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Abstract 

Background:  Opioid overdose epidemic is hitting record highs worldwide, accounting for 76% of mortality related 
to substance use. Take-home naloxone (THN) strategies are being implemented in many developed countries that 
suffer from high opioid overdose death rates. They aim to provide overdose identification and naloxone administra-
tion training, along with THN delivery to opioid users and others likely to witness an overdose incident such as family 
members and peers. However, little is known about such measures in low- and middle-income countries (LMIC), 
where opioid use and opioid-related deaths are reportedly high. This systematic literature review aims to examine the 
distribution of THN in LMIC, review studies identifying barriers to the implementation of THN programs worldwide, 
and assess their applicability to LMIC.

Methods:  The literature was searched and analyzed for eligible studies with quality assessment.

Results:  Two studies were found from LMIC on THN programs with promising results, and 13 studies were found on 
the barriers identified in implementing THN programs worldwide. The main barriers to THN strategies were the lack of 
training of healthcare providers, lack of privileges, time constraints, cost, legislative/policy restrictions, stigma, fear of 
litigation, and some misperceptions around THN.

Conclusions:  The barriers outlined in this paper are probably applicable to LMIC, but more difficult to overcome 
considering the differences in their response to opioid overdose, their cultural attitudes and norms, the high cost, 
the waivers required, the legislative differences and the severe penalties for drug-related offenses in some of these 
countries. The solutions suggested to counter-act these obstacles can also be more difficult to achieve in LMIC. Fur-
ther research is required in this area with larger sample sizes to provide a better understanding of the obstacles to the 
implementation, feasibility, accessibility, and utilization of THN programs in LMIC.
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Background
The opioid epidemic is alarming in many countries with 
record drug-related death rates. Opioid misuse is highly 
prevalent in North America, Europe, East and South 
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Asia, North Africa and the Middle East [1–3]. Several of 
the Islamic and Arab world countries and the Middle-
Eastern countries have opioids as the primary drug of 
choice among persons treated for substance use prob-
lems with 94.9% of the drug using population in Syria 
using opioids, 64.3% in the United Arab Emirates, 42.7% 
in Egypt, 41% in Oman, 38.5% in Lebanon, 31.2% in 
Kuwait, 8.1% in Saudi Arabia and 3.6% in Jordan [1, 2].

Iran, Pakistan, Iraq, Qatar and the United Arab Emir-
ates were the main countries that saw an increase in 
heroin use in 2015 and 2016 [1]. This increase was linked 
to the expanding of heroin trafficking from Afghanistan 
to these countries. Other countries such as Saudi Ara-
bia, Jordan and Israel saw stabilization in heroin use, as 
stimulants are playing a larger role in these countries 
currently. On the other hand, some countries in East and 
South-East Asia saw a decline in heroin use in 2016 such 
as China, Indonesia, Thailand, the Republic of Korea and 
Hong Kong [1].

In one year, from 2016 to 2017, global opium produc-
tion increased by 65% to 10,500 tons in 2017, which’s the 
highest estimate recorded by UNODC. Opium yields 
from Afghanistan only reached 9000 tons, which was 
mainly the result of a gradual increase in poppy yields 
[1]. This has led to a huge increase in global opium pro-
duction, mixed with heroin or other drugs, by 65% from 
2016 to 2017 and by 120% since 2015 [1]. In 2016, the 
global seizure of pharmaceutical opioids such as trama-
dol, which is a prescription analgesic opioid for moderate 
to severe pain relief, was 87 tons, around the same as the 
amount of heroin seized that year [1].

In 2017, the percentage of world total seizures of opium 
in Asia was 98% from near and Middle East/ South-
West Asia with the highest percentage seized from Iran 
amounting to 80%. This was followed by 10% from Paki-
stan and thirdly 8% from Afghanistan. On the other hand, 
the percentage of world total seizures of heroin and mor-
phine was also the highest from near and Middle East/ 
South-West Asia countries, reaching 76%, with Afghani-
stan amounting for 33%, Iran 20%, Pakistan 19%, China 
6%, then followed by other regions such as the United 
States 5%, Turkey 4%, Bahrain 3%, and India 1% [1]. As 
a result, 92.8% of the drug using population in Afghani-
stan use opioids, 81.2% in Azerbaijan, 50.3% in Kazakh-
stan, 91.8% in Tajikistan, 95.1% in Turkmenistan, 57.4% 
in Kyrgyzstan, 51.8% in Uzbekistan, 83.0% in Myanmar, 
76.9% in Bangladesh, 95.1% in Armenia, 13.3% in Mon-
golia, 12.1% in Singapore, 82.1% in Sri Lanka, 37.9% in 
Malaysia, 58.6% in Turkey, 100% China and Israel, Mal-
dives 87.0% and 49.2% in India [1].

In Africa, opioids are the leading cause of drug-related 
mortality in a large number of countries such as South 
Africa, Kenya and the Seychelles. Opioids are also the 

primary drug among persons treated for substance use 
problems there, with 100% of the drug using popula-
tion in United Republic of Tanzania using opioids, 70.6% 
in Mozambique, 39.4% in Nigeria, 80.6% in Mauritius, 
11.5% in Eritrea, 18.8% in Ethiopia, 7.3% in Madagascar, 
5.1% in Morocco, 6.5% in Senegal, 45.0% in the Seychelles 
and 17.3% in South Africa [1]. This is likely reflecting the 
effect of heroin trafficking from South-West Asia along 
the southern route. In terms of pharmaceutical syn-
thetic opioids, tramadol is the drug of choice that’s being 
increasingly misused in West and North Africa and the 
near and Middle East in Asia. Global seizures of tramadol 
are now mostly reported from African countries account-
ing for 87% of the total global seizure of opioids in 2016; 
overriding countries in Asia, which previously had more 
than half the global seizures of opioids [1].

The rate of opioid users who overdose over a lifetime 
reaches up to 70% [4]. History of a previous overdose is 
a strong predictor of the possibility of subsequent over-
doses, and the risk increases with each overdose [5]. 
Other risk factors for overdose in people using prescrip-
tion opioids are high prescription doses, male gender, co-
prescription with other depressogenic medications (e.g., 
benzodiazepines), co-occurring psychiatric disorders and 
lower socioeconomic status [4, 6]. People who reinstate 
opioid use in the first few weeks following a period of 
abstinence are at a heightened risk of overdose as a con-
sequence of reduced or lost tolerance to opioids [4, 6, 7]. 
This can happen after a recent release from incarceration 
[4, 6], or a recent discharge from a controlled environ-
ment such as an inpatient or residential detoxification 
center [7], or cessation of medication-assisted treatment 
with opioid antagonists such as naltrexone.

