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Abstract 

Background: Opioid drug-related deaths continue to be a significant public health concern in 

the Republic of Ireland (ROI) and Northern Ireland (NI). While both regions have 

implemented naloxone to reduce drug related deaths, there remains a gap in the 

implementation of a supervised injection facility (SIF). This study aimed to identify barriers 

and facilitators to implementing naloxone and a SIF to reduce opioid drug-related deaths in 

ROI and NI.  

Methods: Semi-structured interviews (n=23) were conducted in ROI and NI with experts by 

experience (n=8), staff from low threshold services (n=9), and individuals involved in policy 

making (n= 6). Data were analyzed using coding reliability Thematic Analysis and were 

informed by the Risk Environmental Framework.  

Results: The findings illustrated that stigma within the media, health centers, and the 

community was a significant barrier to naloxone distribution and SIF implementation. 

Policing and community intimidation were reported to hinder naloxone carriage in both the 

ROI and NI, while threats of paramilitary violence towards people who use drugs were 

unique to NI. Municipal government delays and policy maker apathy were reported to hinder 

SIF implementation in the ROI. Participants suggested peer-to-peer naloxone delivery and 

amending legislation to facilitate non-prescription naloxone would increase naloxone uptake. 

Participants recommended using webinars, Town Halls, and a Citizens’ Assembly as tools to 

advocate for SIF implementation. 

Conclusion: Local and regional stigma reduction campaigns are needed in conjunction with 

policy changes to advance naloxone and a supervised injection facility. Tailoring stigma 

campaigns to incorporate the lived experience of people who use drugs, their family members 

and the general community who have interventions to reduce overdose in their local area can 

aid in educating the public and change negative perceptions. This study highlights the need 

for ongoing efforts to reduce stigma and increase accessibility to evidence-based 

interventions to address opioid drug-related deaths in the ROI, NI, and internationally. 
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Introduction 

The Republic of Ireland (ROI) and Northern Ireland (NI) are striving to use evidence-

informed policies to reduce opioid drug-related deaths (Comiskey, 2020; European 

Monitoring Centre for Drugs and Drug Addiction, 2017). The health sectors in both 

jurisdictions offer evidence-based interventions such as assertive community outreach, needle 

exchange, opioid substitution treatment (OST), and naloxone for people who use drugs 

(PWUD) (Clarke & Eustace, 2016; Department of Health [DOH], 2017; DOH, 2018). 

However, both jurisdictions have failed to adapt their programs to match new evidenced 

based models of naloxone distribution and supply such as peer-to-peer diffusion and the 

provision of naloxone without a prescription (European Network of People Who Use Drugs, 

2019; McClellan et al., 2018; Miller et al., 2022; Waye et al., 2019). While the supervised 

injection facility (SIF) is part of the national strategy in Republic of Ireland, it's 

implementation has been delayed due to an appeal by a local school to relocate the proposed 

site (DOH, 2017). In Northern Ireland, use of SIFs is not currently part of national policy. 

This inconsistent implementation of evidence informed approach reflects a research-to-

practice gap in both contexts (Cheetham et al., 2022; Connery et al., 2020; DOH, 2017; 

DOH, 2018; Horvitz-Lennon, 2019). Factors that contribute to this gap include the social 

(e.g., public attitudes), policy (underfunding, restrictions of access, lack of political will), and 

health care environment (fragmenting care, lack of medical training) in which interventions 

are implemented (Connery et al., 2020; Horvitz-Lennon, 2020; Madras et al., 2020). 

Examining the barriers and facilitators in the social and policy environment may advance 

implementation of these interventions.  

Qualitative research examining the environmental barriers to the use of naloxone have 

identified that fear of arrest, community drug-related stigma, and stigma from health care 

professionals are common micro social barriers (Antoniou et al., 2021; Bardwell et al., 2019; 

Mclean, 2016; Wallace et al., 2018). Similar micro-level barriers have been identified for 

SIFs, including fear of being labeled a drug user, drug-related stigma, and policing (Clua-

García et al., 2020; Kosteniuk et al., 2021; Shaw et al., 2015; Southwell et al., 2022; Urbanik 

& Greene, 2021). Micro social facilitators for naloxone include private and direct access to 

training and integrating harm reduction education within pharmacies and shelters. Macro 

policy enablers for naloxone include normalizing the intervention as an emergency 

medication, providing naloxone over the counter or without a prescription, and client 

advocacy (Antoniou et al., 2021; Bardwell et al., 2019; Mclean, 2016; Wallace et al., 2018). 
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The micro social environment of an SIF is perceived to be a non-stigmatising safe place to 

access medical care, social and legal aid, and to escape drug related violence in the 

community (Clua-García et al., 2020; Kosteniuk et al., 2021). However, few studies have 

explored the interaction between the macro and micro level barriers and facilitators and their 

relevance to the research-to-practice gap.  

