution
in the pharmacy.

Rather than pick and choosing, because you don’t
want to necessarily make somebody think that you're
singling them out for whatever reason... some phar-
macies will ask every opioid prescription, ‘Do you
have naloxone at home? Do you know what nalox-
one is? Do you understand why it might be?... and
then you have to tell people, T'm not saying you're
a user. I'm not saying you're an addict...but you still
could be at risk for overdose just by virtue of having
this in your house. Can I talk to you about it?’ So, it
kind of varies but studies have definitely shown that
when it’s mandated, when it’s required to prescribe it
at the same time, the dispensing of it goes up as well.
-Pharmacist, urban KY

Notwithstanding the negative attitudes that some first
responders and pharmacists had toward expanded nalox-
one access, others suggested that the opioid epidemic
had influenced a cultural shift toward a harm reduction
approach in their sectors. One pharmacist detailed an
initiative in KY to get pharmacists into the community
using an existing mobile pharmacy unit.
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When I came into this role, I actually was doing
emergency preparedness because the state owmns
a mobile pharmacy surge unit. It's an emergency
preparedness asset... and the goal of it is just to be
a mobile pharmacy in times of disaster. [In] 2015,
Senate Bill 192, the heroin bill, was passed and
that for the first time allowed pharmacists to dis-
tribute naloxone via physician protocol. So, it basi-
cally made it to where you didn’t have to have a
prescription from your doctor... The next year, 2016,
there was some discussion about, ‘Hey, we've got this
mobile pharmacy...Have we thought about getting
in community and doing naloxone education events
with pharmacists? To utilize it in the protocol?’ It
was very successful... And so that started growing
and more money started to flow into the state from
the federal level for the opioid crisis..We were able
to spin-off and have a dedicated pharmacist just
for naloxone aspects... we were able to procure a...
mobile harm reduction unit...and the whole purpose
of it was to be able to dispense naloxone, potentially
do vaccinations or harm reduction sort of activities
that would need a pharmacist.

-Pharmacist, urban KY

A firefighter in W1 described a cultural shift in the local
overdose prevention response, and the fire department’s
ability to leverage an existing community paramedics
program. The program evolved to embrace a more holis-
tic approach to addressing the needs of PWUD, including
the adoption of a harm reduction philosophy.

What we [the fire department] have done... is we
have chosen to utilize our community paramedic
program that already has some really good estab-
lished partnerships, both public and private, to
create a system where we will identify the overdose
patient who has received Narcan... our community
paramedic team will be activated immediately, and
then resources will be pooled around this person to
try to get them as much help as possible... Focus on
giving them Narcan... focus on any housing needs
they may have, any behavioral health needs they
might need, all sorts of different socioeconomic areas
where we can surround them with and get them the
help they need.

-Firefighter, urban W1

The programs highlighted in the previous passages
shed light on how some pharmacists and first responders,
especially in urban areas, are adapting harm reduction
approaches to respond to the opioid crisis in their com-
munities. Yet, it remains clear that stigma toward PWUD
and harm reduction is an ongoing challenge among these
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sectors, and it is likely these negative attitudes are perva-
sive within their communities.

Discussion

The opioid epidemic has claimed nearly a half a million
lives to date in the U.S., making overdose prevention a
national priority [46]. However, many prevention efforts,
such as increasing naloxone access, are implemented
largely at the state and local level. This study sheds light
on the shifting landscape of naloxone access across com-
munities in CT, KY, and WI, and the perspectives of
KIs on the local context of naloxone access within these
communities. While there was general agreement across
states that naloxone access had improved, overall, there
were concerns regarding inequities in access for mar-
ginalized and under-resourced communities—especially
rural areas. Study findings indicate that efforts to sup-
port expanded naloxone access through harm reduction
programs have been particularly effective, and less so in
pharmacies. Additionally, findings underscore how nega-
tive attitudes toward a harm reduction approach and
PWUD represent a critical threat to existing and future
efforts to expand access to naloxone.

Study results indicate that harm reduction programs
were particularly effective in increasing access to nalox-
one at the local level, especially for individuals who are
high-risk, such as PWID. These findings are consistent
with previous research that has found PWUD are more
likely to have obtained naloxone from harm reduction
programs [10, 11]. When adequately resourced, harm
reduction programs are well-positioned to increase
naloxone access in their local areas. They can develop
trusting relationships with individuals who are at high-
risk for overdose and their philosophy to ‘meet people
where they are’ is often literal, by providing services in a
mobile unit and for free, as well as being available at night
and on weekends [47]. Further, harm reduction programs
often take on additional overdose prevention strategies,
such as community outreach events that can increase
awareness among individuals who would not typically
seek out their services [9]. Yet, our findings indicate that
harm reduction programs can face structural challenges
to expanding naloxone access, especially in areas where
there are fewer resources dedicated to harm reduction.
The barriers highlighted by KIs provide context regarding
why gaps in naloxone access can exist at the local level.