Several mechanisms have been introduced to address 
the underlying causes of opioid overdose, such as moni-
toring opioid prescribing practices, restrictions and sanc-
tions on inappropriate opioid prescribing, monitoring 
and prohibiting inappropriate over-the-counter sales of 
opioids, and expanding the treatment of opioid depend-
ence to cover illicit and prescription opioid users world-
wide [6]. Some of the other measures to combat this 
problem are needle and syringe exchange programs. Of 
the 179 countries with evidence of injecting drugs, nee-
dle and syringe programs are known to be available in 93 
countries of them, which comprises 52% only [1]. Opi-
oid substitution therapy is another important treatment 
alternative; however, it is available in 86 countries only, 
which is 48% [1]. Besides, there are 79 countries imple-
menting both needle and syringe programs and opioid 
substitution therapy, which is 44% only, with only four 
of them (three in Western Europe and one in Oceania) 
providing high coverage of both needle and syringe pro-
grams and opioid substitution therapy [1].
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One of the main effective strategies to reduce the 
risk of fatal opioid overdose is the wider distribution 
of take-home naloxone (THN) kits to opioids using 
patients, their family members and peers [4, 5, 8, 9]. 
Naloxone has also been included in the WHO Model 
List of Essential Medicines [9]. Over the past 20 years, 
THN strategies have been implemented in many coun-
tries worldwide, providing naloxone training and 
overdose management education, as well as THN kits 
to opioid users and others likely to witness an opioid 
overdose incident [10]. Almost 3 in 4 of people who use 
heroin or inject drugs report that they have witnessed 
an overdose event, whether a fatal or a nonfatal one [1]. 
This shows that people who use drugs could have a vital 
role in preventing a fatal overdose.

Opioid overdose incidents usually occur in private 
homes and are mostly witnessed by a partner, a family 
member, or close peers [1], which further emphasizes 
the importance and necessity of THN program imple-
mentation worldwide, covering all countries affected 
by this epidemic. Educating patients, family members, 
and generally the layperson about the risk of opioid 
overdose and the use of THN is important to provide 
them with the knowledge and tools to deal with over-
dose emergencies confidently [11, 12]. Even if they 
were to administer naloxone to a non-opioid overdose 
case, naloxone would not be harmful, as it is known 
to be safe and will probably only cause a short-lived 
withdrawal period in case the receiver was an opioid 
dependent patient. In addition, naloxone should be 
readily accessible, whether intramuscular or intranasal 
formulation, for all emergency and medical staff as well 
as law-enforcement personnel [13].

Several studies have shown that THN programs are 
associated with decreased fatal overdose events among 
the at-risk population [14]. A study of 152,283 naloxone 
kits provided to laypersons from 1996 to mid-2014 in the 
United States recorded 26,463 opioid overdose reversals 
over these years [15]. Another study found that 9% of 
naloxone kits distributed are likely to be used in a peer 
opioid overdose reversal measure within the first three 
months of supply [16]. Nevertheless, this does not mean 
that the other 91% were wasted and could have been kept 
for future use. A systematic review revealed that one 
death was reported amongst every 123 opioid overdose 
patients who were administered with THN [17], while 
one fatal overdose was reported in every 20 overdose 
events by UNODC [18]. In a cost-effectiveness study 
of THN programs, they estimated that a distribution of 
THN reaching 30% of heroin users can prevent around 
6.6% of overdose fatalities [4]. This would amount to the 
prevention of 2,500 premature deaths in a population of 
200,000 heroin users [4].

Methods
Little is known about harm reduction measures such as 
THN distribution in the developing world or low- and 
middle-income countries (LMIC). Identifying barri-
ers to the implementation of THN strategies is essential 
to come up with an effective and practical change plan, 
which can be implemented in developing countries. One 
strategy can be investigating barriers to the implemen-
tation of THN programs worldwide, including coun-
tries that already have established THN distribution 
programs, and then assess their applicability to LMIC, 
estimating the barriers that can be shared between both 
worlds. The first aim of this study was to systematically 
review the scientific literature on the distribution of THN 
in LMIC, and the results found in terms of efficacy, num-
ber of THN kits used, and opioid overdose fatalities pre-
vented. The second aim was to investigate the barriers 
and obstacles identified to the implementation of THN 
programs worldwide.

Since a low number of studies were expected to be 
found, all empirical studies, cohort studies, and cross-
sectional analyses such as surveys involving the use of 
THN were included, as well as studies with small sam-
ples. Studies looking at other harm reduction strategies 
such as opioid replacement therapy were excluded. The 
studied population included all types of opioid users, 
whether illicit or prescription opioid users. Studies focus-
ing on family members of opioid users, peers, significant 
others, and laypersons were included as well. Articles 
were excluded if they just spoke about naloxone in gen-
eral without a focus on THN.

The search tools that were used were Medline/Pub-
Med, PsycINFO, and Google Scholar. The gray literature 
was explored as well. Virginia Commonwealth University 
library search tool was used to obtain full text articles. 
The main keywords used were (Naloxone), (take-home 
naloxone), (naloxone kits), (low-income countries), 
(middle-income countries), (poor countries), (developed 
countries), (developing countries), (Naloxone barriers) 
and (opioid overdose prevention) in various combina-
tions. Some of the countries known to have an opioid 
endemic with low- or middle-income were searched 
separately with (Naloxone) as well. The following MeSH 
terms were utilized: Drug Overdose/drug therapy, Drug 
Overdose/epidemiology, Drug Prescriptions, Drug Uti-
lization/trends, Narcotic Antagonists/therapeutic use, 
Naloxone/administration and dosage, Naloxone/thera-
peutic use, Narcotic Antagonists/administration and 
dosage, Narcotic Antagonists and Narcotics/poisoning.

The PRISMA chart [19] shown below was used to dem-
onstrate a simplified chart of the process of paper selec-
tion, inclusion and exclusion (Fig. 1). Some of the articles 
covering the barriers to THN strategy implementation 
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discussed other aspects of opioid overdose prevention, 
so they were partly eligible and included. All papers 
included were screened for the presence of any conflict 
of interest and for relevant IRB approvals [20]. The over-
all quality of each of the included studies was appraised 
using an adapted CASP checklist [20]. All studies 
included in this paper passed the CASP checklist.

Results
Take‑home naloxone in low‑ and middle‑income countries
Only two studies were found from LMIC on THN pro-
grams with the results of their implementation. None 
were found from Middle-Eastern countries. This in itself 
is a finding that points out to the lack of such interven-
tions such as THN in these countries, and hence the pau-
city of research on it.

The first paper was a cohort study in Kyrgyzstan and 
Tajikistan focusing on the number of kits reported to 
be received by opioid users or administered to others 

by them and the number of wasted distributed nalox-
one ampoules. This was calculated through brief sur-
veys upon returning of people who inject drugs for more 
ampoules [21]. And the second one was a randomized 
controlled trial based in Kazakhstan held in between 
2009 and 2013, and reported the use of naloxone in 
opioid overdose prevention and HIV/HCV prevention 
programs [22] However, they focused on other opioid 
use-related outcomes, and just reported the number 
of participants who used naloxone to reverse an opioid 
overdose or had someone else administer it to them [22].

