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Abstract 

Introduction Immediate access to naloxone is needed to prevent fatal opioid-related overdoses in the presence 
of fentanyl analogs saturating the opioid supply. Peer models engage impacted populations who are not accessing 
naloxone through standard venues, yet compensating peers who utilize syringe service programs with cash stipends 
to distribute naloxone within networks of people who use drugs is not well described.

Methods As part of the HEALing Communities Study, syringe service program-based interventions were developed 
in Holyoke and Gloucester, MA, which paid people who use drugs (“peers”) cash to distribute naloxone. Early program 
outcomes were evaluated for the time each program was funded within the HCS study period.

Results During 22 study-months of observation, peers in two communities distributed 1104 naloxone kits. The total 
cost of peer compensation for program delivery was $10,510. The rate of peer-distributed naloxone per 100 K popula-
tion reached 109 kits/mo and 222 kits/mo in the two communities. Participating peers addressed gaps in harm reduc-
tion outreach and distributed naloxone and other harm reduction equipment to individuals who were not syringe 
service program participants, expanding organizational reach. Being compensated with unrestricted cash stipends 
supported dignity and acknowledged peers’ work in overdose prevention.

Conclusion The underutilization of compensated peer models is often attributed to funding and organizational bar-
riers. These programs demonstrate that providing cash stipends to peers is feasible and expanded naloxone distribu-
tion at two existing syringe service programs. Providing cash stipends for peers who engage in secondary naloxone 
distribution offers promise in delivering naloxone to people not accessing syringe services.
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Introduction
Fatal opioid-related overdoses are a public health 
emergency in the United States (US), resulting in more 
than 80,000 deaths in 2022, the majority due to syn-
thetic opioids, excluding methadone, such as illicitly 
manufactured fentanyl [1, 2]. Fentanyl analogs, which 
saturate the opioid supply nationally, drive overdose 
deaths due to high, unpredictable potency, rapid onset, 
and overdose events that can progress over seconds 
to minutes. Naloxone is an opioid receptor antago-
nist that can reverse opioid-related overdose. Stud-
ies of Overdose Education and Naloxone Distribution 
programs demonstrate that the annual distribution of 
100–250 naloxone kits per 100,000 population to peo-
ple who use drugs, and potential overdose bystanders 
is associated with a 46% reduction in community opi-
oid overdose mortality [3].

While naloxone remains effective in the setting of 
fentanyl-involved overdose and substantial progress 
has been made in making naloxone available in com-
mercial pharmacy, clinical, and harm reduction set-
tings in the US and internationally, the distribution 
of naloxone kits is most effective when distributed 
directly to people who use drugs at high risk of opioid-
related overdose, through programs such as syringe 
service programs, emergency department distribution, 
and street outreach [4, 5]. Novel strategies for nalox-
one distribution are urgently needed to ensure that 
naloxone is immediately available, at the point of sub-
stance use, to people who use drugs who do not access 
naloxone through standard venues due to barriers such 
as stigma, transportation, criminalization, poverty and 
mistrust [6–8].

Peer models are important tools that may increase 
the influence and autonomy of systematically mar-
ginalized groups [6, 9–12]. In this context, the term 
“peers” is used to describe people who currently use 
substances, which uniquely informs their work in over-
dose prevention [6]. Peer overdose prevention models 
are underutilized; when implemented, “token” or inad-
equate compensation for time and expertise has been 
described as undermining effectiveness [6, 9]. Insuffi-
cient training, supervision, and mentorship for peers 
have also been barriers in prior models [6, 9].

The goal of this paper is to describe the feasibility of 
using existing syringe service program infrastructure 
to pay people who use drugs cash, as opposed to more 
restrictive compensation methods such as gift cards, 
to distribute naloxone to people at high risk of over-
dose within their social networks. We evaluate early 
naloxone distribution and other program outcomes.

