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Highlights

•	 There are significant gaps in harm 
reduction services and awareness 
in rural areas. 

•	 Significant stigma faced by people 
who use substances in rural com-
munities drives additional caution 
in these individuals with respect to 
accessing harm reduction services, 
if they are even available.

•	 Overdose response hotlines and 
applications (ORHA) may be the 
only harm reduction services acces-
sible to people who use substances 
in rural communities.

•	 Rural geography may pose chal-
lenges to emergency responses from 
ORHA services.

•	 Technology ownership and con-
nectivity by people who use sub-
stances in rural communities may 
be limited, reducing service uptake.
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Abstract

Introduction: The overdose epidemic continues to be one of the largest public health 
crises in Canada. Various harm reduction supports have been implemented to curb this 
epidemic; however, they remain concentrated within urban settings. To address this 
limitation, overdose response hotlines and applications (ORHA) are novel, technology-
based harm reduction services that may reduce drug-related mortality for people who 
use substances (PWUS) living in rural communities through virtual supervised con-
sumption. These services enable more timely and remote activation of emergency 
responses, should an individual become unresponsive. We aimed to explore the experi-
ences, perceptions and attitudes surrounding ORHA of individuals living in rural areas.

Methods: We conducted semistructured interviews with 15 PWUS (7 [46.7%] male, 
9 [60%] Indigenous) who lived in rural, remote or Indigenous communities. Interviews 
were conducted until data saturation was reached. Data were analyzed using thematic 
analysis. 

Results: Six key themes emerged: (1) participants viewed ORHA as a pragmatic inter-
vention for rural areas but noted potential limitations to its uptake and effectiveness; 
(2) rural geography may hinder EMS response times, reducing the efficacy of ORHA; 
(3) ORHA uptake may be limited due to significant stigma faced by PWUS in these com-
munities; (4) lack of access to technology remains a barrier to ORHA access; (5) harm 
reduction awareness is often limited in rural communities; and (6) there are unique 
social implications around substance use and harm reduction for rural Indigenous 
PWUS.

Conclusion: While participants believed that ORHA may be a feasible harm reduction 
strategy for rural PWUS, limitations, including response times, technological access and 
substance use stigma, remain.

Keywords: overdose, drug poisoning, overdose response hotlines and applications, harm 
reduction, supervised consumption, public health, rural health, Indigenous health
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Introduction

The substance use mortality (also termed 
“overdose” or “drug poisoning”) epidemic 
crisis is arguably one of the largest pub-
lic health issues currently facing North 
America.1 To combat the soaring mortality 
rate associated with this epidemic, various 
harm reduction strategies have been 
implemented across Canada which con-
tinue to prove effective at attenuating this 
crisis.2-4 Services such as drug-checking 
services, supervised consumption sites 
and risk mitigation guidance have resulted 
in reductions in morbidity and mortality 
rates.5-7  

Access to these resources, however, remains 
a continuous challenge. As highlighted in 
a modelling study by Irvine et al., increas-
ing uptake of harm reduction interven-
tions, such as take-home naloxone kits, 
would likely lead to significant reductions 
in mortality rates from this epidemic.8 
While the current literature remains mixed 
on the association between geospatial 
location and fatal overdose/drug poison-
ing,9,10 more recent data indicate that there 
is a 30% increase in the odds of fatal over-
dose within rural locations in British 
Columbia.9 The authors of the latter study 
hypothesize these differences originate 
most prominently from both a lack of 
harm reduction access and an increasingly 
toxic drug supply.9 Moreover, even within 
large urban centres, reductions in mortal-
ity attributed to supervised consumption 
services have only been documented 
within a 500-metre radius.11 

Accordingly, people who use substances 
(PWUS) and policy makers have looked to 
novel strategies to increase the current 
reach of harm reduction in North America 
by leveraging the use of technology.12-17 
Indeed, in an effort to keep communities 
of PWUS safe, the practice of virtual 
“spotting” was adopted: PWUS would call 
other members of the community or other 
trusted individuals from their social net-
works to witness their substance use ses-
sion virtually and to activate an emergency 
response should the individual become 
unresponsive.18

Programs such as overdose response hot-
lines and applications (ORHA) aim to pro-
vide more timely responses to overdoses, 
particularly for those who do not currently 
access harm reduction services. ORHA 
programs provide remote interventions for 

overdose response that comprise both 
smartphone applications and telephone 
hotlines, and aim to decrease response 
times. Overdose response hotline services 
available in Canada include the National 
Overdose Response Service (NORS) and 
Brave app. In contrast, overdose response 
applications operate in select Canadian 
provinces, including the Digital Overdose 
Response Service (DORS) app and Lifeguard 
app, available in Alberta and British 
Columbia, respectively.19 In the United 
States, services similar to NORS exist, 
including the Never Use Alone and 
“SafeSpot” services. 