The first study was published in 2011 and it looked at 
the usage and wastage of distributed naloxone kits [21]. 
The participants were 158 from Kyrgyzstan and 59 from 
Tajikistan. The participant reports showed that of the 
ampoules received in both pilot projects, around 46% in 
Kyrgyzstan and 78% in Tajikistan were used, and only 3% 
of these ampoules were wasted in both countries [21]. 
The low wastage rates show the high rate of utilization of 

Records identified through 
the database search

(n = 1,149)

Records after the removal of duplicates 
(n = 1,014) 

Records screened by 
title and abstract

(n = 569)

Records excluded 
(n = 445)

Full-text articles assessed 

for eligibility (n = 124) 

+ Studies extracted from 

references (n = 3)

Full-text articles excluded for
focus being on topics other than 

THN in LMIC (n = 26)  
and barriers to THN (n = 86) 

Total: (n = 112)

Studies on THN in LMIC included 

in qualitative synthesis

(n = 2)

Studies on barriers to the 

implementation of THN strategies 

included in qualitative synthesis

(n = 13)

Fig. 1  Adapted PRISMA Flow Diagram
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the distributed naloxone supply either by consumption or 
by being kept for future use, since a portion of the partic-
ipants from Kyrgyzstan reported keeping the ampoules 
for future use in addition to using some of them [21].

The second study was an RCT conducted between 2009 
and 2013 on 479 opioid users [22]. It was an evaluation 
study of the efficacy of a couple-based integrated Skills 
and Knowledge on Overdose Prevention (SKOOP) pro-
gram and HIV/HCV prevention intervention versus a 
general wellness promotion and overdose prevention 
program [22]. Naloxone administration training and dis-
tribution of THN was provided to both arms of the study 
through 5-session, and the results showed that 105 par-
ticipants used naloxone to reverse an opioid overdose or 
had someone else administer naloxone to them during 
the study period in both arms collectively [22]. All these 
cases were saved, except one case that was intoxicated by 
alcohol as well and eventually died. They also have a com-
mon but ineffective practice of injecting saline to reverse 
overdose in this region, which was noticed to be signifi-
cantly reduced in both arms [22].

Barriers to the implementation of THN strategies
A total of 13 papers were found on the barriers and 
obstacles faced in implementing THN programs 
worldwide. The studies were conducted between 2005 
and 2018 and were mostly from the US and the UK 
(Table  1). The studies tested mainly knowledge, opin-
ions, attitudes, and perceptions of healthcare provid-
ers and opioid users on overdose education and THN 
delivery. They also addressed higher administrative 
issues such as the policy and regulations governing 
THN delivery. The cohort studies compared attitudes 
and utilization, pre-and post-education and train-
ing on THN delivery. A list of the 13 papers included 
in this systematic review and their methodologies are 
displayed in (Table  1). After thoroughly assessing the 
papers that were included in this review, the main bar-
riers identified to the implementation of THN strate-
gies were compiled and constructed in the following 
main themes that are presented in (Table 2).

Table 1  Details of the 13 papers included in this systematic review of barriers to the implementation of THN strategies

Author Study Title Year Study Methodology Region

Barbour et al. [40] Emergency physician resistance to a take-home naloxone program led by 
community harm reductionists

2018 Cohort study California, Irvine, US

Beletsky et al. [32] Physicians’ Knowledge of and Willingness to Prescribe Naloxone to Reverse 
Accidental Opiate Overdose: Challenges and Opportunities

2007 Cross-sectional survey United States

Carpenter et al. [36] Factors Associated with How Often Community Pharmacists Offer and 
Dispense Naloxone

2018 Cross-sectional survey North Carolina, US

Davis et al. [43] Legal Changes to Increase Access to Naloxone for Opioid Overdose Reversal 
in the United States

2015 Review article United States

Drainoni et al. [46] Why is it so hard to implement change? A qualitative examination of barri-
ers and facilitators to distribution of naloxone for overdose prevention in a 
safety net environment

2016 Qualitative study Boston, US

Gaston et al. [60] Can we prevent drug related deaths by training opioid users to recognise 
and manage overdoses?

2009 Cohort study Birmingham and 
London, England

Hammett et al. [38] Pharmacies as providers of expanded health services for people who inject 
drugs: A review of laws, policies, and barriers in six countries

2014 Qualitative study U.S., Russia, Viet-
nam, China, Canada 
and Mexico

Khatiwoda et al. [64] Facilitators and Barriers to Naloxone Kit Use Among Opioid-Dependent 
Patients Seeking Treatment at Medication Assisted Therapy Clinics in North 
Carolina

2016 Cross-sectional survey North Carolina, US

Pricolo et al. [41] Naloxone Rescheduling in Australia: Processes, Implementation and Chal-
lenges with Supply of Naloxone as a “pharmacist Only” over-the-Counter 
Medicine

2018 Review article Australia

Sondhi et al. [42] Stakeholder perceptions and operational barriers in the training and distri-
bution of take-home naloxone within prisons in England

2016 Qualitative study England

Tobin et al. [30] Attitudes of emergency medical service providers toward naloxone distribu-
tion programs

2005 Cross-sectional survey Baltimore, US

Tobin et al. [65] Awareness and Access to Naloxone Necessary but Not Sufficient: Examining 
Gaps in the Naloxone Cascade

2018 Cross-sectional survey Baltimore, US

Winograd et al. [31] Medical providers’ knowledge and concerns about opioid overdose educa-
tion and take-home naloxone rescue kits within Veterans Affairs health care 
medical treatment settings

2017 Cross-sectional survey United States
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Discussion
THN in low‑ and middle‑income countries
Very few studies were found on THN programs in 
LMIC. This could be attributed to the small number of 
THN programs in LMIC, and them being fully depend-
ent on emergency medical services to use naloxone 
when required. However, the two studies found have 
shown remarkably good results from implementing 
THN strategies [21, 22], supporting expanding this 
practice to at-risk populations in developing countries. 
The very low naloxone supply wastage and the high 
consumption reported by Kan and colleagues [21] sug-
gests that the demand for naloxone is high, and high-
lights the opioid use and overdose problem in such 
countries. Gilbert and colleagues’ results also showed 
that a high number of participants used naloxone to 
reverse an overdose incident successfully, or had some-
one else administer naloxone to them during the study 
period [22]. Their findings highlight the opioid use and 
overdose problem, and support the safety and feasibility 
of implementing THN programs in LMIC [22]. How-
ever, considering the limited number of studies found 
from LMIC, it is questionable whether any generaliza-
tion to LIMIC can be inferred, and the applicability of 
the results is further explored in the end of this review.

The burden of overdose in LMIC and the lack of naloxone 
supply
There have been some efforts to identify the main barri-
ers that hinder efforts to make THN available in LMIC. 
Studies about naloxone in Kazakhstan, Kyrgyzstan and 
Uzbekistan reported that the lack of supply of nalox-
one in these countries was due to its limited shelf life, 
low pharmaceutical profits, failure to register naloxone 
in governmental purchase lists, and the lack of train-
ing of medical professionals on naloxone use in these 
countries [23, 24]. In another study from Malaysia of a 
cohort of 460 people who inject opioids, it was found 
that 43.3% had ever overdosed [25]. HIV and opioid 
overdose problems occurring simultaneously in LMIC 
also highlight the importance of expanding combined 
naloxone distribution and HIV prevention programs in 
these countries for better health outcomes [26–29].