In the Republic of Ireland and Northern Ireland, stigma and negative stakeholder 

opinions are common micro social barriers to naloxone implementation (Clarke & Eustace, 

2016; Shorter & Bingham, 2016). Similar challenges are found around SIFs; public stigma 

towards people who use drugs in ROI is a key barrier in securing a location to open a SIF 

(Atkin-Brenninkmeyer et al., 2017; O’Shea, 2007). In NI, political opposition is a barrier, 

with the Minister of Justice and Crime disregarding requests to include SIFs in national 

policy despite evidence supporting the effectiveness of SIFs in reducing drug-related deaths 

(Hansard, 22 March 2021). UK wide drug policy echoes this position, despite evidence that 

supports the successful implementation of SIF from a recent unsanctioned site (Holland et al., 

2022; Shorter et al., 2022). However, less is known about the barriers and facilitators within 

the community, general public (social environment) and local and national government 

(policy environment). In addition, little is known about how such barriers and facilitators may 

relate to the research-to-practice gap, and what can be done to advance policy 

implementation.  

A qualitative study was conducted to gain an understanding of the social and policy 

factors relating to the research-to-practice gap in these contexts. The research questions for 

this study were: (1) What are the perceived barriers and facilitators of naloxone in the ROI 

and NI?; 2) What are the perceived barriers and facilitators to SIF implementation in ROI and 

placement of SIFs into policy in NI?; and 3) How can perceptions be changed toward these 

interventions? 

Methods 

Participants and procedures 

Opportunistic and snowball sampling methods (Sadler et al., 2010) were used to 

recruit experts by experience, low threshold service staff, and policy makers based in ROI or 

NI who had access to a smart phone/personal computer for online interviews. In terms of 

specific inclusion criteria, experts by experience had skills and knowledge of opioid overdose 

strategies and experience providing feedback on policy initiatives relevant to their health. 
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Low threshold service staff provided services such as needle exchange, naloxone training, 

assertive outreach based in the harm reduction model, and needed an understanding of 

naloxone and SIF to take part. Policy makers needed to be involved in implementing 

national/local policy or be a member of a relevant policy steering group such as a being a 

member of a statutory agency (Department of Health or Heath Service Executive), 

community agency, or cross-sector Task Force network (e.g., local Drug and Alcohol Task 

force). Participants answered demographic questions (e.g., age, gender etc.) using a Qualtrics 

link. A random draw for a £20 voucher was offered to staff and policy makers, with a £20 gift 

voucher given to every expert by experience.  

Data Analysis 

23 semi structured one-to-one interviews (experts by experience n=8; staff n=9; and 

policy makers n=6) were conducted. All interviews were audio recorded and lasted between 

30-45 minutes (See Supplement #1 for the interview schedule). Interview questions explored 

the environmental barriers and facilitators of naloxone and SIF implementation. The 

interviews were transcribed in Microsoft Word and then placed into NVivo 12 for analysis. 

The data was analysed using coding reliability Thematic Analysis (TA) (Braun & Clarke, 

2021a). The TA analytical process underwent hybrid coding using deductive a priori codes 

based on the Risk Environmental Framework (REF) depicting the environment (social, 

policy), level (micro and macro) (Rhodes, 2002; Rhodes, 2009), and inductive coding 

(Fereday & Muir-Cochrane, 2006). Coding was sequential; deductive, followed by inductive. 

Each code was given a label, a description, and an example (Boyatzis, 1998; Crabtree & 

Miller, 1992). Development of the codebook included a review of ten percent of coded 

transcripts by a member of the research team (BWB, see acknowledgements), review of a 

subtheme of coded data (NMM, BWB, OMB, see acknowledgements), and one-to-one 

discussions (BWB, GWS). An analytic consensus was accomplished through discussion of 

the codes. The study was reported using the COREQ guidelines as outlined in Tong et al., 

(2007) (See Supplement #2). NMM recruited participants, collected data, developed the 

codebook, and analysed the data. NMM had an established relationship with several 

gatekeepers from the expert by experience groups in ROI and NI and had no connection to 

other participants. Saturation was based on information redundancy or where no new codes or 

information was found in the data (Braun & Clarke, 2021b). A research diary was used to 

reflect on personal assumptions (Nadin & Cassell, 2006). 
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Ethics 

The study received ethical approval through Ulster University (FCPSY-21-016-A) prior to 

commencement. 

Results 

Participant characteristics 

Half of the sample identified as male (50%; n=12) with 30% (n=8) identified as 

female, and the remainder chose not to say. Half of the participants were aged between 30-44 

(50% or n=12), most were from ROI (58% or n=14) and living in urban areas (79% or n=12). 

Findings 

The data is reported based on the participant sample (experts by experience, staff of 

low threshold service, and policy makers), a participant number, and their location (ROI or 

NI). In alignment with triangulation of data, notation of divergence and convergence are 

discussed when relevant. There were four major themes identified within the data and a set of 

negative cases.  

Naloxone enablers: Direct access, empowerment, community training, and multimodal 

campaigns. 

Direct access and Empowerment 

Participants perceived that existing macro level policies were vital to naloxone 

provision in ROI and NI. This included drug services being able to train and supply naloxone 

to PWUD and their family members, and tailor training to meet service users’ needs (e.g., 

location and duration of training sessions). Training in doctor surgeries near the client’s 

residence, or at home with multiple family members present, provided easy and direct access. 

