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Abstract 

Background: Needle Exchange Programme (NEP) mobile outreach services in Aotearoa New Zealand distribute 
injecting equipment to people who inject drugs (PWID) living in remote regions. In disasters, continued access to 
such services is imperative for the health and wellbeing of PWID. Disasters can compound existing inequities, particu-
larly in regions characterised by poor or limited infrastructure, smaller populations, and challenging socioeconomic 
conditions. To gain insight into the barriers that prevent access to NEP harm-reduction services and understand the 
needs of PWID prior to and during disasters, this study foregrounds the voices of PWID based on the West Coast of the 
South Island, Aotearoa New Zealand.

Methods: This qualitative study applied an interpretive phenomenological analysis approach, where 14 PWID and 
one key NEP staff member took part in semi-structured interviews. The interviews provided the opportunity for partic-
ipants to share their experiences and perspectives about accessing sterile drug-injecting equipment during disasters, 
including the four-week COVID-19 Level 4 lockdown in March 2020. In total five superordinate and 14 subordinate 
themes were identified from the interveiws.

Results: This study focuses on four of the key themes that impacted accessibility to NEP services: infrastructural haz-
ards and equipment costs; social capital and practical support from peers and key contact networks; social stigma in 
public locations, including NEP-based pharmacies and emergency centres; and potential solutions to NEP equipment 
accessibility as frequently suggested by participants.

Conclusions: Access to NEP services is essential during natural hazard and human-generated disasters, as such 
NEP mobile outreach services and disaster resilience efforts should focus on maintaining service continuity for PWID 
during adverse times. This study champions a needs-based, stigma free approach to inclusive harm-reduction and 
emergency management practices for groups with specific needs in a disaster context.
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Background
Continued access to a Needle Exchange Programme 
(NEP) is imperative for People Who Inject Drugs 
(PWID)1, 2, particularly during extraordinary times such 
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as when natural hazards or human-generated disasters 
occur. The NEP is a healthcare service that provides a 
pragmatic and compassionate approach to reducing 
drug-injecting harm for individuals and communities 
[1, 2]. NEPs aim to meet people where they are in their 
lives by recognising that abstinence from drugs can be an 
unrealistic goal for many [3]. Consequently, it is appropri-
ate to provide people who inject substances with sterile 
injecting equipment. Ready access to products, including 
sterile needles and syringes, decreases the likelihood that 
these products will be reused or shared, which in turn 
reduces the risk of contracting blood-borne virus (HIV/
AIDs, HBV and HCV) [1, 4] or other physical issues, like 
abscesses [5]. Moreover, injection drug use is subject to 
stigma [6] that can foster feelings of shame, hopelessness 
and isolation in PWID. NEPs are staffed by trained peers 
based on the philosophy that people with lived experi-
ence of drug use are likely to provide a trusted point of 
contact and a place to feel safe, free of coercion, discrimi-
nation, and stigma [2, 7].

While NEP services are known to be successful at pre-
venting social and health harms, access to these services 
can be problematic [8, 9, 10, 11]. International literature 
documents how PWID face a range of barriers to health-
care in ordinary times, including access to doctor’s clin-
ics [12, 13], HCV treatment centres [14, 15, 16], and 
NEP [8, 9, 10, 11]. Commonly cited healthcare barriers 
include cost [13, 17, 18], travelling distances, operational 
hours [11, 13, 18, 19], and stigma [14, 17, 20, 21]. What 
is less known is how PWID are enabled and constrained 
in their access to the NEP during disasters, including the 
COVID-19 pandemic. To further this knowledge, this 
study explores the experiences of PWID who rely on a 
NEP mobile outreach service on the West Coast of the 
South Island in Aotearoa New Zealand.

The West Coast NEP mobile outreach service
The West Coast NEP mobile outreach service was estab-
lished in 2002 and is one of two mobile outreach needle 
exchange services in Aotearoa New Zealand [22]. The 
mobile outreach service distributes sterile drug-injecting 
products to people who reside in remote areas, including 
the West Coast. PWID living remotely or too far from 
static NEP exchanges, can also now access equipment 
through the COVID-19 inspired online NEP store, where 
products can be ordered and delivered via a courier [23]. 
Besides this, PWID on the West Coast can also acquire 
sterile drug-injecting products through key contact net-
works, who are peers that reside in remote communities 
that are given NEP equipment to distribute amongst the 
local drug-injecting community [24].

The NEP mobile outreach service was managed by a 
key Nelson-based NEP staff member who would drive 
the 3.5-h trip to the West Coast via State Highway 6 
monthly. This outreach service caters to the approxi-
mately 40 PWID living in Greymouth, Hokitika, and 
Westport (small townships along the West Coast of the 
South Island of Aotearoa New Zealand) (see Fig. 1).