Barriers to the Implementation of THN Strategies
Physician Education and Training
Most of the studies included in this analysis emphasize 
the importance of harm reduction education to health-
care providers [30, 31]. They recommend physician 
training by professional organizations or during medi-
cal school and residency training [32, 33]. They also 

Table 2  Barriers to the implementation of THN strategies and the articles reporting them

Barriers to the implementation of THN strategies Studies reported

Lack of physician knowledge and willingness Beletsky et al. [32]
Tobin et al. [30]
Winograd et al. [31]

Physician time constraints and inadequate staffing Barbour et al. [40]

Pharmacist time constraints, misconceptions, and lack of training Barbour et al. [40]
Carpenter et al. [36]
Hammett et al. [38]

Inadequate policy development Davis et al. [43]
Drainoni et al. [46]
Sondhi et al. [42]

Prescription policy restrictions Davis et al. [43]
Pricolo et al. [41]

Perceived lack of comprehension or misinterpretation by opioid users Beletsky et al. [32]
Carpenter et al. [36]
Sondhi et al. [42]
Tobin et al. [30]

Stigma and fear of litigation Davis et al. [43]
Gaston et al. [60]
Sondhi et al. [42]

Difficulties perceived by opioid users in carrying the naloxone kit Gaston et al. [60]
Khatiwoda et al. [64]
Tobin et al. [65]
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emphasize the importance of alleviating medicolegal anx-
iety about prescribing THN [32]. Some surveys reported 
that healthcare providers are showing poor attitudes and 
low willingness to participate in THN distribution [30, 
34]. Attitude, confidence, training, self-efficacy, knowl-
edge, time, and institutional support all play key roles in 
encouraging the use of THN [35], and even a few com-
mitted physicians can make a big difference [35].

Pharmacist training and prescribing privileges
Pharmacists play a vital role in the implementation of 
THN strategies. Barriers that were identified to pharma-
cists providing naloxone education included time con-
straints, inadequate training, perceived lack of patient 
comprehension [36, 37], and lack of pharmacist prescrib-
ing privileges [38, 39]. A collaborative practice approach 
between prescribing physicians and pharmacists can be 
adopted to solve this issue by providing pharmacists with 
the necessary privileges to dispense naloxone through 
pre-authorized orders on the electronic health record 
system that they may activate. Stakeholders can play an 
important part in facilitating such policy reform efforts, 
and fighting community stigma and resistance [38, 39]. 
Targeted naloxone training in smaller chain pharmacies 
may be necessary as well [40], and structural changes in 
the level of insurance coverage to compensate pharma-
cists for brief interventions such as counseling on sub-
stance use, and naloxone administration training may be 
required as well [38].

Policy and regulation development
In addition to granting pharmacists prescribing privi-
leges, THN dispensation should be permitted in com-
munity pharmacies as well allowing community 
pharmacists to prescribe as well, and not only hospital 
or clinical pharmacists [41]. This can help significantly 
remove accessibility barriers to THN distribution [39]. 
There is also a need to work on prison policies to com-
mence THN delivery education there, and senior prison 
staff can be assigned this responsibility [42]. Statutory 
regulations should be clearly delineated, specifying the 
group of individuals that can receive a prescription of 
naloxone, and whether nonmedical staff can dispense the 
medication or not. They should also provide immunity to 
those who prescribe, dispense, and administer naloxone, 
or report a suspected overdose emergency [31, 43–45]. 
Additionally, the option to prescribe naloxone and allow 
patients to pick it up at an outpatient pharmacy, or on 
discharge from an inpatient facility, or have it available 
on-site at the ED to distribute to patients could all be 
effective methods to increase the chances that a patient 
will walk away from the hospital with the kit in hand [40, 
46].

Cost‑effectiveness of THN programs
A major obstacle postulated in implementing THN pro-
grams in LMIC was the perception of it being costly 
[28]. Studies in the US [5, 47] and the UK [4] have found 
the distribution of THN to be cost-effective and much 
cheaper than the large costs incurred from mortality 
rates associated with opioid overdose [5, 29]. Many legis-
lations in various cities in the US have included naloxone 
in their basic life support measures [47]. Some countries 
have free supply at the point of distribution such as in 
the UK where no cost is incurred on the recipient, as it is 
paid through taxes and the consequent funding of public 
services.

However, worth considering is whether this could be 
generalizable internationally, especially to LMIC, since 
the mechanisms of how health costs are being covered 
may differ. Many of these countries might not be able to 
afford naloxone to be stocked in hospitals, ambulances 
or to make it available to the community in the form of 
THN kits. This is mainly considering the possibility that 
a good amount of that supply may be wasted, since the 
studies that were found in this paper from LMIC can-
not be considered as representative of all LMIC [21, 22]. 
Hence, measures for the cost-saving utility of THN in 
LMIC need to be further explored.

Overdose education and THN training to opioid users
In November 2014, new WHO guidelines stated that 
naloxone should be made available to anyone at risk 
of witnessing an overdose [48, 49]. However, it is being 
feared that the distribution of THN to at-risk popula-
tions might condone or promote opioid misuse [42], and 
may reduce the perceived negative consequences associ-
ated with opioid and polysubstance use, leading to riskier 
patterns of use [31, 50]. There were also concerns about 
administration mistakes and appropriate disposal of 
ampoules. This perceived lack of comprehension by opi-
oid users could also read more like provider stigma and 
discrimination, where opioid users are viewed as lack-
ing the required skill and comprehension to take such a 
responsibility [30].

Although studies are reassuring that opioid users can 
be trained to respond appropriately to opioid overdose 
incidents and save lives, there are many cognitive, practi-
cal, and emotional factors that influence one’s response 
in such situations [51], such as their previous experi-
ences with overdose [49]. Nevertheless, there’s no strong 
evidence suggesting increased drug use following THN/
overdose training among heroin users [54].  Contrary to 
that, following training, good competencies were dem-
onstrated in identifying signs and symptoms of overdose, 
calling for help, applying basic resuscitation and first 
aid techniques, administering naloxone, and providing 
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post-resuscitation support [49, 52, 53]. Since naloxone 
has a short half-life and its effect can wear off quickly, 
therefore, providers should be instructed on how to 
repeat administration when necessary to prolong the 
antagonizing effect to the comparatively longer half-life 
of the intoxicating opioid. [48].

Overdose education and THN training TO family members 
and the layperson
Provision of education and training to opioid users, peers 
and family members are essential tools in the expan-
sion of THN initiatives to combat the risk of overdose 
deaths [53, 55, 56]. A survey that looked at the charts of 
312 patients in the US that received naloxone found that 
213 of them had their first dose administered by a family 
member, a bystander, police or by BLS personnel. Small 
pilot peer-administered naloxone overdose prevention 
projects in LMIC countries such as Kazakhstan, Kyr-
gyzstan and Uzbekistan are being conducted as well [29].

Overdose education and  THN training to  at‑risk special 
populations  The duration of imprisonment is a unique 
opportunity to educate inmates about overdose response 
and THN delivery [42]. People who inject drugs with a 
history of incarceration are more likely to encounter an 
opioid overdose than those never incarcerated [42, 57]. 
They are also more willing to utilize naloxone in case of 
an opioid overdose event, so providing training along with 
THN to discharged inmates can be a crucial intervention 
[42, 57]. A good option can also be to deliver training ses-
sions on an outreach basis through satellite locations to 
various targeted high-risk groups, such as youth or juve-
nile centers, recovery groups, offender services, prisons 
and community centers [57].