Due to the relative novelty of these ser-
vices, there is currently a dearth of litera-
ture on their effectiveness; however, a 
study on one of the aforementioned ser-
vices (NORS) provided early evidence of 
this service as a harm reduction strategy, 
with no reported fatalities across 3994 
substance use sessions and 77 overdoses.20 
Additionally, these interventions broadly 
have demonstrated a reduction in fatal 
overdose events and a favourable cost-
benefit analysis.19,21 They have also served 
to support individuals with concurrent 
disorders, including methamphetamine 
psychosis.22 While these services have 
been beneficial for PWUS, one study of 
Canada’s National Overdose Response 
Service has found that uptake of this ser-
vice is limited within rural communities 
(< 1%).20  

To determine how best to improve harm 
reduction access through ORHA, we set 
out to explore (1) the values, perceptions 
and beliefs among PWUS who live in 
rural, remote or Indigenous communities 
regarding the potential utility of ORHA in 
their communities; and (2) ways of improv
ing the acceptability and effectiveness of 
ORHA to better meet the needs of PWUS 
in rural, remote or Indigenous communities. 

Methods 

Ethics approval

This qualitative study employed the COREQ 
guidelines for methods and results report-
ing,23 and ethics approval was obtained 
from the University of Alberta (Pro00118444). 
Participation was voluntary and verbal 
consent was obtained from all participants 
after a discussion about the implications 
and risks associated with the study. 

Research team characteristics and 
reflexivity

The core research team consisted of a 
research assistant (DV) and a student 
(MM), with two internal medicine resi-
dents (FJ and AL), as well as a specialist-
trained physician (MG) with master’s 
level training in qualitative analysis. DV 
and MG had previous experience in con-
ducting and evaluating qualitative studies 
and guided the trainees in qualitative 
methodology. Interviews were conducted 
by DV and MM, who also conducted the 
analysis thereafter. 

Study design and research paradigm

We employed a qualitative descriptive design 
for this study. We constructed a semi
structured interview guide, informed by 
previous research conducted around rural 
harm reduction as well as professional 
knowledge and the experiences of PWUS. 
PWUS reviewed the content of the inter-
view guide to ensure appropriateness and 
respectfulness. We used grounded theory 
and inductive reasoning to analyze the 
content of the interviews. Given that 
ORHA is a new technology with limited 
penetration, we chose this methodology 
because it allowed us to examine these 
novel technologies and evaluate their use 
and adaptation grounded in data.24,25

Recruitment and sampling strategy

We utilized purposive and snowball sam-
pling between March and July 2023 to 
recruit and interview study participants. 
Sites of recruitment included rural harm 
reduction facilities and outreach programs. 
Additional participants were recruited from 
a large national harm reduction survey 
conducted by the research team (forthcom
ing), through addiction clinics and word 
of mouth. We approached participants 
through email or telephone. We focussed 
on recruiting participants from across 
Canada and from among individuals who 
lived in rural communities and small pop-
ulation centres with populations of less 
than 10 000. Participants were provided a 
$30 honorarium for their participation in 
the study. Participants were able to choose 
to have interviews conducted by a female 
(MM) or male (DV) interviewer, according 
to their preference. Eligibility and exclu-
sion criteria are outlined below.

Eligibility criteria

To be included in the study, a participant 
must
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•	 be a resident of a rural or Indigenous 
community or remote area across 
Canada; 

•	 be aged 18 years or older;  

•	 have reported use of unregulated sub-
stances (current or past);

•	 be able to communicate effectively in 
English and provide informed verbal 
consent;

•	 have a telephone number or email 
address; and

•	 have access to either a phone or a 
device with web chat features.

Participants were excluded if they 

•	 were unable to speak English;

•	 were currently at risk of harming them
selves; or

•	 required someone else to make deci-
sions for them.

Interview process 

After obtaining consent, interviews were 
conducted either via telephone or Zoom. 
All participants were informed that they 
could leave the interview anytime, for any 
reason, and remain eligible for an hono-
rarium. A list of mental health and sub-
stance use support numbers was provided 
to support clients. A short survey was 
administered before the interview to 
obtain baseline sociodemographic infor-
mation. Interviewers took field notes. 
Audio files were then transcribed by a 
third-party transcription service with iden-
tifying information redacted and stored on 
a secure and private hard drive at the 
University of Calgary. 

Data analysis 

We used NVivo software version 12 (QSR 
International, Denver, CO, US) for the 
transcript coding process. All transcripts 
were coded by two independent members 
of the research team (DV and MM). The 
research team conjointly discussed all 
emerging nodes and themes to ensure 
alignment with coding and to analyze for 
saturation. Recruitment continued until 
saturation was reached, which was deter-
mined by a lack of new themes emerging 
across all participants. Member checking 
was conducted through comparisons with 
previous literature and a discussion of 
results with PWUS. Due to the large 

proportion of Indigenous participants within 
our study, the interview guide, study 
results and discussion were reviewed by 
two Indigenous partners (ET and KW) to 
ensure validity, cultural sensitivity and 
accurate interpretation of themes. 