Staff appreciated the versatility of the length of training as some clients did not have the time 

for long sessions:  

“Wouldn’t it be great to sit down and run a lovely group on overdose 
prevention and naloxone, but it can also be great just to have a three-
minute chat at the boot of a car or with a backpack on. You have to be 
flexible around that.” (Staff 5 ROI) 

 Naloxone training provided a feeling of control over an overdose death which reduced 

feelings of helplessness. Naloxone was perceived to reduce stigma towards PWUD which 
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empowered family and friends to intervene. Staff reported naloxone changed negative 

attitudes in the community and policy makers also noted it challenged prejudice:  

“…it doesn't just benefit the service user, it benefits the wider community 
and changing those perceptions and that stigma that's been built up.”  
(Staff 1 NI) 

“Doctors are starting to understand a bit better. Politicians are starting to 
understand a bit better…younger people have a better outlook on 
addiction.” (Staff 1 ROI)   

“It gives them some kind of a role and responsibility and an 
acknowledgement that they matter.” (Policy maker 4 ROI) 

Expansion of naloxone access and training 

 Amending naloxone legislation to provide naloxone without a prescription was a 

macro policy facilitator mentioned by participants. A staff member reported: 

"Well, I would definitely have it as like a non-prescription drug. I think that 
would make it a lot easier.” (Staff 5 ROI) 

Some participants reported community members and people who owned businesses where 

overdose commonly occurred (city centre) were interested in training. Healthcare settings, 

such as Emergency Departments, were perceived to be a potential avenue of distribution. 

Enhancing naloxone training through interagency collaboration between drug treatment, 

health services, and pre-existing harm reduction services such as OST, methadone clinics, 

and community pharmacies were enablers for naloxone, particularly for NI. Last, a peer-to-

peer training model was identified as a method to increase naloxone distribution as opposed 

to a single point of access through drug treatment centres. A peer-to peer model was thought 

to inspire confidence based on shared identity between peers, and provided quicker access to 

naloxone for PWUD at risk for overdose: 

“You are more likely to feel confident that you know, now what to do.” 
(Expert by experience 4 ROI) 

“Uh, it's a massive thing. I mean, if we could give it out peer-to-peer it 
would even better, but the fact that we have to go to certain places to get 
it.” (Expert by experience 3 NI) 

Micro level multimodal campaigns 

 Webinars on naloxone provided by local drug treatment services (micro level) were 

perceived to be a cost-effective method for advocating a health-led approach within the 



 

9 
 

community. Murals in a city centre location in ROI was reported to be a useful tool to 

promote and educate the public on naloxone use. One participant shared their experience 

collaborating on a mural with a local artist and drug treatment agency. This mural conveyed 

quick and easy information on naloxone: 

“We did a piece of work with a local artist, um, where we got a mural, like 
a giant mural painted on the side of a building in the city centre…it says 
“Carrying Naloxone, it could save a life” and then we had a QR code to 
access it and things like that. So it's reaching people that would have 
known nothing about addiction services normally or know nothing about 
naloxone.” (Expert by experience 5 ROI) 

Barriers to naloxone: Macro policy-to-practice in the health and accommodation sector. 

Barriers among General Practitioners, High threshold services, Emergency Departments, 
and Opioid Substitution clinics 

Negative attitudes towards PWUD in the macro health sector was a barrier to the 

health-based approach to drug policy and naloxone availability in ROI and NI. Staff members 

noted a lack of naloxone prescribers in ROI; General Practitioners (GPs) appeared to get 

involved if they personally cared about PWUD. Staff expressed concern about naloxone 

availability if these GPs were no longer available and the implications for naloxone delivery 

to reduce overdose deaths: 

“Most doctors don't prescribe naloxone. It's only really social inclusion 
doctors who care about people who use drugs, who already work for 
people who use drugs…So what happens in real life is that there's a few 
doctors around the country, like four that I know of who will just prescribe 
us 50 naloxone at a time.” (Staff 2 ROI) 

“So, yeah, that's a big barrier, you know, if he left in the morning for 
another role or another job, what would happen? I don't know what the 
backup plan would be.” (Staff 5 ROI) 

Experts by experience reported experience of stigma by GPs and health care workers 

which led to a fear of asking for naloxone “… stigma being acted out by our health care 

workers …there's loads of prejudice.” (Expert by experience 4 ROI). Outreach workers using 

GP offices for training had mixed experiences. Although GPs were perceived to be accepting 

of naloxone (outlined in theme 1), some GPs were not accepting of drug use. This was 

attributed to negative stereotypes such as perceiving PWUD as blameworthy. Other 

environments, like emergency departments (ED/A&E) or OST services were perceived to be 

stigmatizing which prohibited PWUD to ask for naloxone training. Participants stated: 
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“Everywhere we go we think we are going to be looked down on. You 
know? If I was to go into A&E now, I would just think they were looking 
down on me.” (Expert by experience 3 NI) 