THN training can be provided to homeless people as 
well, as they can comprise a big portion of the opioid 
using population and their peers. Studies have shown 
that several of them are able to recognize signs of heroin 
overdose and are willing to take the initiative in a res-
cue measure such as administering naloxone, provided 
they have received prior training and education [58–60]. 
Another special population that can be reached by nalox-
one distribution programs are opioid using pregnant 
women that are at risk of an overdose. However, spe-
cial precautions should be followed, as this is a complex 
population and WHO has issued guidelines on managing 
opioid overdose in pregnancy with naloxone. They rec-
ommend to start with the lowest possible dose (400 μg) 
to reduce the risk of acute withdrawal that could induce 
seizures and possibly death in the fetus [61].

Alleviation of concerns of legal responsibility
Many individuals that received naloxone stock kept it at 
home and did not have it available at the time of an over-
dose [60]. They were essentially concerned about police 
involvement at the scene of an overdose, the stigma of 
carrying injectable material if searched, and fear of being 
treated as responsible when naloxone is used [60]. These 
concerns are shared by prisoners as well that were wor-
ried that carrying naloxone would be perceived as a sign 
of lack of commitment to recovery [42]. These concerns 
are valid as many emotional and social factors influence 
one’s response in such situations of an overdose event, 
such as their confidence, willingness, compassion to help 
others, and their ability to make decisions and commu-
nicate effectively [51]. Integrating education about pre-
scription laws during THN training can help alleviate 
these concerns of being searched by police when emer-
gency services are contacted, while they’re in possession 
of naloxone [60].

Seeking emergency help during an overdose event
It is important to encourage overdose witnesses to seek 
help from emergency responders in the event of an over-
dose [43]. Unfortunately, witnesses of heroin overdose 
often do not call 911 [32], and generally, the practice of 
seeking emergency medical help in the event of an over-
dose is not always followed [62, 63]. This further empha-
sizes the importance of allying concerns of legal liability, 
and authorities ought to consider legal reforms that pro-
vide immunity from drug possession or drug use charges 
for overdose responders [60].

Difficulties perceived by opioid users in carrying the naloxone 
kit
Naloxone kits are perceived by some consumers to be too 
large, bulky, and uncomfortable to be fitted in a pocket 
[60, 64]. This can be a deterrent from carrying it for the 
possibility of encountering an overdose [65]. The use of 
various naloxone formulations and packaging methods 
such as autoinjector intramuscular delivery systems can 
be easier to administer for nonmedical users and can 
be manufactured in a more compact way to fit pockets 
easily.

Translation and applicability of the results to LMIC  In 
the end of this discussion, it appears that most of the bar-
riers identified in this review, the solutions and reme-
diation strategies suggested could possibly be applicable, 
appropriate, and feasible for LMIC. However, most of 
the obstacles to THN strategies that are identified in this 
paper are found in high-income countries mainly the US 
and UK, so this raises several questions in terms of their 
applicability and generalizability to LMIC. This is mainly 
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considering how LMIC may differ in their response to 
opioid overdose and their cultural attitudes and norms. 
Some LMIC may have different regulatory frameworks 
and legislative systems which could make the availability 
of medicines such as THN without physician prescription 
more difficult, especially if they do not have the concept of 
community pharmacies. Furthermore, the stance of phy-
sicians on prescribing THN may differ also, considering 
the stigma and fears of misinterpretation of such a strat-
egy as condoning opioid use.

Similarly, the lack of structured drug treatment pro-
visions in the community in many LMIC (e.g., some of 
the Middle-eastern countries) makes embedding THN 
potentially more difficult. There are over 30 countries 
that have the death penalty for drug-related offenses 
[66, 67], most of which are likely LMIC. As such, fears of 
litigation may be much higher in these areas. Thus, the 
realities of working with harm reduction methods when 
the penalties surrounding drug use are so severe may be 
completely different than the developed world. Hence, 
the barriers and the possible solutions and remediation 
strategies that are delineated in this paper are probably 
applicable to LMIC but more difficult to overcome con-
sidering the severe penalties, the high cost, the legislative 
differences and the waivers required to successfully bring 
in THN strategies to LMIC.

Study limitations  There were some limitations found 
in the studies included in this systematic review, such 
as small sample sizes, convenience sampling indicating 
possible recruitment or selection bias, missing data and 
attrition issues in prospective cohort studies. Further-
more, many of the studies relied entirely on self-reported 
surveys or questionnaires, which could have introduced a 
recall bias.

Conclusions
Efforts are being made for the expansion and wide-
spread implementation of THN programs in the devel-
oped world, while LMIC with high opioid overdose rates 
are lagging behind. Much more studies are needed with 
larger sample sizes to provide knowledge about THN sta-
tus in LMIC, and the challenges faced in its availability, 
accessibility and utilization. The main barriers to THN 
strategies that could be applicable to LMIC with regard 
to the healthcare system were the lack of training of 
healthcare providers, time constraints, cost, statutory/
policy restrictions, and some misperceptions around pre-
scribing THN. On the other hand, stigma, fear of litiga-
tion, and other negative beliefs/attitudes were some of 
the barriers identified from opioid users. Further focus 
should be directed towards reducing prescribing and 

regulatory barriers, and providing overdose education 
and THN training to alleviate these concerns.

Acknowledgements
This study was conducted during a Master of Science in Addiction Studies 
under Virginia Commonwealth University, King’s College London and the 
University of Adelaide.

Author contributions
Written and conducted by HSS—reviewed and supervised by AW. All authors 
read and approved the final manuscript.

Funding
No funding received.

Availability of data and materials
Available, not published.

Declarations

Competing interests
The authors declare no competing interests.

Author details
1 Department of Addictions, Institute of Psychiatry, Psychology and Neurosci-
ence, King’s College London, London, UK. 2 University of Adelaide, Adelaide, 
Australia. 3 Virginia Commonwealth University, Richmond, VA, US. 4 University 
of California, Los Angeles, Los Angeles, CA, US. 5 Sheikh Khalifa Medical City, 
Abu Dhabi, UAE. 

Received: 7 May 2022   Accepted: 12 October 2022

References
	1.	 United Nations Office on Drugs and Crime. UNODC. (2018, 2017). The 

World Drug Report. Retrieved on 5 May 2019, from: https://​www.​unodc.​
org/​wdr20​18/​index.​html, and https://​www.​unodc.​org/​wdr20​18/​prela​
unch/​WDR18_​Bookl​et_2_​GLOBAL.​pdf

	2.	 Wilby KJ, Wilbur K. Cross-national analysis of estimated narcotic utilization 
for twelve Arabic speaking countries in the Middle East. Saudi Pharm J 
SPJ Off Publ Saudi Pharm Soci. 2017;25(1):83–7.

	3.	 Akhgari M, Amini-Shirazi N, Iravani FS. Forensic toxicology perspectives 
of methadone-associated deaths in Tehran, Iran, a 7-year overview. Basic 
Clin Pharmacol Toxicol. 2018;122(4):436–41.

	4.	 Langham S, Wright A, Kenworthy J, Grieve R, Dunlop WCN. Cost-
effectiveness of take-home naloxone for the prevention of overdose 
fatalities among heroin users in the United Kingdom. Value Health. 
2018;21(4):407–15. https://​doi.​org/​10.​1016/j.​jval.​2017.​07.​014.

	5.	 Coffin P, Sullivan SD. Cost effectiveness of distributing naloxone to heroin 
users for lay overdose reversal. Ann Intern Med. 2013;158:1–9.