Methods
The HEALing Communities Study (HCS) is a NIH-
funded, multisite, randomized controlled trial aimed at 
reducing opioid overdose deaths through the Commu-
nities that HEAL (CTH) intervention [13]. To increase 
naloxone distribution, HCS coalitions in Holyoke and 
Gloucester, Massachusetts supported local syringe ser-
vice programs to compensate peers with cash stipends 
to distribute naloxone kits directly to other people who 
use drugs. Each naloxone kit distributed contained two 
doses of naloxone 4 mg/0.1 mL nasal spray. Within this 
model, peers receive payments to obtain naloxone kits 
and, in some cases, other harm reduction supplies from a 
syringe service program and distribute them among their 
social networks, engaging people who experience barri-
ers accessing brick-and-mortar or mobile syringe service 
program sites [14].

Both communities identified that in order for these 
programs to be successful, formal contracting and Crimi-
nal Offender Record Information would not be required, 
and unrestricted cash stipends would be utilized as pay-
ment to advance equity and rightfully compensate peers 
for their overdose prevention work. In Holyoke, the 
syringe service program had a longstanding “cash on 
hand” fund maintained for small expenses. They were 
able to pay peers through this fund without significant 
operational changes. Conversely, the Gloucester syringe 
service program did not have an existing pathway to pay 
peers in cash. Developing a new protocol for cash pay-
ments involved advocacy with organizational leadership 
regarding the benefits of cash payments, consultation 
with the organization’s finance team, and development of 
appropriate accounting practices including dual signoff 
on all cash payments by both a manager and the peer 
distributor.

Program impact was evaluated using descriptive sta-
tistics and narrative information from monthly data 
reporting, along with HCS coalition meeting minutes, to 
identify key program themes.

The Holyoke and Gloucester HCS coalitions approved 
the peer naloxone distribution interventions in Decem-
ber 2020 and October 2021, respectively. Syringe ser-
vice program staff recruited peers from their programs, 
focusing on participants who frequented the brick-and-
mortar locations and demonstrated a commitment to 
overdose prevention within their communities. Interven-
tions launched in March 2021 in Holyoke and January 
2022 in Gloucester. Table 1 details the program similari-
ties and differences.

Peers documented the number of naloxone kits distrib-
uted, the distribution location (general), and, in the case 
of the Gloucester program, additional harm reduction 
supplies exchanged. Peers and syringe service program 
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staff regularly discussed program challenges, successes, 
and peer suggestions to improve outcomes.

Results
Peers in Holyoke and Gloucester distributed 1104 nalox-
one kits in total, averaging 56 kits per month (Table 2). 
In Holyoke, most peers identified as people experiencing 
homelessness, spoke a non-English primary language, 
and/or engaged in sex work, which provided them with 
connections to these communities for harm reduc-
tion outreach and service delivery outside of traditional 
brick-and-mortar syringe service program locations. 
The rotating schedule built into Holyoke’s peer nalox-
one distribution program was also intentionally designed 
to encourage the participation of many different people 
who use drugs, which expanded the reach of this strat-
egy based on each peer distributor’s unique personal and 
professional social networks. From March 2021 through 
June 2022, peers accounted for 16% of the Holyoke 
syringe service program’s naloxone distribution, averag-
ing 44 kits per month. The highest number of naloxone 
kits distributed in a month by Holyoke peers was 85 kits.

In Gloucester, an average of two peers per month dis-
tributed naloxone and harm reduction supplies. Peers 

had differing community connections, one experiencing 
homelessness and one with ties to the commercial fishing 
community. The commercial fishing community experi-
ences high rates of overdose, specific pressures to con-
ceal substance use, and barriers to treatment [15]. From 
January through June 2022, peers accounted for 26% of 
the Gloucester syringe service program’s total naloxone 
distribution, averaging 67 kits per month. Through fund-
ing outside of the HCS, peers distributed 138 fentanyl 
test strips, 40 sharps containers, 18 safer smoking kits, 16 
safer snorting kits, 101 condoms, and 3568 syringes, and 
they collected 2902 syringes for safe disposal.