“…if I was to go in and say, can I have Naloxone just in case...I think 
there's a lot of room for a person to feel embarrassed, intimidated… I'm 
going to ask him this …if somebody is on takeaways instead of supervised, I 
think that may be a worry for them that their takeaway amount will be 
reduced because they've asked for this.” (Expert by experience 5 ROI)  

The health focused policy approach did not appear to fully reflect pragmatic realities 

across the health care sector. Some participants perceived high threshold abstinence-based 

programs did not incorporate the reality of drug relapse, which was perceived to leave clients 

less prepared for current drug trends, and potential overdose situations. A staff member 

stated: 

“But I think a lot of drug workers struggle with that…In your high 
threshold service should still be able to talk about a bad batch of heroin 
without thinking it will be triggering to relapse… you know, a little bit 
more of a mature kind of health information… but I think workers who are 
maybe staunchly entrenched in their beliefs about addiction, maybe don't 
give the full info to people.” (Staff 2 ROI) 

Other discussions included the ongoing separation of mental health and addiction treatment in 

the macro health care environment. This was perceived as a barrier to identifying PWUD at 

risk for overdose and subsequent naloxone provision:  

“There's also the clear link of, you know, drug related deaths and mental 
health and dual diagnosis.” (Staff 3 NI). 

Micro level hostel accommodation 

Participants reported drug free hostels in the ROI accommodation sector banned 

possession and use of naloxone on site. One participant reported a hostel staff member 

discouraged them from using their naloxone training when attempting to help someone who 

appeared to be overdosing. Tragically, the person in the hostel died. Participants who used 

their naloxone in drug-free hostels were also afraid of eviction. Participants stated: 

“There’s a big difference there. I found a fellow dead in the bed…and he 
was right on the end of the bed and I knew there was something wrong 
because he looked white. I said to the guy is he ok? The guy said just get 
your f** stuff out of the locker and get out of the room. I said, I’m just 
checking on him and he said get the f** out. The man was dead up in the 
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bed that night… That guy lost his job over there because of it.” (Expert by 
experience 1 ROI) 

“Here's another one, uh, came back yesterday actually and told us that 
they were living in a hostel accommodation. Someone had overdose they 
used naloxone, they sent for an ambulance and then they got evicted from 
their hostel for having naloxone and using it, um, which was quite 
shocking.” (Staff 5 ROI) 

Barriers to naloxone and SIF in NI and ROI: Stigma, policing, community intimidation, 

violence, and lack of political will. 

Stigma 

Participants reported that stigma was related to a lack of naloxone carriage by PWUD 

within local communities (micro social environment) in ROI and NI. Naloxone was described 

as “demonized so badly.” (Policy maker 1 ROI). A staff member stated: 

“So, it's really just the sorta stigma towards it that way, you know, they don't want 
they don't want people thinking, what is that ?...Or, you know, they just are labelled 
then as an injecting user. And that's what they don't want people to know that as 
well.” (Staff 4 NI) 

Stigma towards drugs operated as a barrier to implementation of SIFs in both 

contexts. This was fuelled by popular myths of SIFs including what the participants called the 

“honeypot effect” (Policy maker 5 ROI); a belief that the existence of a SIF would have 

negative social and economic impact in an area by attracting drug use. Another myth 

involving SIFs was the fear that PWUD would create more drug litter and disrupt the general 

social environment. For example, a staff member reported common fears that clients would 

“…start harassing people and begging and leave dirty needles in the area” (Staff 1 ROI). In 

addition, “nimbyism” was a barrier (Expert by experience 2 NI), which described a 

community’s resistance to having the SIF within proximity to local schools and places of 

business. Negative attitudes towards drug use, desire for social distance, and fears fuelled this 

perception that PWUD are dangerous. One stated: 

“I mean, people say you're letting somebody go in and they're going to be 
injecting drugs. They're going to come out and be off their heads. They're 
going to create mayhem and difficulties. My children are going to be at 
risk, or my family members are going to be at risk because of this. So, there 
is a bit of not in my backyard, which happens when you, you actually go to 
do it.” (Policy maker 5 ROI) 
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Participants in NI reported that stigmatized beliefs inherent or “entrenched” (Staff 4 

ROI) within the public reinforced lack of support for SIF. For example, it was perceived that 

an SIF was a “hard sell” (Staff 3 NI). The national media’s negative framing of drugs was 

also perceived to reinforce negative perceptions of PWUD in the micro social environment. A 

policy maker stated,  

“They have strong views about drug use they probably got from national 
media and a general prejudice against drug users.” (Policy maker 1 NI).  