	6.	 World Health Organization (WHO). Information sheet on opioid overdose. 
August 2018. Retrieved on 19 May 2019, from: https://​www.​who.​int/​subst​
ance_​abuse/​infor​mation-​sheet/​en/

	7.	 Wang S. Historical review: opiate addiction and opioid Receptors. Cell 
Transplant. 2018. https://​doi.​org/​10.​1177/​09636​89718​81106.

	8.	 Bird SM, Parmar MKB, Strang J. Take-home naloxone to prevent fatali-
ties from opiate-overdose: protocol for Scotland’s public health policy 
evaluation, and a new measure to assess impact. Drugs Educ Prev Policy 
(Abingdon, England). 2015;22(1):66–76.

	9.	 World Health Organization (WHO). WHO Model Lists of Essential Medi-
cines. 2019. Retrieved on 25 July 2019, from: https://​www.​who.​int/​medic​
ines/​publi​catio​ns/​essen​tialm​edici​nes/​EML_​2015_​FINAL_​amend​ed_​
NOV20​15.​pdf?​ua=1

	10.	 World Health Organization (WHO). Community management of opioid 
overdose. 2014. Retrieved on 16 July 2019, from: https://​www.​afro.​who.​
int/​sites/​defau​lt/​files/​2017-​06/​97892​41548​816_​eng.​pdf

https://www.unodc.org/wdr2018/index.html
https://www.unodc.org/wdr2018/index.html
https://www.unodc.org/wdr2018/prelaunch/WDR18_Booklet_2_GLOBAL.pdf
https://www.unodc.org/wdr2018/prelaunch/WDR18_Booklet_2_GLOBAL.pdf
https://doi.org/10.1016/j.jval.2017.07.014
https://www.who.int/substance_abuse/information-sheet/en/
https://www.who.int/substance_abuse/information-sheet/en/
https://doi.org/10.1177/096368971881106
https://www.who.int/medicines/publications/essentialmedicines/EML_2015_FINAL_amended_NOV2015.pdf?ua=1
https://www.who.int/medicines/publications/essentialmedicines/EML_2015_FINAL_amended_NOV2015.pdf?ua=1
https://www.who.int/medicines/publications/essentialmedicines/EML_2015_FINAL_amended_NOV2015.pdf?ua=1
https://www.afro.who.int/sites/default/files/2017-06/9789241548816_eng.pdf
https://www.afro.who.int/sites/default/files/2017-06/9789241548816_eng.pdf


Page 10 of 11Sajwani and Williams ﻿Harm Reduction Journal          (2022) 19:117 

	11.	 Pade P, Fehling P, Collins S, Martin L. Opioid overdose prevention in a resi-
dential care setting: naloxone education and distribution. Subst Abuse. 
2017;38(1):113–7.

	12.	 Keane C, Egan JE, Hawk M. Effects of naloxone distribution to likely 
bystanders: results of an agent-based model. Int J Drug Policy. 
2018;55:61–9.

	13.	 Jordan MR, Morrisonponce D. Naloxone. StatPearls [Internet]. Treasure 
Island (FL): StatPearls Publishing. 2019.

	14.	 Chimbar L, Moleta Y. Naloxone effectiveness: a systematic review. J Addict 
Nurs. 2018;29(3):E1–2.

	15.	 Wheeler E, Jones TS, Gilbert MK, Davidson PJ, and Centers for Disease 
Control and Prevention (CDC). Opioid overdose prevention programs 
providing naloxone to laypersons—United States, 2014. MMWR Morb 
Mortal Wkly Rep. 2015;64(23):631–5.

	16.	 McAuley A, Aucott L, Matheson C. Exploring the life-saving potential 
of naloxone: a systematic review and descriptive meta-analysis of take 
home naloxone (THN) programmes for opioid users. Int J Drug Policy. 
2015;26(12):1183–8.

	17.	 McDonald R, Strang J. Are take-home naloxone programmes effective? 
Systematic review utilizing application of the Bradford Hill criteria. Addic-
tion (Abingdon, England). 2016;111(7):1177–87.

	18.	 United Nations Office on Drugs and Crime/World Health Organization 
(UNODC/WHO). Opioid overdose: preventing and reducing opioid over-
dose mortality. Vienna: United Nations. 2013. Retrieved from: http://​www.​
unodc.​org/​docs/​treat​ment/​overd​ose.​pdf

	19.	 Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting items for 
systematic reviews and meta-analyses: the PRISMA statement. Ann Intern 
Med. 2009;151:264–9.

	20.	 CASP Checklists. Retrieved on 2 August 2019, from: CASP Checklists-
CASP-Critical Appraisal Skills Programme (casp-uk.net).

	21.	 Kan M, Gall JA, Latypov A, et al. Effective use of naloxone among 
people who inject drugs in Kyrgyzstan and Tajikistan using pharmacy- 
and community-based distribution approaches. Int J Drug Policy. 
2014;25(6):1221–6.

	22.	 Gilbert L, Hunt T, Primbetova S, Terlikbayeva A, Chang M, Elwin W, 
McCrimmon T, El-Bassel N. Reducing opioid overdose in Kazakhstan: 
a randomized controlled trial of a couple-based integrated HIV/HCV 
and overdose prevention intervention “Renaissance.” Int J Drug Policy. 
2018;54:105–13. https://​doi.​org/​10.​1016/j.​drugpo.​2018.​01.​004.

	23.	 Coffin P. Overdose: a major cause of preventable death in central and 
eastern Europe and central Asia. Vilnius: Eurasian Harm Reduction Net-
work; 2008.

	24.	 Gilbert L, El-Bassel N, Primbetova S, Hunt T, Terlikbayeva A, Chang M. 
(2012). Cooccurring opiate overdose and HIV risks among PWID in 
Kazakhstan: findings from Project Renaissance. In: Kazakhstan National 
Treatment as Prevention Conference. Almaty, Kazakhstan. 2021

	25.	 Bazazi AlR, Zelenev A, Fu JJ, Yee I, Kamarulzaman A, Altice FL. High preva-
lence of non-fatal overdose among people who inject drugs in Malaysia: 
correlates of overdose and implications for overdose prevention from a 
cross-sectional study. Int J Drug Policy. 2015;26(7):675–81. https://​doi.​org/​
10.​1016/j.​drugpo.​2014.​11.​010.

	26.	 Coffin P, Coffin L, Fitzpatrick T, Murphy S. Drug overdose, lay naloxone and 
HIV Risk behaviors among persons who inject drugs. In: XIX International 
AIDS Conference. Washington, D.C.; 2012.

	27.	 Green TC, Mcgowan SK, Yokell MA, Pouget ER, Rich JD. HIV Infection 
and risk of overdose: a systematic review and meta-analysis. AIDS. 
2012;26:403–17.

	28.	 Latypov A, Otiashvili D, Zule W. Drug scene, drug use and drug-related 
health consequences and responses in Kulob and Khorog, Tajikistan. Int 
J Drug Policy. 2014;25(6):1204–14. https://​doi.​org/​10.​1016/j.​drugpo.​2014.​
09.​011.

