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Abstract
Most states in the US have implemented Good Samaritan Laws (GSLs) that provide legal protections for
anyone calling law enforcement and �rst responders trained to administer naloxone and reverse
overdoses. Despite these laws, some bystanders are reluctant to call the authorities, prompting requests
to increase naloxone access and administration training among lay persons. This study examines the
perceptions of emergency �rst responders in a frontier and remote (FAR) state to understand their job
responsibilities and perceptions of layperson naloxone administration training. This study includes 22
interviews with law enforcement, EMS and/or �re personnel, members of community organizations
responsible for responding to opioid overdoses. The study �nds widespread support for layperson
naloxone training and administration throughout Montana due to rural �rst responders’ inability to meet
the needs of residents and an overall lack of resources to address substance use. This study adds to the
literature because of it focuses on �rst responders in a frontier and remote area (FAR) that would bene�t
from layperson naloxone education and administration training due to its geographic expansiveness and
the area’s overall lack of resources. A harm reduction approach that trains laypeople to administer
naloxone might be FAR residents’ best chance for survival after an opioid overdose.  

Introduction
In 2017, nearly 50,000 Americans died from an opioid overdose (OD) (National Institute on Drug Abuse,
2020), prompting the U.S. Department of Health and Human Services to declare the opioid epidemic a
national public health emergency (Johnson & Wagner, 2017). The problem has remained severe, as the
likelihood of dying from an accidental opioid overdose was higher than the possibility of dying in a car
accident in 2019 (National Safety Council, 2019). By 2017, every state passed legislation increasing
access to naloxone, an opioid antagonist effective in reversing the effects of an overdose and reducing
the rates of fatal OD including death, to curtail the risk of overdose (Maxwell et al., 2006; NCSL, 2017;
Parker et al., 2018; Seal et al., 2005; Walley et al., 2013). 

The expansion of naloxone (common brand name Narcan) across law enforcement agencies and �rst
responder organizations has signi�cantly contributed to increased use and access to naloxone (Lurigio et
al., 2018). In 2013, the U.S. National Drug Control Policy center urged all law enforcement agencies to
carry naloxone due to the likelihood of them responding to overdose calls before paramedics arrive
(Botticelli, 2013). This action prompted a series of studies on law enforcement o�cers’ (LEOs) views of
overdose and naloxone administration. Some studies describe police o�cer stigma of victims as the
most common barrier facing the implementation of naloxone programs intended to help overdose victims
(Formica et al. 2018; Gnann 2019). The frequency with which o�cers and �rst responders answer calls
may result in burnout, helplessness, and compassion fatigue (Saunders et al. (2019), and in�uence their
support or opposition to naloxone expansion and administration. Carroll et al. (2020) found that
compared to o�cers who had not responded to any OD calls, those who responded to OD calls weekly
and even monthly, were signi�cantly less likely to endorse OD response efforts, while o�cers in Green et
al.’s (2013) study described responders’ decreasing empathy for drug users. Haug et al. (2016) found and
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argued that these negative sentiments were less common among police o�cers than previous research
demonstrates.  

Despite the push to equip �rst responders with naloxone to address overdose deaths, laypeople and
active drug users report a reluctance to call 911 due to stigma and legal repercussions (Pollini et al. 2006;
Watson et al. 2018; Davis et al. 2013; Lankenau et al. 2013; Straus et al. 2013). To counter this reluctance,
states enacting Good Samaritan Laws (GSLs) that provide overdose victims and witnesses immunity
from prosecution for the possession of controlled substances and/or drug paraphernalia when they
report an overdose in good faith (Davis & Chang, 2016; Koester et al. 2017). GSLs increased engagement
among �rst responders and reduced the rates of fatal OD (Carroll et al., 2018a; McClellan et al., 2018;
Nguyen and Parker, 2018; Rando et al., 2015). However, despite the intentions of GSLs and positive
effects of these laws, laypeople and drug users remain hesitate to call 911, fearing repercussions from
police response (Bohnert et al., 2011; Davidson et al., 2002; Tobin et al., 2005). This continued reluctance
to call �rst responders has prompted calls for laypeople and people who use illicit drugs to receive
naloxone to reduce administration time and increase administration (Neale et al. 2019). 