Study findings underscore significant challenges to
accessing naloxone at the pharmacy, despite laws that
have passed in each state to provide pharmacists with
a standing order (KY, WI) and prescriptive authority
(CT) to distribute naloxone. In addition to out-of-pocket
expenses being a barrier, due to a lack of insurance cov-
erage or plans not fully covering naloxone, there were
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barriers regarding consumer awareness and negative
perceptions of naloxone by some consumers and phar-
macists. Limited naloxone access in the pharmacy envi-
ronment is problematic for a few reasons. Although
harm reduction organizations may be a better option for
many, the current study and previous research has shown
that they are not available to every community [15].
PWUD, but do not inject, may also be disengaged from
or uncomfortable going to SSPs to obtain naloxone. Phar-
macy-based naloxone interventions have been shown to
be a feasible and acceptable approach to overdose pre-
vention and there are consumers who may prefer access-
ing naloxone from a pharmacist for various reasons, such
as an existing relationship or a preference for receiving
health information from a health care provider [33, 48].
To mitigate barriers to naloxone access in the pharmacy
environment, initiatives that encourage universal screen-
ing have the potential to increase awareness among con-
sumers and reduce negative perceptions held by both
pharmacists and consumers [49]. Full coverage by insur-
ance companies could also help reduce financial barriers
and would be consistent with how many other preventive
health services are covered [50].

Findings indicate that stigmatizing attitudes towards
harm reduction approaches and PWUD remain a key
challenge to expanding naloxone access [17, 51]. These
findings are consistent with prior research from the
perspective of PWID who had accessed pharmacy ser-
vices for harm reduction [52]. There were perceptions
among first responders and pharmacists, in particu-
lar, that having access to naloxone could enable risker
drug use behaviors, or motivate moral hazard, because
PWUD have a “fallback” to reverse an opioid-involved
overdose. The moral hazard concern is certainly valid
[53] and elucidated a point of tension among Kls, who
also acknowledged that the alternative—not provid-
ing lifesaving medication—was an even less desirable
option. These tensions, likely exacerbated by being
on the frontlines of a seemingly intractable drug epi-
demic, have practical implications regarding stigmatiz-
ing attitudes toward PWUD and overdose prevention
strategies and may extend into the broader commu-
nity. High levels of stigma within a community can
make it more challenging to garner support for harm
reduction programs, and may discourage high-risk
individuals from seeking out overdose prevention or
substance use treatment services [17, 54]. Notably,
this study also highlighted local efforts, by a pharma-
cist and first responder, to play a larger role in over-
dose prevention and to be more accepting of a harm
reduction approach. An evaluation of these types of
local initiatives and their outcomes would be useful in
determining their effectiveness in preventing overdoses
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and other opioid-related harms, and may pave the way
for greater community support and funding for harm
reduction programs.

The current study did have some limitations. The
study’s participants were a subset of KIs who were
recruited for Project LEAD. There is geographic varia-
tion within the KI sample and differences in how study
sites identified participants within their respective
states. Further, while the KI interview guides explored
specific questions related to naloxone administra-
tion and distribution, the KI sample was not recruited
to directly address the current study’s aims [55]. The
study data are also based on information that was self-
reported, which has the potential for recall bias, and
the nature of the data do not allow for causal relation-
ships to be drawn [56]. Finally, the study’s findings are
from the perspectives of individuals in the community
who dispense and administer naloxone, versus indi-
viduals who are seeking to obtain naloxone within the
represented communities. The lived experiences of
consumers, who are trying to access naloxone in their
local communities, is an important area of emerging
research [57-59], and it is critical to develop a better
understanding of how those experiences may differ by
state and local area. Notwithstanding these limitations,
the current study provides novel insight into the social
context of naloxone access, and to the authors’ knowl-
edge, is the first to highlight how differences in the local
context can influence the implementation of naloxone
expansion strategies.

Conclusion

Expanded access to naloxone is an important public
health strategy to reduce opioid-involved overdoses.
Study findings indicate progress in each of the three
states studied, but identified gaps in naloxone access,
especially in rural areas that have fewer harm reduction
programs dispensing naloxone. In addition, our findings
suggest that policies to expand access through the phar-
macy have been less effective than providing resources
to harm reduction organizations that have longer estab-
lished relationships with PWUD who are at higher risk
for overdose. Multilevel strategies to reduce stigma
toward PWUD and harm reduction approaches appear
warranted within efforts to expand community access
to naloxone, particularly among pharmacists and first
responders. Enhanced resources to develop and expand
harm reduction programs in local communities represent
another key opportunity, as well as insurance companies
providing full coverage for naloxone as they do for many
other preventive services.
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