	29.	 Gilbert L, Primbetova S, Nikitin D, Hunt T, Terlikbayeva A, Momenghalibaf 
A, Ruziev M, El-Bassel N. Redressing the epidemics of opioid overdose 
and HIV among people who inject drugs in Central Asia: the need 
for a syndemic approach. Drug Alcohol Depend. 2013;132(Suppl 1 (0 
1)):S56–60. https://​doi.​org/​10.​1016/j.​druga​lcdep.​2013.​07.​017.

	30.	 Tobin KE, Gaasch WR, Clarke C, MacKenzie E, Latkin CA. Attitudes of emer-
gency medical service providers toward naloxone distribution programs. 
J Urban Health. 2005;82(2):296–302. https://​doi.​org/​10.​1093/​jurban/​
jti052.

	31.	 Winograd R, Davis C, Niculete M, Oliva E, Martielli R. Medical providers’ 
knowledge and concerns about opioid overdose education and take-
home naloxone rescue kits within Veterans affairs health care medical 
treatment settings. Subst Abuse. 2017;38(2):135–40.

	32.	 Beletsky L, Ruthazer R, Macalino GE, Rich JD, Tan L, Burris S. Physicians’ 
knowledge of and willingness to prescribe naloxone to reverse acci-
dental opiate overdose: challenges and opportunities. J Urban Health. 
2007;84(1):126–36. https://​doi.​org/​10.​1007/​s11524-​006-​9120-z.

	33.	 Tobin KE, Davey MA, Latkin CA. Calling emergency medical services 
during drug overdose: an examination of individual, social and setting 
correlates. Addiction. 2005;100:397–404. https://​doi.​org/​10.​1111/j.​1360-​
0443.​2005.​00975.x.

	34.	 Taylor J, Rapoport A, Rowley C, Mukamal K, Stead W. An opioid overdose 
curriculum for medical residents: Impact on naloxone prescribing, knowl-
edge, and attitudes. Subst Abuse. 2018;39(3):371–6.

	35.	 Coffin PO, Fuller C, Vadnai L, Blaney S, Galea S, Vlahov D. Preliminary 
evidence of health care provider support for naloxone prescription as 
overdose fatality prevention strategy in New York city. J Urban Health. 
2003;80(2):288–90.

	36.	 Carpenter DM, Dhamanaskar AK, Gallegos KL, et al. Factors associated 
with how often community pharmacists offer and dispense naloxone. 
Res Soc Adm Pharm RSAP. 2018. https://​doi.​org/​10.​1016/j.​sapha​rm.​2018.​
07.​008.

	37.	 Samuels E, Dwyer K, Mello M, Baird J, Kellogg A, Bernstein E. Emergency 
department-based opioid harm reduction: moving physicians from will-
ing to doing. Acad Emerg Med. 2016;23(4):455–65.

	38.	 Hammett TM, Phan S, Gaggin J, Case P, Zaller N, Lutnick A, Kral AH, 
Fedorova EV, Heimer R, Small W, Pollini R, Beletsky L, Latkin C, Des Jarlais 
DC. Pharmacies as providers of expanded health services for people who 
inject drugs: A review of laws, policies, and barriers in six countries. BMC 
Health Serv Res. 2014. https://​doi.​org/​10.​1186/​1472-​6963-​14-​261.

	39.	 U.S. Department of Health and Human Services. Surgeon General’s advi-
sory on naloxone and opioid overdose. 2018. Retrieved from: www.​hhs.​
gov/​surge​ongen​eral/​prior​ities/​opioi​ds-​and-​addic​tion/​nalox​one-​advis​
ory/​index.​html

	40.	 Barbour K, McQuade M, Somasundaram S, Chakravarthy B. Emergency 
physician resistance to a take-home naloxone program led by commu-
nity harm reductionists. Am J Emerg Med. 2018;36(11):2110–2. https://​
doi.​org/​10.​1016/j.​ajem.​2018.​03.​036.

	41.	 Pricolo A, Nielsen S. Naloxone rescheduling in Australia: processes, imple-
mentation and challenges with supply of naloxone as a “pharmacist only” 
over-the-counter medicine. Drug Alcohol Rev. 2018;37(4):450–3.

	42.	 Sondhi A, Ryan G, Day E. Stakeholder perceptions and operational barri-
ers in the training and distribution of take-home naloxone within prisons 
in England. Harm Reduct J. 2016;13(5):5.

	43.	 Davis CS, Carr D. Legal changes to increase access to naloxone for 
opioid overdose reversal in the United States. Drug Alcohol Depend. 
2015;157:112–20.

	44.	 Lewis CR, Vo HT, Fishman M. Intranasal naloxone and related strategies for 
opioid overdose intervention by nonmedical personnel: a review. Subst 
Abuse Rehabilitat. 2017;8:79–95.

	45.	 Gertner AK, Domino ME, Davis CS. Do naloxone access laws increase out-
patient naloxone prescriptions? Evidence from Medicaid. Drug Alcohol 
Depend. 2018;190:37–41.

	46.	 Drainoni M, Koppelman E, Feldman J, Walley A, Mitchell P, Ellison J, Bern-
stein E. Why is it so hard to implement change? A qualitative examina-
tion of barriers and facilitators to distribution of naloxone for overdose 
prevention in a safety net environment. BMC Res Notes. 2016;9(1):465.

	47.	 Dwyer R, Olsen A, Fowlie C, Gough C, van Beek I, Jauncey M, Lintzeris N, 
Grace O, Dicka J, Fry CL, Hayllar J, Lenton S. An overview of take-home 
naloxone programs in Australia: take-home naloxone programs in Aus-
tralia. Drug Alcohol Rev. 2018;37(4):440–9. https://​doi.​org/​10.​1111/​dar.​
12812.

	48.	 Dudley L, Konomos D, Robbins V, Qiu L, Bauter R, Merlin M. Opioid crisis 
at the Jersey Shore—special report. J Public Health. 2018;40(2):E112–7.

	49.	 Winston I, Mcdonald R, Tas B, Strang J. Heroin overdose resuscitation with 
naloxone: patient uses own prescribed supply to save the life of a peer. 
BMJ Case Rep. 2015. https://​doi.​org/​10.​1136/​bcr-​2015-​210391.

	50.	 Donaghy J. Opioid users reflect on their experiences responding to 
suspected opioid overdoses using take-home naloxone. Evid Based Nurs. 
2019;22(3):77.

http://www.unodc.org/docs/treatment/overdose.pdf
http://www.unodc.org/docs/treatment/overdose.pdf
https://doi.org/10.1016/j.drugpo.2018.01.004
https://doi.org/10.1016/j.drugpo.2014.11.010
https://doi.org/10.1016/j.drugpo.2014.11.010
https://doi.org/10.1016/j.drugpo.2014.09.011
https://doi.org/10.1016/j.drugpo.2014.09.011
https://doi.org/10.1016/j.drugalcdep.2013.07.017
https://doi.org/10.1093/jurban/jti052
https://doi.org/10.1093/jurban/jti052
https://doi.org/10.1007/s11524-006-9120-z
https://doi.org/10.1111/j.1360-0443.2005.00975.x
https://doi.org/10.1111/j.1360-0443.2005.00975.x
https://doi.org/10.1016/j.sapharm.2018.07.008
https://doi.org/10.1016/j.sapharm.2018.07.008
https://doi.org/10.1186/1472-6963-14-261
http://www.hhs.gov/surgeongeneral/priorities/opioids-and-addiction/naloxone-advisory/index.html
http://www.hhs.gov/surgeongeneral/priorities/opioids-and-addiction/naloxone-advisory/index.html
http://www.hhs.gov/surgeongeneral/priorities/opioids-and-addiction/naloxone-advisory/index.html
https://doi.org/10.1016/j.ajem.2018.03.036
https://doi.org/10.1016/j.ajem.2018.03.036
https://doi.org/10.1111/dar.12812
https://doi.org/10.1111/dar.12812
https://doi.org/10.1136/bcr-2015-210391


Page 11 of 11Sajwani and Williams ﻿Harm Reduction Journal          (2022) 19:117 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	51.	 Strang J, Manning V, Mayet S, et al. Overdose training and take-home 
naloxone for opiate users: prospective cohort study of impact on 
knowledge and attitudes and subsequent management of overdoses. 
Addiction. 2008;103:1648–57.