People who use illicit opioids can be trained to properly administer naloxone for opioid overdoses; thus,
opioid education and naloxone distribution programs that provide take-home naloxone rescue kits (NRKs)
can reduce opioid overdose death rates (Co�n and Sullivan 2013; Neale et al. 2019; Walley et al. 2013).
The stigma ascribed to opioid users may deter those who need naloxone from taking it home (Bazazi et
al. 2010). As Albert (2011) demonstrates, most drug users fall into a grey area between low and high-
dose opioid users, and Bailey and Wermeling (2014) �nd that people prescribed high doses of opioids are
more receptive to naloxone education than illicit opioid abusers. Other factors motivate lay people to
support take-home NRKs, such as knowing someone who experienced a fatal or non-fatal overdose
(Watson et al. 2018) and being politically liberal (Calabrese and Bell 2019).  

This study draws on Bessen et al.’s (2019) conclusion that multiple points of naloxone access in
communities (especially rural communities) and among �rst-responders may be the most effective set of
strategies for decreasing fatal overdoses. The present study examines emergency �rst responders’
perceptions of take-home NRKs for laypeople in rural Montana. This study adds to the literature because
of its focus on rural, Frontier and Remote Areas (FAR), and its examination of naloxone expansion in FAR
areas which lack substance abuse treatment and mental health care more than other areas (Andrilla et al.
2019; Green et al. 2021; Rosenblatt et al 2015). This study is the �rst that we know of to examine the
unique challenges facing emergency �rst responders in rural America during the opioid epidemic, and �rst
responders’ perspectives on the need for naloxone training and administration among laypersons.  

Methods

Recruitment/ Data Collection/Sampling
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The sample for this study was drawn from all 56 counties in Montana. The present study was part of a
larger project supporting Montana’s Behavioral Health and Developmental Disabilities Division which
oversees naloxone distribution via the State Opioid Response (SOR) grant program from the Substance
Abuse and Mental Health Services Administration (SAMHSA). Priority was given to counties that had
received naloxone via a standing order with the state, and that had a population above 1,000 people—40
out of 56 counties in Montana were included in the �nal analysis.  

A primary contact list was created by the project team, with contact information being gathered from a
list of individuals including: (1) those trained as a naloxone master trainers, (2) law enforcement
agencies, and (3) EMS service providers. Contact was made via email or over the telephone. Study
participant recruitment was challenging, both due to the limitations on recruitment brought about by
COVID-19 (mainly, inability to do in person recruitment) and the nature of rural, volunteer EMS and �re
department sta�ng. In many cases any tele-recruitment efforts were not guaranteed to reach the
respective departments. Without access to the phone numbers of volunteers, we were unable to contact
individuals within many of the intended counties. 

The �nal study sample included 22 interview participants. Eleven of the interviews were with members of
law enforcement, eight were with EMS and/or �re personnel, and three were with community
organizations. The interviews for this study were audio recorded, transcribed verbatim and coded by two
members of the research team (Creswell 2007). To ensure coding reliability two coders resolved
discrepancies through a “negative case analysis,” whereby researchers re�ned the working hypothesis in
the context of negative and discon�rming evidence to ensure all patterns �t the study’s conclusion (Ely et
al. 1991; Miles and Huberman 1994). 

This study was part of a broader evaluation of STR and SOR funding in Montana. Montana’s Department
of Public Health and Human Services identi�ed emergency �rst responders as key informants, and
naloxone training and administration as a special topical area for research. The larger study sought to
understand emergency �rst responders’ perceptions of substance abuse treatment and harm reduction
measures, such as naloxone, within Montana. The study was submitted to Western IRB for approval and
received an exempt status (Approval #: 13093595). All interviews were completed with each participant’s
consent, performed con�dentially, and all information for this study is reported anonymously.  