The narrative data provided by syringe service program 
staff and peers described ways in which peer naloxone 
distributors addressed gaps in harm reduction outreach 
in both communities. For example, during months in 
which Holyoke staff reported COVID-19-related staff 
shortages the peer stipend program was able to continue, 
and the syringe service program’s overall naloxone distri-
bution remained stable or increased. In Gloucester, staff 
reported in April 2022 that as weather began to warm, 
populations began moving around the area, which cre-
ated challenges in making connections through tradi-
tional outreach methods. However, in the same month, 

Table 1 Description of peer naloxone distribution programs in Holyoke and Gloucester, Massachusetts, 2021–2022

*Other harm reduction supplies included fentanyl test strips, safer injection equipment, safer smoking and snorting kits, sharps disposal containers, condoms, and 
syringes which were both distributed and collected for disposal and supported by funding outside of the HCS

Program Components Holyoke Gloucester

Implementing syringe service program Tapestry Health ONESTOP HRC

Duration of HCS funding March 2021–June 2022 (16 months) January 2022–June 2022 (6 months)

Program manager Harm reduction specialist Harm reduction specialist

Identification of peers Pre-approved list based on peer interest Direct outreach to engage peers

Duration of peer participation Four consecutive weeks, with option to reenroll No time limit

Weekly compensation per peer Up to $25 ($5 per naloxone kit), cash $125, cash

Supplies distributed Naloxone kits Naloxone kits and other harm 
reduction supplies*

Average program cost per month $219 $1167

Total program cost $3510 $7000

Table 2 Peer naloxone kit distribution in Holyoke and Gloucester, Massachusetts, 2021–2022

Program Outcomes Holyoke (Tapestry) Mar 2021–Jun 
2022

Gloucester (ONESTOP HRC) Jan 
2022–Jun 2022

Average number of peer distributors, monthly 5 2

Naloxone kits distributed by syringe service programs excluding peer 
distribution

3785 1157

Naloxone kits distributed by peers 702 402

Highest monthly number of naloxone kits distributed 85 148

Lowest monthly number of naloxone kits distributed 10 10

Rate of naloxone distribution by peers 109 naloxone kits/100,000 residents 222 naloxone kits/100,000 residents
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peers distributed more naloxone than they did in any 
other month.

Discussion
Amidst the highest rates of opioid overdose deaths in US 
history, peers are uniquely positioned to expand access to 
naloxone to those at highest risk. The results demonstrate 
that syringe service program-based peer naloxone distri-
bution models that utilize cash compensation are feasible 
and associated with an increase in naloxone distribu-
tion. Anecdotally, peers’ unique community connections 
extended the syringe service program’s reach to commu-
nity members who may not access harm reduction ser-
vices through traditional stationary or mobile venues. 
Peers also reported that engagement in the program was 
a source of community, especially when facing the isola-
tion that may accompany responding to overdoses. One 
peer utilized program connections to secure long-term 
employment and assisted other peers in obtaining per 
diem roles.

Prior work in Massachusetts demonstrated that annual 
coverage of 100–250 naloxone kits per 100,000 residents 
was associated with a 46% reduction in opioid overdose 
death rate [3]. Although our study was not designed to 
evaluate impacts on mortality, the rate of naloxone dis-
tribution achieved by the peer models is high enough to 
yield potentially meaningful reductions in opioid over-
dose fatalities. Furthermore, the benefits of a peer-led 
model targeting people who use drugs who are unwill-
ing or unable to access syringe service program services 
may exceed the benefits observed in prior studies due to 
the intentional delivery to people who use drugs at very 
high risk. Future work should evaluate the impact of peer 
naloxone distribution on downstream outcomes, includ-
ing opioid overdose fatality.

The peer naloxone distribution programs were low-
cost, amounting to $10,510 in total for both programs 
and averaging $11 per naloxone kit distributed. These 
funds covered the cost of compensation for the peer dis-
tributors who received $5 per naloxone kit distributed, 
up to $25 per week, in Holyoke and $125 per week in 
Gloucester. The naloxone itself was provided at no cost to 
these programs through the Massachusetts Department 
of Public Health. Program delivery through the existing 
syringe service program infrastructure supported cost-
effectiveness and feasibility. Both programs filled posi-
tions easily and had low turnover indicating high interest 
in this role. However, despite feasibility, securing long-
term funding for non-billable public health interventions 
remains a challenge. Holyoke secured funding through 
2026 via federal COVID-19 relief funds, while Glouces-
ter continues to seek long-term funding. Other organiza-
tions may encounter additional barriers to providing cash 

compensation based on their organization and region-
specific policies and procedures. Additional flexibility of 
existing public health funding and novel funding sources 
are necessary to scale cash payments for peer naloxone 
distribution.