Results 

Fifteen participants (mean age = 38 years, 
SD  =  10.74; n=  7 [46.7%] male) were 
recruited nationally. Nine (60.0%) identi-
fied as Indigenous and the remaining six 
as White (40.0%). On average, partici-
pants estimated that ambulances would 
take between 25:50 (± 19:53) and 31:40 
(±  27:38) minutes to arrive at their 
homes in an emergency. Additional demo-
graphic and response data are outlined in 
Table 1. 

Six themes were identified from our the-
matic analysis, described below and sum-
marized in Table 2.

Theme 1: ORHA can be a pragmatic 
intervention in rural areas but there are 
limitations to its uptake and effectiveness

Within rural areas, participants felt that 
ORHA provided an additional (or possibly 
the only) harm reduction service that could 
potentially save lives. Despite concerns 

that the risk of delayed response could be 
harmful, it was deemed that this risk was 
much lower than that of using substances 
alone. Interviewees saw ORHA as a prag-
matic solution, similar to other telecom-
munication or digital interventions employed 
to provide opportunities and services in 
rural communities. 

It’s like you use and you die, or you 
use and if you OD someone might 
come and rescue you. Which one 
would you rather have? No one’s 
coming, or someone might come? I 
feel like that would be a better option 
… (Participant #12, male)

Many participants had previously engaged 
in informal spotting or used ORHA. There 
was unanimous support for using peers as 
service operators, which they felt added 
legitimacy to the program. Almost all sup-
ported having lay responders as an 
optional feature, as it could potentially be 
a faster alternative. However, they were 
still in favour of having emergency medi-
cal services (EMS) as a backup plan. Most 
participants said they would hypotheti-
cally be interested in being a lay responder 
for ORHA in their area. It was suggested 
that ORHA might need to help facilitate 
connecting known lay responders to 
PWUS, as finding a lay responder could 

TABLE 1 
Sociodemographic data of participants in ORHA study  

in rural and remote areas, Canada, 2023

Variable
n (%) 

Total (N = 15)

Age, mean years (SD) 38 (10.7)

Gender

 Man 7 (46.7)

 Woman 8 (53.3)

 Other 0

Ethnicity

 White 6 (40.0)

 Indigenous 9 (60.0)

Province of residence

 Alberta 10 (66.7)

 British Columbia 2 (13.3)

 Manitoba 2 (13.3)

 Ontario 1 (6.7)

Used ORHA previously 3 (20.0)

Has rescued others from overdose 11 (73.3)

Average ambulance arrival time estimates (min), n = 12 (SD) Minimum: 25:50 (±19:53)
Maximum: 31:40 (±27:38)

Abbreviations: min, minutes; ORHA, overdose response hotlines and applications; SD, standard deviation.
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potentially be stigmatizing or impossible 
for PWUS without personal connections. 

Participants who were currently receiving 
or providing spotting (virtually or in per-
son) believed the use of ORHA would help 
reduce the burden on spotters, as volun-
teering to do this was viewed as disrup-
tive of spotters’ personal lives.

And usually, for me, I usually call 
somebody or I’m messaging one of 
my friends on Messenger and I’m 
like, “Okay, I used today, and this is 
how much I used,” or “This is how 
much I’m going to use.” And they 
have their own lives, too, right? And 
they can’t just sit there and watch 
me on video chat. (Participant #14, 
Indigenous female)

While engaging lay responders was mostly 
received positively, some interviewees did 
express that peers faced risks such as 
relapse during a response or burning out 
if they were constantly being the spotter 
for their community. Additionally, partici-
pants noted that they were not completely 
aware of others using substances in their 
community, making connecting to local 
spotters or using in a group less viable an 
option. 

Despite the support for ORHA, partici-
pants were less optimistic about the 
uptake of these services in their communi-
ties, often citing that those with the high-
est risk of overdose were less likely to use 
ORHA. They cited that key characteristics 
of these individuals included being too 
intoxicated to remember to use ORHA, a 
general lack of care for their own safety, 

or mistrust and stigma around harm 
reduction programs. 

I think it’s a great idea and it could 
help save a lot of people, but I know 
from the state of mind I was in during 
the worst time, I wouldn’t have cared. 
If that makes sense. I wouldn’t have 
cared if I was going to die. (Participant 
#4, female)

Some participants were concerned that 
ORHA could lead to rural PWUS feeling a 
false sense of safety and they might begin 
using in riskier ways than when alone, 
unsupported by ORHA. 

That could definitely happen. Like, 
“Oh, I could use as much as I want 
when I want, I’m going to get saved.” 
(Participant #12, male) 

TABLE 2 
Major themes and key takeaway recommendations for ORHA engaging with rural, remote or Indigenous communities in Canada

1. ORHA can be a pragmatic intervention in rural areas but there are limitations to its uptake and effectiveness.

Participants had realistic expectations about arrival times for EMS services or lay responder assistance.