Analysis  
Initial coding allowed us to “remain open to all possible theoretical directions indicated by [. . .] the data”
(Charmaz 2006: 46). Through initial coding the coders identi�ed “Challenges” as a prominent pattern
facing emergency �rst responders who administer naloxone in Montana. Then, during a second stage of
focused coding, coders established the categories “Distance” and “Lack of Resources” which helped to
clarify the challenges facing emergency �rst responders. From here we further coded Distance and
noticed the sub-category (1.) “lack of emergency �rst responders.” We also coded Lack of Resources for
the sub-categories (i.) “lack of emergency �rst responders” and (ii.) “lack of treatment options.” Through
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focused coding we were able to understand how these categories systematically interrelated as
challenges for �rst responders and resulted in support for training laypeople to administer naloxone
(Corbin and Strauss 2008: 55)       

 

Results

Distance 
The distance �rst responders must travel to service calls and to administer naloxone emerged as the
most consistent theme among interview participants in Montana’s rural and populated counties. For
example, one rural EMS provider states: “Distance. Yeah. We are such a rural county; we have one
ambulance station, and we cover about 2000 square miles. So, time and distance to be able to get to a
patient is sometimes very di�cult.” This theme was present among all types of �rst responders; for
example, a county deputy recounts: “Law enforcement, our agency, we are very far from a lot of our calls.
It's not uncommon for us to have a 30-minute, 40-minute runtime to our location. We are, by far, the
quickest and fastest unit, but we're spread out.” Distance in a frontier and remote setting presents other
challenges for �rst responders, such as which calls to prioritize:  

I would say probably for us, obviously distance. We are the sole ambulance for the county and it's like
12,000 people and almost 4,000 square miles. Depending on the road, if you get off the pavement even
on nice high grade county roads, it might take us two or three hours to reach the edge of our county,
depending on how you're getting there. [. . . ] Often the helicopter coming out of Billings can beat us. [. . .] I
would say for overdoses, it's the access to law enforcement. We don't have that much law enforcement
and we don't have enough staff and they're so busy and often understaffed that they're not truly able to
go to every call like that before us and clear all of those.  

This participant describes a vast service area that an emergency helicopter out of Billings can cover
quicker than ‘local’ �rst responders. In addition, �rst responders rank the most urgent calls, only
responding to a select few due to distance and travel time for service.   

First responders in Montana’s most densely populated areas were not exempt from di�cult routes and
long travel times for service. For instance, one urban EMS provider recounts: “And just because of the



Page 6/15

highways and the distances in Montana, we respond to some really faraway places that are probably...
We call them ‘dead zones’ where there's just not a lot of responders available.” Based on our interviews
with �rst responders, much of Montana could be classi�ed as a ‘dead zone’: a geographically isolated
area with a persistent lack of services. Further complicating their job, Montana’s emergency responders
are assigned large coverage areas that strain their modest crews. One rural EMS participant states: “On
our normal shifts we have a four-man crew, but sometimes faced with vacation and comp and that kind
of stuff. We may have a three-man crew and running a three-man crew on an unresponsive [overdose]
patient … you need more people.” Emergency responders in Montana report covering large swaths of the
state, often understaffed to deal with the challenges they face.  

Lack of Resources
The large service coverage areas that �rst responders patrol interrelates with the overall lack of available
resources across Montana’s vast landscape. For instance, Montana lacks treatment and recovery
programs in rural areas which forces residents to travel long distances for services. One rural county’s
EMS director stated: “Access to substance abuse treatment and mental health…I mean, we don't have
resources here. The only behavioral health unit close by is often full.” Montana’s frontier and remote
counties lack vital services and rely on those offered in Montana’s, often distant, more densely populated
areas. Figure 2 displays the number of MOUD providers by county in Montana, noting that 42 of
Montana’s 56 counties have 2 or fewer waivered providers for prescribing Buprenorphine. 