Limitations
This study has several limitations. First, its location in 
Massachusetts, a state with significant public infrastruc-
ture for harm reduction, and at two well-established 
syringe service programs with robust community rela-
tionships and trust among people who use drugs may 
limit generalizability to settings with less developed harm 
reduction infrastructure or more restrictive syringe ser-
vice regulations. Both implementing organizations are 
state-funded Overdose Education and Naloxone Distri-
bution programs that receive funding through the Massa-
chusetts Department of Public Health and are therefore 
able to receive naloxone from the state and provide it to 
the community at no cost, which may be unavailable in 
other states. These interventions were delivered as part 
of a large community-engaged overdose prevention study 
with significant implementation support and thus may 
be harder to launch in syringe service programs with 
fewer resources. Furthermore, the study did not collect 
demographic information from individuals who received 
naloxone from peer distributors. Future interventions 
can consider the benefits of additional data collection, 
including in evaluating equity in intervention delivery 
and concurrent engagement in traditional syringe service 
programs, balancing privacy considerations and the bar-
riers posed by additional administrative requirements.

Future evaluations of peer naloxone distribution 
models should incorporate qualitative interviews with 
peers and individuals who receive naloxone from peers 
to better understand barriers and facilitators of effec-
tive naloxone distribution in this model and potential 
non-monetary benefits of peer participation, including 
developing a record of employment and professional 
references.

Conclusion
Providing cash stipends to people who use drugs to dis-
tribute naloxone is a feasible method to extend the reach 
of syringe service programs and reach those at high risk 
of overdose who are not already engaged in harm reduc-
tion services. People who use drugs have a long history 
of protecting one another, including in preventing opi-
oid overdose. Investing in our communities to increase 
the capacity for naloxone distribution within networks of 
people who use drugs via appropriate cash compensation 
for their time and expertise offers promise in addressing 
our current crisis.



Page 5 of 5Lewis et al. Harm Reduction Journal           (2024) 21:42  

Acknowledgements
The authors are grateful for the work of the peers in the Holyoke and Glouces-
ter communities and other staff members at Tapestry Health in Holyoke and 
ONESTOP HRC in Gloucester.

Author contributions
NL, RS, JB, BP, EH, CS, MB, and JT conceptualized the intervention. NL led 
writing of the original draft with contributions from RS, TB, JB, EH, and JT. AS 
contributed to the literature review and manuscript revisions. NL, RS, TB, AC, 
and JT contributed to the methodology. Analyses were completed by NL and 
RS. Manuscript revisions were led by NL with contributions from TB, JB, EH, CS, 
AC, BP, MB, and JT.

Funding
This research was supported by the National Institutes of Health through 
the NIH HEAL Initiative under award number UM1DA049412. ClinicalTrials.
gov Identifier: NCT4111939. This study protocol (Pro00038088) was approved 
by Advarra Inc., the HEALing Communities Study single Institutional Review 
Board (sIRB). The content is solely the responsibility of the authors and does 
not necessarily represent the official views of the National Institutes of Health 
or its NIH HEAL Initiative.

Availability of data and materials
The datasets generated and/or analyzed during the current study are not pub-
licly available due the small sample size and privacy of participating individu-
als but are available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study protocol (Pro00038088) was approved by Advarra Inc., the HEALing 
Communities Study single Institutional Review Board (sIRB).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Berkshire Regional Planning Commission, Pittsfield, MA, USA. 2 Department 
of Population and Public Health Sciences, Keck School of Medicine, University 
of Southern California, Los Angeles, CA, USA. 3 Clinical Addiction Research 
and Education Unit, Section of General Internal Medicine, Department 
of Medicine, Boston Medical Center, Boston, MA, USA. 4 ONESTOP Harm Reduc-
tion Center, Gloucester, MA, USA. 5 Tapestry Health, Holyoke, MA, USA. 6 Market 
Decisions Research, Portland, ME, USA. 7 Grayken Center for Addiction, Boston 
Medical Center, Boston, MA, USA. 8 Boston University, Chobanian and Avedis-
ian School of Medicine, Boston, MA, USA. 