However, these attitudes varied depending on prior contact with PWUD, whereby 

prior contact led to less negative attitudes, and less contact was associated with more 

resistance to a SIF. One participant noted: 

“I was saying some about some people when they come into contact with drug use in 
their own personal life, they are very open about how to fix this. But other people in 
the same community, um, may just react the opposite way.” (Policy maker 1 NI)   

Policing  

Aggressive policing was perceived to interfere with naloxone carriage, SIF 

implementation, and perpetuated stigma towards PWUD. Historical macro level policies 

advocating for a criminal justice approach towards drug use were perceived to have a lasting 

psychological impact on PWUD. To illustrate, some PWUD risked not calling for an 

ambulance during the scene of an overdose to avoid any experience with the police. Local 

police practices were thought to reinforce stigma in the ROI. For example, participants 

reported that the local police in ROI shut down vital access points where people used drugs, 

such as public toilets and alleyways, to reduce public drug use. This was perceived to exclude 

PWUD from the micro environment. Participants noted: 

“Service users will probably use the naloxone and may have to use CPR, 
but when the person comes around, they very rarely call in the ambulance 
because when the ambulance is alerted the police come. And then they risk 
themselves and that other person of being charged with having drugs.” 
(Staff 2 NI) 

“You can see the gates that have been put on laneways to stop people 
injecting down there… it’s because people use drugs and use down these 
laneways, and then suddenly there are no toilets in Dublin and no public 
toilets. One of the reasons is because people injected in them, you know, 
that this is suddenly your environment is, changed dramatically because 
people have nowhere safe to go.” (Policy maker 3 ROI) 
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Community intimidation and threats of violence 

Threats of violence within the community from paramilitary groups, or unofficial 

organised vigilante groups in NI, were a barrier to current naloxone distribution in 

environments where training was beneficial (e.g., homes of PWUD). Participants voiced 

concerns that naloxone training in the community could lead to intimidation and the 

possibility of being forcefully removed from their homes by the vigilante groups. To 

illustrate, paramilitary groups were reported to use threats of violence and intimidation 

towards local needle exchange services – a pathway to support naloxone distribution. In 

addition, some participants suggested these groups used their political networks in local 

government to close the needle exchange. These political groups were considered to use the 

media to subvert views towards the needle exchange, influencing the community to support 

their view. Participant accounts included:  

“I don't know how familiar you are with the paramilitary, over here. Um, 
so that would be another big barrier to clients that we would visit in big 
housing estates…the client feels that they just don't want anybody to see it 
because of, you know, what they can be labelled as but yeah, it's usually the 
paramilitary.” (Staff 4 NI) 

“They can get very vocal and get their political representatives on to the 
news and complain about visible drug use in the area. They tend to respond 
very negatively to any sort of progressive harm reduction, sort of response 
to that. Certainly, needle exchanges they wouldn't allow one to open or 
they get closed down once they do get open.” (Policy maker 1 NI) 

This perception that political power was used to reinforce paramilitary viewpoints was also 

discussed as an additional barrier to the implementing of a SIF in NI. One participant stated:  

“Yeah. If it was located in one place paramilitaries would get involved and 
rally around the community and everyone's scared of paramilitary, so they 
do what they say.” (Expert by experience 3 NI).  

In ROI, community representation on local taskforce groups was perceived as a 

pathway for community change and advocacy for SIFs. However, as in NI, members of the 

community- more vigilante groups in this case- were perceived as a barrier to community 

representation. People who took part in or promoted change in the community could be 

viewed as a “rat” (Policy maker 2 ROI). An ROI policy maker expands: 

“Well, no, we have community reps but we don't have as many as we used 
to have. You can see a downturn…There is a fear of putting yourself out 
there, you know…I think the landscape has changed the level of violence 
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and intimidation in communities has changed…the fear and intimidation 
that's, is actually a barrier to people participating in local government and 
local community stuff.” (Policy maker 2 ROI) 

Paramilitary groups in Northern Ireland are illegal, sectarian groups who have continued to 

hold disproportionate power within their communities and in Northern Irish society (Northern 

Ireland Office, 2015; Wilson, 2016). Police statistics show that paramilitary-style attacks 

have persisted since the Good Friday Peace Treaty (Police Service of Northern Ireland, 

2022), and research has documented the impact that paramilitary intimidation and violence 

have on drug users and the professionals that seek to help (Higgins & Kilpatrick, 2005). 

Lack of political will 

Participants viewed macro level policy makers as apathetic and possessing a lack of 

political will as evident by delays in changing naloxone legislation to make it available 

without prescription. In addition, local politicians who disagreed with this proposed policy 

were perceived to use their political power to slow these efforts:  

“Then there might be people within public service who don't agree with the 
policy, and they can take slow things down too. That's not often talked 
about street-level politicians in that regard, public servants.” (Policy 
maker 3 ROI) 

   Participants described several policy level barriers to securing a SIF site in ROI at 

both the macro and micro level. For example, participants reported that implementation of 

national policy was delayed by a legal challenge posed to the local planning board by 

politicians and other community members (e.g., businesses and a local school). National 

policy makers did not intervene in this case and as a result were perceived to lack the political 

will to help implement the national policy. The macro policy environment associated with NI 

was also discussed as a barrier to placing SIF provision into policy. Political parties who 

advocated for a criminal justice approach to drug use in national government were reported to 

wield their political power to reinforce their views, which in turn, blocked discussions 

regarding SIF provision. Participants give their accounts: 