Participants supported the idea of lay responders as an alternative to or combined with EMS.

ORHA can help reduce the burden on existing informal lay-spotters.

Peers in the community would be a source of potential lay responders.

ORHA may need to help facilitate connections between potential lay responders and clients, who may not be aware of each other.

Community stigma around substance use needs to be reduced to help improve uptake.

ORHA must remind PWUS that they are not entirely safe when using substances just because they are being witnessed by ORHA.

Different personalities may prefer either hotlines or applications.

2. Rural geography may impact the effectiveness of ORHA.

Callers should pre-plan travel routes to account for rural navigation difficulties (home address discrepancies, alternative routes, etc.).

Weather needs to be accounted for when discussing time until help arrives.

3. The rural context can amplify substance use stigma and has broader implications for individuals and their families.

ORHA service providers must be aware of the complex ways substance use stigma affects families and individuals in small communities.

Local agencies and health providers may not always be supportive of ORHA being used in the community.

ORHA must be careful since rescue work could possibly reveal secret PWUS. 

4. There are concerns regarding technology ownership and connectivity in rural communities.

Rural PWUS may have less technology ownership or more connectivity issues than people in urban settings.

5. General harm reduction awareness and availability are often limited in rural communities.

Arranging rideshare opportunities may help rural PWUS improve access to harm reduction services.

The illegal drug market is often an access point for obtaining harm reduction equipment in rural areas.

Public harm reduction advertising may meet with pushback in some communities.

Pharmacies are often the primary point for harm reduction information or supplies.

6. There are unique social implications surrounding substance use and harm reduction for rural Indigenous PWUS.

PWUS in Indigenous communities may face additional barriers (e.g. community banishment, stigma).

ORHA should work together with local Indigenous leadership to achieve mutual goals.

Responders should be trained in cultural sensitivity, as negative interactions can lead to service avoidance.

Abbreviations: EMS, emergency medical services; ORHA, overdose response hotlines and applications; PWUS, people who use substances. 
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I feel like maybe if there’s a safeguard 
there, I would have pushed it farther. 
I feel like I might have. (Participant 
#7, female)

Regarding which form of ORHA individu-
als would prefer to use, participants dif-
fered on whether they preferred hotlines 
or applications. In terms of hotlines, one 
participant mentioned: 

I think that’s actually fairly good 
because a lot of the time when they 
do use, they kind of go under, they 
start nodding, they’re not really 
aware of what’s going on in their sur-
roundings. They’re more, I guess, 
nodding off, that’s how it is: falling 
asleep, going under. So I think that 
that would be a good idea because 
the loud noise might jolt them up out 
of it or if it’s been so long then the 
EMS is already on its way, you know 
what I mean? (Participant #12, male) 

Another participant preferred the applica-
tions, as they did not want to interact with 
others:

I think I would want to use the app, 
like, the one that beeped because it 
was like I would be by myself, even 
though it’s like the operator on the 
other line is somebody who is also a 
drug user or recovering addict…. 
When I was in my, like, deepest 
active addiction, the last thing I 
would want, well, felt like talking to, 
[making] small talk with strangers. 
You know what I mean? (Participant 
#7, female) 

Theme 2: Rural geography may impact  
the effectiveness of ORHA

The geographic isolation of rural commu-
nities was seen as a significant, but not 
insurmountable, barrier to the utilization 
of ORHA. Specifically, participants raised 
concerns about EMS arrival times to an 
overdose/drug poisoning event. Many 
rural participants had personal or second-
hand experiences of longer EMS arrival 
times. 

Literally by the time 45 minutes is up 
you’re literally not going to make it, 
so that would be hard in the reserves. 
It would be really hard for an ambu-
lance trying to find somebody living 

in the reserve. (Participant #3, Indigenous 
male)

Besides physical distance and length of 
time to reach a destination, many partici-
pants stated that directing emergency help 
to their location would be difficult due to 
complexities such as EMS operators being 
unfamiliar with the terrain or rural road 
networks making it easy to get lost or 
miss the location. There were concerns 
about incorrect legal addresses (legal 
home addresses not matching the physical 
address on some houses). Some partici-
pants did not know how to easily give 
their locations, relying on landmark-based 
navigation instead of their official street 
address. It was suggested that ORHA con-
sider discussing the entire travel route 
with rural PWUS, not just the end loca-
tion, to minimize the aforementioned 
complications.

So, yeah, I just wanted to get them 
there. They’re like didn’t want them 
to get lost and like we’re here, hurry 
up, we’re here, just because some of 
the houses do not have numbers on 
them. I don’t know why. (Participant 
#9, Indigenous female)

Adverse weather events were also listed as 
being a barrier to effective EMS arrival 
times. Even though these events were 
uncommon, the effects of adverse weather 
are often magnified in a rural setting. 
Adverse weather could potentially stop 
communication networks or worsen driv-
ing conditions, both of which would 
impact the effectiveness of ORHA. 