A law enforcement o�cer in one rural county notes:  

I don't know if you could ever have enough [treatment] resources. But being a small community where
there's not a ton of resources, I know the clinic has kind of a MOUD program. We do have drug court here
through district court that the sheriff sits on. So we try to do things, but like AA has fallen off a lot. You
don't see the AA meetings or the NA meetings as much. I think we went from three or four meetings every
week to having trouble �nding one meeting in our area every week. So stuff like that's fallen off. I think
just when you're in a smaller community, there's just not ever going to be enough resources to get people
in to, and they're going to have to travel to bigger areas. Like for us, it would be Great Falls or Kalispell
where there's going to be more resources available.

Participants in rural counties rely on urban centers that have more available resources, but those
resources are often unable to handle the demand within and across counties. A law enforcement o�cer
in an urban county states:   

You could interview o�cers daily who, somebody is on drugs and they want to get treatment right now.
And we all know that if you have an addict who needs treatment or wants it, right now, when they're
willing is the best thing in the world. And our guys will call up there and they're like, "Yeah, we don't have
any beds." And so, we got nowhere to take them. 
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A �re�ghter working in an urban and wealthy county states:  

We have a lack of social services in [Name] County. To include what you're asking, also mental health,
those prevention programs and things like that, I don't think we're a big enough community yet to have all
the resources that we need, and that's going to continue to be a bigger and bigger problem as the county
grows as fast as it is, and we see it all the time in different scenarios, not just drug abuse, but mental
health is another one. Our geriatric patients or our older patients, we just lack social services, and our
homeless community, there aren't a lot of resources, and we don't even have a homeless shelter that's
open year-round. We don't have a homeless shelter that's open 24 hours a day. I mean, we're just not there
yet. There's a lot of services that we need that we just don't have yet. So, I guess just as a citizen, I would
say no. There's probably not enough resources for drug abusers. 

Montana’s emergency responders, regardless of their service area’s population density, describe a lack of
mental health and treatment resources. The dearth of services contributes to �rst responders’ support for
training laypersons in naloxone administration.  

Community Training  
This study’s interviewer asked emergency responders whether they supported or opposed training
community members in naloxone administration. Only one of the twenty-two participants outright
objected to training and providing naloxone to community members, while some supported training
certain community members, and others supported training every willing resident. A rural law
enforcement o�cer states: “I think it would have to be selective. Some providers, that would bene�t from
the Narcan training [would be] mental health people that we have here in town because that's, like I said
before, it kind of coincides with some mental health issues.” An EMS director in another rural county
agreed: “When we have a person that we've identi�ed as being at risk of overdose, having some key
people that are frequently around that patient or person, I think [the targeted training] would be the best
use of resources.” Some respondents felt training individuals closest to those at risk of overdosing was
the most e�cient way to ensure naloxone was within reach of an overdose victim; however, other
participants questioned this tactic, especially in rural areas where community members would be
unwilling to identify as drug users or individuals with high-risk contacts. One rural law enforcement o�cer
captures this sentiment: “I just don't think that there would be a big turnout for the people that would be
the most at risk because they wouldn't want to put themselves out there.” This participant alludes to the
stigma associated with identifying oneself as high-risk in rural communities in Montana, suggesting that
the targeted approach recommended by previous participants might not work in some areas. 

To circumvent the challenges with training select community members, respondents viewed the
pandemic, and the distances emergency �rst responders need to cover as a justi�cation for training
laypersons who lack a direct connection to drug abusers. A member of the Montana Department of
Justice states:   
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[Narcan] should just be available to all walks of life because... Not only to people that can afford it since...
But all the way down to people that are struggling, that they could have an opportunity to be administered
or given Narcan so that they could use it because they have family members and loved ones that could
be and are addicted to opioids. And it could be lifesaving for them at some point as well. 