Received: 21 December 2023   Accepted: 25 January 2024

References
 1. Centers for Disease Control and Prevention. Provisional data shows U.S. 

drug overdose deaths top 100,000 in 2022. NCHS: a blog of the national 
center for health statistics. https:// blogs. cdc. gov/ nchs/ 2023/ 05/ 18/ 7365/ 
(2023). Accessed 12 Jan 2024.

 2. Kariisa M, O’Donnell J, Kumar S, Mattson CL, Goldberger BA. Illicitly 
manufactured fentanyl-involved overdose deaths with detected Xyla-
zine—United States January 2019–June 2022. Morb Mortal Wkly Rep. 
2023;72(26):721–7.

 3. Walley AY, Xuan Z, Hackman HH, Quinn E, Doe-Simkins M, Sorensen-
Alawad A, et al. Opioid overdose rates and implementation of overdose 
education and nasal naloxone distribution in Massachusetts: interrupted 
time series analysis. BMJ. 2013;346:7894.

 4. Zang X, Bessey SE, Krieger MS, Hallowell BD, Koziol JA, Nolen S, et al. 
Comparing projected fatal overdose outcomes and costs of strategies 

to expand community-based distribution of naloxone in Rhode Island. 
JAMA Netw Open. 2022;5(11):e2241174.

 5. Lowenstein M, Sangha HK, Spadaro A, Perrone J, Delgado MK, Agarwal 
AK. Patient perspectives on naloxone receipt in the emergency depart-
ment: a qualitative exploration. Harm Reduct J. 2022;19:97.

 6. Greer AM, Amlani A, Burmeister C, Scott A, Newman C, Lampkin H, 
et al. Peer engagement barriers and enablers: insights from people 
who use drugs in British Columbia, Canada. Can J Public Health. 
2019;110(2):227–35.

 7. Des Jarlais DC, McKnight C, Goldblatt C, Purchase D. Doing harm 
reduction better: syringe exchange in the United States. Addiction. 
2009;104(9):1441–6.

 8. Wiessing L, Ferri M, Běláčková V, Carrieri P, Friedman SR, Folch C, et al. 
Monitoring quality and coverage of harm reduction services for people 
who use drugs: a consensus study. Harm Reduct J. 2017;14:19.

 9. Marshall Z, Dechman MK, Minichiello A, Alcock L, Harris GE. Peering into 
the literature: a systematic review of the roles of people who inject drugs 
in harm reduction initiatives. Drug Alcohol Depend. 2015;151:1–14.

 10. Davis SM, Stover AN, Linn H, Dower J, McCawley D, Winstanley EL, et al. 
Establishing peer recovery support services to address the central 
appalachian opioid epidemic: the west Virginia peers enhancing educa-
tion, recovery, and survival (WV PEERS) pilot program. J Appalach Health. 
2021;3(3):36–50.

 11. Waye KM, Goyer J, Dettor D, Mahoney L, Samuels EA, Yedinak JL, et al. 
Implementing peer recovery services for overdose prevention in Rhode 
Island: an examination of two outreach-based approaches. Addict Behav. 
2019;89:85–91.

 12. Hussey D, Trinder-Widdess Z, Dee C, Bagnall D, Bojangles T, Kesten JM. 
Co-design of harm reduction materials for people who inject drugs to 
implement research findings. Harm Reduct J. 2019;16:36.

 13. Walsh SL, El-Bassel N, Jackson RD, Samet JH, Aggarwal M, Aldridge AP, 
et al. The HEALing (helping to end addiction long-term SM) communities 
study: protocol for a cluster randomized trial at the community level to 
reduce opioid overdose deaths through implementation of an integrated 
set of evidence-based practices. Drug Alcohol Depend. 2020;217:108335.

 14. 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.

 15. Kristin Doneski. Harm reduction at sea: tight-knit fishing communities 
navigate drugs. Filter. 2021. https:// filte rmag. org/ harm- reduc tion- fishi ng- 
commu nities/. Accessed 19 Jan 2024.

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

https://blogs.cdc.gov/nchs/2023/05/18/7365/
https://filtermag.org/harm-reduction-fishing-communities/
https://filtermag.org/harm-reduction-fishing-communities/

	Feasibility of paying people who use drugs cash to distribute naloxone within their networks
	Abstract 
	Introduction 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Results
	Discussion
	Limitations
	Conclusion
	Acknowledgements
	References