Trees do come down, roads get blocked, 
so that could pose a problem. 
(Participant #11, Indigenous male)

Theme 3: The rural context can amplify 
substance use stigma and has broader 
implications for individuals  
and their families 

Participants identified that rural commu-
nities were unique in that “everyone 
knows what everyone is doing,” and this 
interplay between personal reputation in 
small communities and substance use 
stigma was often (but not always) listed 
as a major concern. The consequence of 
being a known substance user was 
described as an immediate decrease in 
social standing and reputation. This was 
experienced by various participants or 

was witnessed through the treatment of 
other people who use substances in their 
community. 

It might help a little bit just to know 
that they’re not going to get in trou-
ble because that’s probably, the big-
gest thing for an addict—is people 
finding out. (Participant #3, Indigenous 
male)

Substance use was identified not only as 
affecting the reputation of the person who 
uses substances but also as a concern for 
one’s entire family. Family members often 
distance themselves from people who use 
substances, or attempt to conceal the per-
son’s use. The fear of impacting an entire 
family’s reputation was especially impor-
tant, as most participants described them-
selves as being particularly close to their 
families.

They [families] don’t want to … they 
might not even tell their other family 
members that they have a son that’s 
messed up. They might not tell their 
brothers and sisters or even their 
mother or grandparents or whatever. 
They kind of keep it a secret because 
they feel ashamed, I guess.…  (Participant 
#3, Indigenous male)

A lot of people are not able to be 
open and honest with their family. 
And then when they do, when family 
does find out about people using, I 
notice they get put into a stereotype 
or they get shunned, especially with 
meth, I noticed a lot of families push 
away their loved ones that are using. 
(Participant #14, Indigenous female)

Almost all participants (with the excep-
tion of two) expressed that their primary 
reason for staying in their community was 
their family. Even when they did tempo-
rarily leave, they continued to gravitate 
towards their home community because 
of family. 

While generalized substance use stigma 
within rural communities remains a con-
cern, participants did not feel as though 
rural community members would actively 
protest against ORHA. 

The townspeople could get a little 
pissy, I guess, I don’t know. They are, 
well, I guess it’s virtual. It’s like on 
your phone itself, it’s not like a safe 
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injection site but like ... I don’t know. 
I don’t think there would be any neg-
ative to it really. (Participant #12, 
male)

While ORHA were thought to be life-
saving, occasionally they were described 
as stigmatizing, but no more so than any 
other harm reduction services. Stigma-
based obstacles preventing ORHA included 
health care or social service providers 
who are not sympathetic to PWUS and 
could therefore deter patients from access-
ing services where they could be intro-
duced to ORHA. Additionally, participants 
expressed the fear of being revealed as a 
PWUS by the arrival of EMS or rescuers to 
their home. 

Because if you see an ambulance 
going down the street, everybody 
stops and stares. Whose house are 
they going to? What happened there? 
And why is this person doing that? So 
nosey, it’s unbelievable. (Participant 
#4, female)

Theme 4: There are concerns regarding 
technology ownership and connectivity  
in rural communities 

Participant perspectives were mixed regard
ing access to technology, cellular recep-
tion or data and phone minutes needed to 
access ORHA in rural communities. 
Participants were split on whether rural 
PWUS were more or less likely to have 
technology compared to those in urban 
settings. Specifically, there existed a fear 
that technology was too easy to sell in 
exchange for substances, leading to situa-
tions in which the technology needed for 
improving safety would be absent when 
people were at their most vulnerable.  

I think if somebody can afford a 
phone, they can have a phone and 
keep a phone without selling it for 
drugs, I think it would be a really 
good thing. That’s another thing, too. 
Do they have minutes? Can they call 
anybody? (Participant #9, Indigenous 
female)

In addition, a few participants raised con-
cerns about data privacy and data protec-
tion while using the various ORHA. 

Theme 5: General harm reduction 
awareness and availability are often 
limited in rural communities 

Awareness of and access to harm reduc-
tion resources in rural communities was 

highlighted as being particularly challeng-
ing. One of the most frequently recurring 
barriers was the difficulty of obtaining 
transportation to certain harm reduction 
supports, particularly due to the absence 
of any public transit or professional driv-
ing services. This lack led to the necessity 
of relying upon community members or 
family rideshares, which rarely were 
offered freely or in a timely manner. Some 
participants were already offering free 
rides for those beginning their addiction 
recovery, as they had personally experi-
enced or observed the difficulty of making 
it to harm reduction service locations or 
attending recovery-oriented appointments. 