The previous respondent describes that training laypeople in a rural state like Montana, where �rst
responders are faced with vast coverage areas and lengthy response times, can save lives. Other �rst
responders who support training community members equate naloxone administration training to other
forms of �rst aid trainings, such as CPR and AED training. For example, one rural law enforcement o�cer
states: “It never hurts. It's the same thing as giving them CPR training, AED training. You hope they never
have to use it, but if they did, at least they'd be con�dent in using it.” An urban �re�ghter echoed the
previous participant: “I teach CPR classes [to the] general public. My opinion on the matter is yes, and
whether it's stop-the-bleed classes, or CPR, or Naloxone, or anything like that. I think there's always a
bene�t there.” The distances emergency �rst responders cover in Montana and the lack of resources
within communities affects participants’ attitudes toward the potential for training and administering
naloxone among laypersons. Some may argue that the need for basic �rst aid training and naloxone
administration in rural areas far exceeds the need in more densely populated areas with access to
resources; however, participants in this study regard all of Montana as underserved and layperson
training would bene�t residents throughout the state.  

Discussion
This study is the �rst that we know of to examine the unique challenges facing emergency �rst
responders in rural America during the opioid epidemic, and the �rst to capture responders’ perspectives
on the need for naloxone training and administration among laypersons in a FAR state. This study
illuminates the need to train laypersons to administer naloxone in FAR states because opioid education
and naloxone distribution programs that provide take-home naloxone rescue kits (NRKs) reduce opioid
overdose death rates (Co�n et al. 2013; Walley et al. 2013). Emergency responders in this study describe
the vast distances they serve, and express frustration at the lack of addiction treatment resources in rural
Montana. Participants echo national data from 2018 which showed that too few (only 42%) substance
use treatment facilities offered medications for OUD (U.S. Substance Abuse and Mental Health Services
Administration, 2019), and many of these treatment centers are concentrated in urban areas, which
results in long wait times for admission and leaves rural patients underserved and at risk (Andrilla et al.
2019; Green et al. 2021; Oser et al. 2011; Rosenblatt et al. 2015). Emergency responders in this study
express frustration with the lack of drug treatment options and lengthy waitlists that block access to
treatment medications in Montana (also see Carroll et al., 2018b; Fox et al., 2015; Parran et al., 2017),
whereas previous research documents that law enforcement o�cers express feelings of futility and
frustration with their current overdose response options (Green et al. 2013). Other studies report police
stigma as the most common barrier to connect OD survivors with treatment programs (Formica et al.
2018); however, in Montana, the lack of treatment programs themselves constrained responders’ ability to
connect drug users to recovery. Emergency responders expressed support for training laypersons in
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naloxone administration but also viewed this course of action as futile due to a lack of treatment
programs that can change an addict’s behavior. The geographic barriers and excessive demands placed
on an already strained provider network prevent the expansion of opioid treatment in rural areas (Green et
al. 2021), and �rst responders respond to the population effects and insu�cient treatment capacity in
their own line of work (Carroll et al. 2020). The present study elucidated a belief that naloxone does not
address underlying issues of addiction (see Bessen et al. 2019) and underscores the state’s inability to
address the problem due to the lack of resources in Montana. A harm reduction approach that trains
laypeople to administer naloxone might be FAR residents’ best chance for survival.  

Conclusion
FAR areas would bene�t from more expansive naloxone distribution and training due to their lack of
resources and reliance on the resources located in their states’ more densely populated and wealthy
areas. Multiple points of naloxone access—through layperson and �rst-responder networks—would
bene�t FAR residents (Bessen et al. 2019); however, future research must explore ways to expand
naloxone education and administration among opioid users hesitant to take naloxone home due to
stigma (Bailey and Wermeling 2014; Bazazi et al. 2010). Ensuring anonymity among laypeople and
former opioid users may increase their willingness to receive naloxone training, but practitioners must
reconcile this with residents’ need to know who possesses naloxone during an emergency. Future
research should also address one of this study’s limitations: �rst responders in FAR areas might be too
preoccupied with the overall lack of resources to consider naloxone administration as an effective tool for
harm reduction. Therefore, future research on naloxone should continue to examine FAR areas and the
resources available to �rst responders and residents. 
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Map of study participants
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