“I think perceptions mainly …prejudice on the part of policy makers.   I think that's 
literally all it is- if you actually think about like the resistance to injection sites and 
like supervised injection facility who had the same reaction to like needle exchanges 
who had the same reaction to any harm reduction strategies… I think what has to 
change is this idea, which is based on stigma, that like, if you deny people any safety 
or proper hygiene or dignity, they're going to stop using. That's like based on stigma, 
it's not true.” (Expert by experience 4 ROI) 
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“Yeah. Um, I mean, obviously we've had the Tory party in power in 
Westminster for 11 years or something…There's also a libertarian wing 
who are in favour of decriminalizing, at least some drugs. Um, and you 
know, but their core voter base is not going to accept decriminalization or 
things like supervised injection sites.” (Policy maker 1 NI) 

Environmental enablers to SIF implementations: Safety, flexibility, community 
consultation, advocacy, science, and public support. 

Safety and flexibility 

SIFs were perceived as non-stigmatising environments supporting vulnerable 

disclosure of health issues encountered by PWUD and a valuable community asset to reduce 

overdose. This intervention was framed to have a potential positive impact in the micro social 

environment by reducing street drug use and drug-related litter. Two participants advocated 

for flexible SIF location. For example, it was suggested that a mobile site would provide 

more access to PWUD in rural areas and help PWUD avoid community intimidation 

(outlined in theme 3). They stated: 

“I think it would definitely have a mobile. It would have to be an 
ambulance or something like that where people come and shoot up do their 
thing and leave. So it's not set up a particular area.” (Expert by experience 
3 NI) 

“The benefit well is you can travel to each different district where the 
drugs have been sought and used…you could bring the van and then you 
could park in different areas and in different times.” (Staff 1 ROI) 

Community consultation, advocacy, scientific evidence, and public support 

Town Hall meetings, and a Citizens’ Assembly were perceived as a tool for the 

community to facilitate open discussion about how to implement a SIF site in ROI. A Town 

Hall was perceived to facilitate dialogue with key local community stakeholders and to hear a 

variety of community views. Integrating service users, and community members experience 

of harm reduction services, such as OST and naloxone, within the Town Hall was perceived 

to reduce stigma:   

“…once they got up and running, then, uh, we were able to bring people 
from the areas where we had established them to the areas where we were 
going to establish them and say, well, listen, it's actually help things…That 
helped, to establish services elsewhere. I really think something similar, uh, 
in relation to the supervised injecting facility will occur.” (Policy maker 5 
ROI) 
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“Possibly lived experienced service users. Being in forums within their 
community. You know, people who have come through the journey or 
maybe on substitute programs and possibly them discussing and 
enlightening their community hubs or forums.” (Staff 2 NI) 

A Citizens’ Assembly was proposed as a method to engage with national policy makers. This, 

like a Town Hall, was described as a consultation process to reduce apathy and denial around 

drug use problems. When applied to NI, a participant suggested that the UK government 

should devolve decision making on health policies to the NI assembly as a method to bypass 

political opposition in Westminster:  

“Um, I'm very clear that what it takes is legislative change in Westminster. 
…or devolve that decision-making to one of the devolved assemblies to 
make that decision.” (Policy maker 1 NI) 

 Community advocacy efforts were perceived to be a key component in creating an 

optimal environment for a SIF in NI. People with firsthand experience of being affected by 

overdose, and family members of PWUD, were thought to be the most suitable people to lead 

such campaigns. An expert by experience also described a desire to inspire voting amongst 

their peers to guarantee their opinions on health policy will be considered:  

“So, it's a bit about advocating for those service users or whether their 
families involved to advocate for them, or to advocate for friends or anyone 
like that, they might know that have, you know, either died of an overdose 
or have been affected by overdoses or affected by drug use.” (Staff 1 NI) 

“I'd love to run a campaign, to get people out, to vote and people who are 
homeless and people who use drugs and stuff like that, just so that they, um, 
maybe the politicians will represent them because currently there's a very 
few that will represent for that community.” (Expert by experience 2 NI) 

Using scientific evidence was thought to change community perceptions about naloxone and 

SIFs and provide political leverage to help implementation. Micro social environment actors, 

such as local business and the community, were perceived as vital advocates for this type of 

policy change:  

“It's the people that live in the area to people in other businessmen in the 
area. They are the people that have put their hand up and say, yeah, look, 
we look really agreed that it should be here.” (Staff 1 ROI) 

Negative cases: Naloxone use 

Some participants’ accounts did not fully align with the Risk Environmental 

Framework associated with the deductive analysis. This included data where facilitators and 
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barriers were attributed to individual characteristics versus the environment. For example, 

skillset and memory was an individual facilitator. Lack of confidence, being unfamiliar with 

the medication, and lack of understanding were individual barriers to naloxone. Other barriers 

to naloxone use included service user’s perception of overdose risk based on mode of 

administration (e.g., smoking versus injection), the type of drugs being used (crack cocaine 

vs tablets), mental health issues, and outright refusal to use naloxone:  

“We'll have people who say, oh, I'm just smoking. I don't need it. You know? Um, I'll 
never overdose, you know, you might have that kind of response.” (Staff 5 ROI) 