Like, it was so impossible. Like, I 
tried going to the hospital. I tried 
going to mental health services. And, 
like, all they said was, you got to go 
to Grand Prairie to this place. So I 
knew this magical place in Grand 
Prairie existed, I just didn’t have any 
way to get there. (Participant #7, 
female)

Participants usually felt that they had 
fewer harm reduction service options than 
in urban areas. The most commonly listed 
harm reduction services were pharmacies 
providing sterile equipment or replace-
ment medication treatment, followed by 
small community health centres contain-
ing minimal addiction resources. Some of 
the communities were said to have no 
resources at all or participants were unfa-
miliar with any resources in their area. 
Participants also highlighted that their 
personal harm reduction supplies often 
came from out of town via other mobile 
supply services, or they were provided 
conjointly with drug acquisition. Drug 
dealers would often provide harm-reduc-
tion supplies while selling substances. 
Other participants stated they would often 
stock up on harm-reduction supplies 
while visiting a larger community. ORHA 
as a harm reduction tool was seen as 
being a reasonable adjunctive option to 
ensure safety. 

Though neither stigma nor ideology in 
smaller communities was seen as a barrier 
to implementing or using ORHA, stigma 
was still seen as a barrier in increasing 
general awareness of the service: 

Well, I wish I had more info I could 
hang up in the community, but I 
don’t know how the people would 
take it. It’s—some people would 

accept it, and then there’s other peo-
ple are, like, “What? Why are you 
bringing that kind of negativity?” ... 
Like, it’s not negativity—I think it’s 
just trying to help people from 
OD’ing, but ... our community is always 
divided. (Participant #5, Indigenous 
male) 

I know that being in a small commu-
nity there is this huge stigma around 
that, say you needed Narcan and 
clean needles, to go into the hospital 
and ask for that there. I’ve heard that 
it’s a very tough situation because a 
lot of the nurses over there will look 
at the person and just be like, “Well, 
you know, there’s that person.” 
(Participant #4, female) 

Additionally, participants felt that town or 
community approval might be required to 
disseminate advertisements on controver-
sial topics such as harm reduction, which 
could further limit awareness of these ser-
vices. It was felt that advertising harm 
reduction in some communities was 
essentially admitting that there was a 
problem in their community, which makes 
the community “look bad.” Despite this, 
several suggestions were made regarding 
increasing general awareness of the 
service: 

I think I’m going to make a flyer and 
hang it in my community centre … 
right at the door. They got a big bul-
letin board. They hang everything. I 
put one there—I put one all over so 
they could see it, because if I could 
save a life, that’d be great just from 
… them copying that [NORS hotline] 
number. (Participant #5, Indigenous 
male) 

Social media was another outlet seen as 
being reasonable for helping to create 
awareness of the service, especially as the 
participants believed that it would require 
less authorization and approval from local 
authorities. Many participants noted that 
the smaller communities did not have 
their own dedicated web pages and 
instead used the pages of nearby, larger 
communities to share information.  

The town of [redacted] has a [Facebook] 
page where they post things going on 
around, right? Stuff like that. (Par
ticipant #7, female) 
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Theme 6: There are unique social 
implications surrounding substance use 
and harm reduction for rural Indigenous 
PWUS

Over half of our participants identified as 
Indigenous or being from Indigenous 
communities. Most of the Indigenous par-
ticipants shared experiences similar to 
those of non-Indigenous participants, such 
as transportation barriers and lack of harm 
reduction resources in town or nearby. 
Indigenous participants highlighted expe-
riences of community stigma and the 
effectiveness of lay responses, impacted in 
part by their Indigenous culture, kinship 
and community bylaws.

All participants shared that substance use 
was often seen as a failure, and was fre-
quently hidden due to shame, fear or other 
internalized negative feelings. Indigenous 
participants expressed pressure to conceal 
substance use to avoid feeling shame in 
their community, the consequences of 
which could impact obtaining community 
leadership positions such as chief and 
council positions. Participants referred to 
bylaws entrenched and enforced in some 
Indigenous communities that evict com-
munity members who are deemed to be 
contributing to the substance use prob-
lem, which can lead to cycles of substance 
use and increased movement between 
multiple communities.  

A lot of them get kicked out, and then 
they live on the streets in [small 
town], and then claim to get clean, 
and then they come back into the 
house, start stealing again, get kicked 
out. (Participant #5, Indigenous male) 

The fear of one’s home being labelled as a 
house where substance abuse occurs is a 
barrier to establishing a network of in-
community lay responders; their vehicle 
in the driveway may be noticed by family 
or community members. The professional 
and societal consequences of the stigma 
may outweigh the benefits of ORHA. 
Additionally, establishing a lay response 
network without the inclusion of Indigenous 
community leadership could have nega-
tive implications, especially if they are 
supporting previously evicted community 
members.  