	52.	 Piper T, Stancliff S, Rudenstine S, Sherman S, Nandi V, Clear A, Galea S. 
Evaluation of a Naloxone distribution and administration program in New 
York city. Subst Use Misuse. 2008;43(7):858–70.

	53.	 Neale J, Brown C, Campbell A, Jones J, Metz V, Strang J, Comer S. How 
competent are people who use opioids at responding to overdoses? 
Qualitative analyses of actions and decisions taken during overdose 
emergencies. Addiction. 2019;114(4):708–18.

	54.	 Jones JD, Campbell A, Metz VE, Comer SD. No evidence of compensatory 
drug use risk behavior among heroin users after receiving take-home 
naloxone. Addict Behav. 2017;71:104–6.

	55.	 Bazazi A, Zaller N, Fu J, Rich J. Preventing opiate overdose deaths: examin-
ing objections to take-home naloxone. J Health Care Poor Underserved. 
2010;21(4):1108–13.

	56.	 Southwell M, Shelly S, Macdonald V, Verster A, Maher L. Transforming lives 
and empowering communities: evidence, harm reduction and a holistic 
approach to people who use drugs. Curr Opin HIV AIDS. 2019. https://​doi.​
org/​10.​1097/​COH.​00000​00000​000566.

	57.	 Curtis M, Dietze P, Aitken C, Kirwan A, Kinner S, Butler T, Stoové M. 
Acceptability of prison-based take-home naloxone programmes among 
a cohort of incarcerated men with a history of regular injecting drug use. 
Harm Reduct J. 2018;15(1):48.

	58.	 EuroNPUD. Peer-to-peer distribution of naloxone (P2PN): technical 
briefing. European network of people who use drugs (2019). Available at: 
https://​stati​c1.​squar​espace.​com/​static/​58321​efcd1​758e2​6bb49​208d/t/​
5cc1d​2ddec​212df​b576a​2c36/​15562​06418​155/​EuroN​PUD_​Techn​ical_​
Brief​ing_​P2P_​Nalox​one_​web1.​pdf. Accessed 15 Jun 2019.

	59.	 Wright N, Oldham N, Francis K, Jones L. Homeless drug users’ awareness 
and risk perception of peer “Take Home Naloxone” use–a qualitative 
study. Subst Abuse Treat Prev Policy. 2006;1(1):28.

	60.	 Gaston R, Best D, Manning V, Day E. Can we prevent drug related deaths 
by training opioid users to recognise and manage overdoses? Harm 
Reduct J. 2009;6(1):26.

	61.	 Blandthorn J, Bowman E, Leung L, Bonomo Y, Dietze P. Managing opioid 
overdose in pregnancy with take-home naloxone. Aust N Z J Obstet 
Gynaecol. 2018;58(4):460–2.

	62.	 Ambrose G, Amlani A, Buxton J. Predictors of seeking emergency medi-
cal help during overdose events in a provincial naloxone distribution 
programme: a retrospective analysis. BMJ Open. 2016;6(6):E011224.

	63.	 Tracy M, Piper TM, Ompad D, et al. Circumstances of witnessed drug 
overdose in New York City: implications for intervention. Drug Alcohol 
Depend. 2005;2005(79):181–90. https://​doi.​org/​10.​1016/j.​druga​lcdep.​
2005.​01.​010.

	64.	 Khatiwoda P, Proeschold-Bell RJ, Meade C, Park L. Facilitators and barriers 
to naloxone kit use among opioid-dependent patients seeking treatment 
at medication assisted therapy clinics in North Carolina. USA, ProQuest 
Dissertations and Theses (2016).

	65.	 Tobin K, Clyde C, Davey-Rothwell M, Latkin C. Awareness and access to 
naloxone necessary but not sufficient: examining gaps in the naloxone 
cascade. Int J Drug Policy. 2018;59:94–7.

	66.	 Girelli G. ‘Alternative facts’: public opinion surveys on the death penalty 
for drug offences in selected Asian countries. Int J Drug Policy. 2021;92: 
103155. https://​doi.​org/​10.​1016/j.​drugpo.​2021.​103155.

	67.	 Luong HT. Why Vietnam continues to impose the death penalty for drug 
offences: a narrative commentary. Int J Drug Policy. 2021;88: 103043. 
https://​doi.​org/​10.​1016/j.​drugpo.​2020.​103043.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1097/COH.0000000000000566
https://doi.org/10.1097/COH.0000000000000566
https://static1.squarespace.com/static/58321efcd1758e26bb49208d/t/5cc1d2ddec212dfb576a2c36/1556206418155/EuroNPUD_Technical_Briefing_P2P_Naloxone_web1.pdf
https://static1.squarespace.com/static/58321efcd1758e26bb49208d/t/5cc1d2ddec212dfb576a2c36/1556206418155/EuroNPUD_Technical_Briefing_P2P_Naloxone_web1.pdf
https://static1.squarespace.com/static/58321efcd1758e26bb49208d/t/5cc1d2ddec212dfb576a2c36/1556206418155/EuroNPUD_Technical_Briefing_P2P_Naloxone_web1.pdf
https://doi.org/10.1016/j.drugalcdep.2005.01.010
https://doi.org/10.1016/j.drugalcdep.2005.01.010
https://doi.org/10.1016/j.drugpo.2021.103155
https://doi.org/10.1016/j.drugpo.2020.103043

	A systematic review of the distribution of take-home naloxone in low- and middle-income countries and barriers to the implementation of take-home naloxone programs
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Results
	Take-home naloxone in low- and middle-income countries
	Barriers to the implementation of THN strategies

	Discussion
	THN in low- and middle-income countries
	The burden of overdose in LMIC and the lack of naloxone supply
	Barriers to the Implementation of THN Strategies
	Physician Education and Training
	Pharmacist training and prescribing privileges
	Policy and regulation development
	Cost-effectiveness of THN programs
	Overdose education and THN training to opioid users
	Overdose education and THN training TO family members and the layperson
	Overdose education and THN training to at-risk special populations 


	Alleviation of concerns of legal responsibility
	Seeking emergency help during an overdose event
	Difficulties perceived by opioid users in carrying the naloxone kit
	Translation and applicability of the results to LMIC 
	Study limitations 



	Conclusions
	Acknowledgements
	References