“Then there are other people who don’t want it because their state of mind, 
and their mental health, like they want to die or something like that.” 
(Expert by experience 1 ROI) 

“I've definitely been there myself and mean like, I didn’t want it, I don't need it and 
stuff.” (Expert by experience 4 ROI)” 

Discussion 

The findings identified common macro and micro, social, policy barriers and 

facilitators that are known contributors to a research-to-practice gap for implementing 

evidence-based interventions. Specifically, barriers identified were fragmentation of care, 

lack of political will (Connery, et al., 2020; Madras, et al., 2020) and negative attitudes 

(Horvitz-Lennon, 2020). Evidence for separation of addiction and mental health treatment 

services persist in the findings, despite repeated calls for integration of health-led approaches 

in ROI and NI (Campbell et al., 2017). Policy barriers included a perceived lack of political 

will to amend naloxone legislation and policy delays in implementing the SIF in ROI.  

Stigma was perceived to motivate efforts to block municipal level policy processes. 

Likewise, national policy maker’s lack of help with SIF implementation was attributed to 

prejudice. Threats of vigilante paramilitary violence was a unique form of discrimination 

within NI and a policy barrier as these groups were perceived to hold considerable political 

power to block interventions (e.g., needle exchange programs) in NI. This finding persists in 

NI, with implications for people who inject drugs and their health (Harris et al., 2021).  The 

local community surrounding the proposed location of a SIF was perceived to have 

considerable stigmatized attitudes and myths that SIFs will increase crime, drug use, and drug 

litter. These are all common arguments against SIFs that are often unfounded. (West 

Midlands PCC, 2020). A review by Levengood et al. (2021), for example, reported no 

increases in crime between areas with a SIF and comparison areas. Potier et al., (2014) 
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similarly noted that SIFs do not increase drug use or drug related litter. Although advocacy 

and multimodal campaigns were discussed as a tool to change perceptions found in this 

study, it is still unclear how myths regarding the negative impact of SIF can be overcome. 

Research exploring this suggested mock-ups or videos of potential or existing sites 

(Kryszajtys et al., 2021) and messaging that addresses public concerns (Sumnall et al., 2020; 

Trayner et al., 2021).  

Some important enablers were also identified. Empowerment, control, and hope were 

at the heart of naloxone implementation. Offering training to members of the community who 

are not directly at risk for overdose extends this empowerment (Young et al., 2019). 

Similarly, a SIF was perceived to be a vital community asset. This was echoed by recent 

evidence of SIF effectiveness in Scotland, the only UK SIF to date (Shorter et al., 2022). 

Some suggested a mobile SIF could counteract violence and intimidation in the community. 

However, any SIF should be tailored to local PWUD needs including location (Southwell et 

al., 2022). Among participants from the ROI community, using a Town Hall and a Citizens’ 

Assembly were perceived to be policy enablers to secure a SIF site. In NI, devolving drug 

laws to the NI assembly was thought to be helpful. Using scientific evidence, public support, 

and advocacy may also be helpful facilitators.  

This study adds to the current research on the environmental facilitators and barriers 

to naloxone and SIF implementation in several ways. Direct access of nonprescription 

naloxone through pharmacies was perceived to be an important enabler in prior studies with 

advances worldwide such as vending machines for naloxone (Allen et al., 2022; Antoniou et 

al., 2021; Bardwell et al., 2019). Changing the prescription status of naloxone would 

normalize the medication and reduce negative attitudes towards PWUD. An outline of macro 

and micro social and policy interactions was missing in the existing literature on 

environmental barriers to naloxone and an SIF. Data from this study revealed how macro 

level policy changes do not reduce stigma in the micro level health sector. Stigma campaigns 

across environments (social and policy) and levels (macro and micro) are needed in tandem 

to policy changes to help bridge the research- to-practice gap.  

Recommendation for social and policy change 

The following is a list of recommendation for social and policy change in the ROI and NI 

with mention of its international relevance: 
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1) Expansion of naloxone distribution: Nonprescription naloxone, peer-to-peer, 

police, community and emergency department naloxone training and 

distribution schemes. Naloxone access laws, which include possession of naloxone 

without a prescription, are associated with reduced overdose mortality within the 

United States (Smart et al., 2020). This current study supports campaigns aimed at 

changing the scheduling across all the states within the United States (Davis & Carr, 

2020; Jawa et al., 2022) and locally in ROI and NI. Greater emphasis on naloxone 

peer-led schemes would be helpful in ROI and NI (Miller et al., 2022) as naloxone 

peer schemes in Rhode Island, USA have demonstrated increased distribution of 

naloxone and referral to treatment (Samuels et al., 2021; Waye et al., 2019). Police 

training and use of naloxone is associated with reduction of overdose deaths (Rando 

et al., 2015). There is evidence that community members can be trained in naloxone 

administration (Eggleston et al., 2018), all of which support expanded access 

proposed by participants for ROI and NI. Naloxone training and distribution in 

emergency departments would be advantageous for ROI and NI as recent evidence 

demonstrates high uptake of naloxone across 9 hospitals in Michigan (Dora-Laskey et 

al., 2021) and another program found success in providing naloxone with counselling 

and referrals for treatment (Eswaran et al., 2020).  