I would think, you know, that should 
be an actual thing where people with 
actual experience and knowledge in 
saving people in this aspect has really 

benefits. Like, so many people now 
that have OD’d since my [female rela-
tive 2] and I have been evicted and 
banished from our home reserve. 
There’s been so many deaths there. 
(Participant #9, Indigenous female)

Although it did not reach thematic satura-
tion, participants expressed concern about 
racism compounding stigma, which could 
lead to decreased adoption of ORHA:  

I’ve heard it all. I’ve been in ambu-
lances where they think I’m uncon-
scious and they’re talking about the 
“Indians” of [small town] and how 
it’s so annoying to drive way out 
there to help somebody. Yeah. I know 
it has to do with the colour of my 
skin. (Participant #5, Indigenous male)

Discussion 

Our evaluation demonstrates a complex 
interplay between the need for harm 
reduction resources such as ORHA in rural 
communities, and the difficulties in imple-
menting them and increasing awareness 
and use of the program due to geographic 
practicalities, stigma, technology infra-
structure and cultural complexities. Several 
key messages emerged, with implications 
for program implementation and public 
health policy. 

All participants acknowledged the general 
barriers to obtaining harm reduction sup-
port in rural communities, highlighting 
transportation issues and lack of service 
provision as two prominent concerns. 
Previous literature has highlighted these 
same barriers and demonstrated an 
increased risk of paraphernalia sharing, 
paraphernalia reuse and use of substances 
while alone.26 While ORHA may not yet 
mitigate concerns about risky parapherna-
lia use, they might help reduce risks asso-
ciated with using substances alone. 

Nonetheless, concerns about EMS arrival 
times, stigma from EMS services, and res-
cue services getting lost while being dis-
patched have been seen in the literature. 
One retrospective study conducted across 
the United States showed that emergency 
medical service response times in rural 
areas are nearly double those seen in 
larger urban settings.27 Awareness of the 
limitations of EMS response in rural com-
munities should be appropriately commu-
nicated to PWUS using ORHA, and efforts 
to reduce delays in overdose response in 

these communities should be made. Though 
establishing community-based lay respond-
ers has been shown to be a viable strat-
egy,28 it is also seen as challenging to 
implement in rural and remote communi-
ties due to fears of burnout, lack of 
community-based responders or relapse 
among peer responders. 

Participants expressed some concerns around 
data collection and surveillance from 
ORHA. Within the context of rural com-
munities, people are often more mistrust-
ing of the government, and therefore may 
not want to use government-sponsored 
services.29 In Canada, various ORHA have 
different operation and funding models, 
with some providing direct operational 
support and funding, some providing only 
government funding and some being pri-
vately funded and operated.19,30

The importance of family was a unique 
theme not seen before in previous litera-
ture around rural harm reduction. Family 
not only motivated PWUS to stay in their 
communities but also impacted their will-
ingness to seek support for their substance 
use, whether harm reduction or treatment, 
due to the risk of stigma and harm to their 
family’s reputation. All participants shared 
the theme of bringing shame to one’s fam-
ily or community; however, the conse-
quences and impact differed between 
Indigenous and non-Indigenous commu-
nities. Recognizing that each community 
faces unique challenges to developing and 
managing substance use can lead to 
increased program success, suggesting the 
need for further education around sub-
stance use with a stronger focus on destig-
matization appropriate for the community 
of residence. 

Previous work has highlighted the loss of 
social capital and the stigma associated 
with rural substance use in pregnant women, 
ethnic minorities and rural environments 
in general.31-35 Because many of the partic-
ipants reported a family member as their 
primary designated lay responder (e.g. 
“My dad is just upstairs and checks in on 
me”), we believe that the family of PWUS 
will likely be a primary source of sym
pathetic and competent community lay 
responders, which could help return social 
capital to those disenfranchised by other 
stigmatizing forces. 

Access to harm reduction services in rural 
areas is limited in Canada and the US.36,37 
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The current distribution patterns of harm 
reduction supplies in rural communities 
(through official channels such as phar-
macies and unofficial channels such as 
dealers and peer community sharing) 
were discussed and could be a vehicle for 
disseminating information on ORHA. Post
ers and social media were also considered 
reasonable strategies to disseminate infor-
mation regarding these strategies; how-
ever, this messaging may not be permitted 
within communities with particularly stig-
matizing attitudes towards substance use. 
Because almost all of the participants 
either had a naloxone kit, planned to 
obtain one or helped distribute them to 
others in their community, the use of 
stickers or other promotional materials 
within naloxone kits could potentially 
promote or remind PWUS to use ORHA.38

Both interpersonal and structural racism 
and discrimination were additional layers 
of stigma highlighted by Indigenous par-
ticipants, which is aligned with other 
research.39 Interpersonal racist attitudes 
towards racialized people, including 
Indigenous PWUS, are well documented 
in the literature,40 and the development of 
substance use disorders is linked to rac-
ism.41,42 Furthermore, Indigenous inter-
viewees indicated that racism was a 
barrier to the use of ORHA, a finding con-
sistent with previous work that has shown 
that racism is a barrier to calling 911 in 
overdose situations.43 Antiracist approaches 
are needed at all levels, including among 
first responders, to address these barriers.44,45 

While many other instances of structural 
or institutional discrimination were dis-
cussed by participants (such as lack of 
community economic development or 
infrastructure improvements to road sys-
tems) and have been noted in the 
Canadian literature,46 they are beyond the 
scope of this paper. Our study highlighted 
how in Indigenous communities there are 
sometimes discrepancies between the 
legal and physical home address, which 
can cost precious minutes during an emer-
gency response. Seen through an advo-
cacy lens, it would be prudent to improve 
addressing in these areas to reach national 
parity.  

Our study highlighted participant con-
cerns regarding the ability of emergency 
medical services to locate clients within a 
reasonable time frame. While one of the 
most immediate concerns discussed by 

participants was giving EMS more specific 
information about how to reach a client, 
another option would be for EMS to use 
ambulance GPS technology in concert 
with smartphone technology. GPS units 
have been shown to significantly reduce 
EMS response times for motor vehicle col-
lisions, which usually occur on a roadway, 
by one minute.47 Some ORHA are directly 
connected to provincial EMS and enable 
sharing of GPS coordinates; future studies 
should examine whether these services 
may enable more rapid responses to indi-
viduals who have suffered an overdose 
event. 

Another participant suggested that build-
ing a network of spotters and responders 
could enable greater connections and 
more peer-based support within smaller 
communities, possibly improving the 
community’s overall wellness. While lay 
responders would likely benefit a commu-
nity, it is imperative to consider the legal 
implications of reliance on lay responders 
under the Good Samaritan Drug Overdose 
Act48 in order to protect both harm reduc-
tion services and the lay responders. In 
Indigenous communities, ORHA will likely 
need to consider community bylaws when 
connecting lay responders to avoid legal 
or cultural conflict arising from both 
assisting or being assisted by a person 
who is currently banished from the 
community.49-51

Another important aspect of ORHA high-
lighted by participants is the potential risk 
for PWUS to increase substance use while 
using these harm reduction services, due 
to perceptions of decreased risk associated 
with their use. Previous studies have 
shown that PWUS tend to underestimate 
the risk of overdose.52,53 In contrast, stud-
ies of in-person supervised consumption 
sites note that there were no increases in 
harmful substance use in conjunction 
with using these harm reduction facili-
ties.54 This makes it difficult to conclude 
the effectiveness of ORHA for rural popu-
lations. Future studies should examine 
any potential changes in substance use 
patterns, both pre- and post-service use, 
in addition to any potential increased risk 
of overdose mortality in rural settings due 
to delayed response times. 

Access to technology was presented as a 
barrier to the operation of ORHA in rural 
settings. Previous research on PWUS in 
downtown Vancouver noted that only 

45% of individuals accessing supervised 
consumption services have access to 
mobile phones.55 While this number may 
not represent PWUS in rural settings, it is 
important to note that the digital divide 
likely persists within these communities. 
Reducing the digital divide for these com-
munities may not only help to reduce bar-
riers to harm reduction through ORHA but 
also through other internet-based services, 
such as mail-order harm reduction pro-
grams,56,57 social supports and treatment 
programs such as Alberta’s virtual opioid 
dependency program.56

Strengths and limitations 

Our study has several main strengths, 
including furthering knowledge of sub-
stance use and attitudes towards harm 
reduction in rural, remote and Indigenous 
communities in Canada. The results, how-
ever, should be interpreted in the context 
of a few limitations. While we focussed on 
a variety of rural PWUS, it should be 
noted that there was great heterogeneity 
among the types of rural communities 
within the study sample, and thus our 
results may not be generalizable to every 
community.58 All respondents in our study 
had access to cell phones and technology, 
so their responses would represent a sub-
population of rural PWUS. Our recruitment 
methods tended to favour individuals 
already accessing harm reduction resources 
or treatment services, and we did not 
engage with individuals who did not have 
access to any supports. Many of the 
respondents were from British Columbia 
and Alberta, and their perspectives may 
not be generalizable to the rest of Canada. 

Conclusion 

The interviewed members of rural, remote 
and Indigenous communities suggested that 
ORHA could be a lifesaving and socially 
appropriate harm reduction resource, par-
ticularly as substance use stigma was per-
ceived to be more intense in these 
communities. Most participants viewed 
ORHA as being safer than using sub-
stances alone and were hopeful that a com
bination of both EMS and in-community 
layperson rescues could save lives. ORHA 
should adopt the following features in 
rural settings: training in understanding 
rural addressing and rural (often informal) 
navigational strategies; factoring in adverse 
weather when describing potential wait 
times; and working to establish lay-
responder allies in communities (with 



479 Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and PracticeVol 44, N° 11/12, November/December 2024

proper mental health support and legal 
protection) to help mitigate the longer 
EMS arrival times while at the same time 
striving to provide anonymous and dis-
creet services that protect the privacy of 
PWUS. Lastly, technology ownership and 
cellular connectivity were highlighted as 
continued barriers to access for PWUS 
within these communities. 
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