2) Supervised injection facilities, reduction of drug litter, and crime. Participants 

perceived that a SIF would reduce drug deaths, drug litter, crime and be a safe place 

for PWUD. This holds true, as evidence shows that a SIF is related to significant 

reduction in overdose deaths with no increase in crime (Kennedy et al., 2017; 

Levengood et al., 2021; Marshall et al., 2011; Milloy et al., 2008) and is cost-effective 

with Anderson and Boyd (2010) estimating savings at 6 million CAD dollars per year. 

Such evidence is useful for both ROI, NI and internationally where SIFs are yet to be 

implemented.  

3) Multimodal and contact-based stigma reduction programs, Town Halls, and 

Citizens’ Assembly. Using multimodal campaigns, such as a naloxone community 

mural, was perceived to be effective as it could target community members whilst 

giving direct access to information on naloxone using a QR code. A recent 

multimodal anti-stigma intervention using PhotoVoice, a photo elicitation method 

involving photographs of participants and narrative accounts, was associated with a 

reduction in stigmatized attitudes towards people with mental health and substance 

use disorders (Tippin et al., 2022). In addition, a campaign using photos of PWUD in 
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the UK with adjoining narratives involving the use of naloxone was successful in 

2021 (Bernard & Garius, 2021). Campaigns using direct experience of PWUD would 

be advantageous across the ROI, NI, and internationally. Participants reported that 

one way to reduce negative attitudes towards SIFs would be to get experts by 

experience and people who are not drug users to give personal accounts of their 

positive experiences of these interventions at Town Halls or Citizens’ Assemblies. 

Contact-based stigma reduction programs, whereby interactions occur between 

PWUD and those who do not use drugs, are also supported in the literature 

(Livingston et al., 2011; Tostes, 2020). However, it is imperative to adapt these 

programs to a society transitioning to peace after civil war and where groups 

reminiscent of the conflict period still operate (e.g., paramilitary style community 

level intimidation) such as in NI. Indirect contact methods (e.g., learning about other 

people’s positive contact experiences with PWUD) with the outgroup may be a 

potential pathway to reduce negative attitudes without furthering conflict in these 

cases (Ramiah & Hewstone, 2013). Further research examining the motivations for 

maintaining paramilitary group membership in a post-conflict society (Flack & 

Ferguson, 2021)and how this relates to perceptions of drug use as either a symbolic 

threat or a realistic threat to social and political power (Ramiah et al., 2013) may be 

advantageous for programs in NI. In addition, if perceptions vary by the types of 

drugs used and their administration (e.g., smoking versus injection) (Harris et al., 

2020; Higgins & Kilpatrick, 2005). Other post-conflict environments where stigma 

campaigns might be implemented such as Colombia, where social stigma and 

paramilitary violence towards PWUD is prevalent (Zea et al., 2013), may benefit from 

adapting anti-stigma programs in this way.  

Strengths and limitations  

The current study examined a range of stakeholder viewpoints across the policy 

making continuum (expert by experience, staff, and policy makers) in two locations 

(Northern Ireland and Republic of Ireland), which ensured an insider view to the challenges 

with implementing these interventions. Data triangulation of these viewpoints also ensured 

credibility, alongside showcasing negative cases. In addition, NMM monitored values and 

beliefs throughout data collection and analysis with a diary and debriefings with research 

team members.  
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It must, however, be acknowledged, that by exploring barriers to supervised injection 

facilities, we cannot draw broader conclusions regarding supervised consumption sites where 

other routes of drug administration (e.g., smoking and injection) may take place. In addition, 

the use of specific stakeholders may have biased perceptions regarding the benefits of 

naloxone and SIFs as they supported a health approach to drug policy. Some stakeholders 

also had prior experience with PWUD which hold greater empathy which may have 

influenced the findings. Future research may wish to incorporate additional stakeholder 

viewpoints across the health care sector.  

Conclusions 

We propose several policy recommendations such as making naloxone available 

without a prescription, expanding naloxone training to involve peer-to-peer training and 

distribution, expanding legislation to allow for community training, and integration of 

naloxone into harm reduction services across the entire health care sector in the ROI and NI. 

This may be cost effective as naloxone training can empower PWUD, reduce stigma and lead 

to a reduction in drug-related deaths. Stigma is a major factor contributing to the barriers 

found in this study and the research-to-practice gap (Cheetham et al., 2022; Connery et al., 

2020). Macro, and micro level anti-stigma campaigns that involve experts by experience and 

community members are therefore key to changing attitudes. They may help to extend 

naloxone provision, and place SIFs into policy and practice on the island of Ireland, as well 

as internationally where stigma and drug-related deaths are prevalent. Considering the 

evolving social dynamics and social norms, their impact on drug use, and views towards 

harm reduction is imperative for stigma campaigns placed in post conflict societies 

experiencing high rates of overdose. 
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