Disaster risks
The success of the NEP outreach service is threatened by 
natural hazard risks [25, 26]. For instance, the West Coast 
region lies adjacent to Aotearoa New Zealand’s “big-risk” 
Alpine Fault, which has an estimated 85% chance of caus-
ing a powerful earthquake (e.g. magnitude 8 and higher) 
in the next 100  years [27] that could impede all inter-
district travel for at least one week [28]. Another high-
risk hazard on the West Coast is flooding, particularly 
in Westport, which is surrounded by two large bodies of 
water: the Tasman Sea and the Buller River. The West-
port township sits on low-lying ground and has limited 
flood protection [29]. In recent years, there have been 
several major floods in this region: two significant flood-
ing events in February 2018 [30], and a July 2021 flood 
that damaged over 800 properties and caused the evacu-
ation of 2000 of Westport’s 4500 residents [31, 32]. The 
2021 flood prevented road access in and out of Westport 
for several days [31].

A further risk to NEP service accessibility are human-
generated disasters, such as the COVID-19 pandemic. 
Between March and April 2020, the Aotearoa New Zealand 
government controlled the spread of COVID-19 through 
a nation-wide lockdown, meaning physical distancing and 
travel bans were in place [33]. These unprecedented restric-
tions caused disruption to daily life, with research demon-
strating that depression and anxiety significantly exceeded 
population norms [34]. International studies [35, 36, 37, 38, 
39, 40] describe how people using substances were likely to 
be disproportionately susceptible to the COVID-19 virus 
and its stressors. For instance, Farhoudian and colleagues 
[36] argued that having minoritised and stigmatised sta-
tuses and existing health conditions, likely increased vul-
nerability to the effects of COVID-19.

The NEP was regarded as an essential service during 
COVID-19 Level 4 lockdown in Aotearoa New Zealand, 
which meant that NEP could continue operating, alongside 
other health and emergency services. However, the monthly 
West Coast mobile outreach service was delayed (by man-
agement) for a week in the first stage of the Level 4 lock-
down. This meant that there was one week where PWID 
were unable to access equipment via the outreach service.

Few studies have mapped the specific risks surround-
ing access to NEP products in disaster settings; however, 
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research by Blake et al. [41], found that people receiving 
Opioid Substitution Treatment (OST), another harm-
reduction life-sustaining treatment for PWID, knew 
that stigma would position them as undeserving of help 
and they expected poor treatment by people in author-
ity during emergencies. Blake et  al. [42] also noted that 
Aotearoa New Zealand disaster preparedness messaging 
via government documents and preparedness websites 
mostly privilege agency to those with resources, and deny 
it to other more minoritised groups.

Broader disaster-based literature has illustrated how 
disasters can compound existing social and political vul-
nerabilities for minoritised groups due to a lack of recog-
nition, representation, and social security [43, 44, 45, 46, 

47, 48, 49, 50, 51]. Another explanation for the increased 
disadvantage is that people who endure hardship have 
less socioeconomic resilience or a lessened ability to 
respond to, and recover from, disaster harm [52, 53]. 
Structural disadvantage can mean people lack the ability 
to prepare for a disasters as household emergency plans 
typically require storing extra resources (food, water, 
torches, small tent, hygiene items, petrol and medica-
tions) and having insurance to replace destroyed assets 
[54]. Furthermore, people who are minoritised often live 
in substandard or insecure housing that can be more 
prone to damage from natural hazards, such as earth-
quakes [55].

West Coast Mobile Outreach Service Route

Westport

Hoki�ka

Greymouth

Nelson

Fig. 1 West Coast Mobile Outreach Service Route. This is a map of the South Island of Aotearoa New Zealand showing the West Coast Mobile 
Outreach Service Route which follows the State Highway 6 from Nelson to Westport, to Greymouth, and then to Hokitika
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Rural areas in Aotearoa New Zealand have addi-
tional challenges for risk management, emergency pre-
paredness, and resilience-building more generally as, 
for instance, limited infrastructural and technological 
capabilities than urban areas could mean people liv-
ing in remote areas are unable to fully benefit from the 
resources made available after a disaster [56, 57]. Moreo-
ver, remote living in Aotearoa New Zealand can hinder 
people’s ability to reach or be reached by emergency 
services [58]. This research seeks to add to disaster and 
healthcare literature by documenting what enables and 
constrains access to NEP services for rurally based PWID 
using the NEP mobile outreach service.

Method
Design
This study engaged an interpretive phenomenological 
analysis (IPA) framework and method [59, 60, 61]. Based 
on phenomenological theory and assumptions, IPA has 
an idiographic focus, in that it offers insights into how a 
person, in a given context, makes sense of a phenomenon 
through open-form inquiry [62, 59, 61]. IPA enabled us to 
explore the psychological and social worlds of PWID. For 
instance, IPA was used to investigate the role of stigma, 
as a way to make sense of how PWID are excluded from 
disaster risk reduction initiates. Stigma prevents full social 
acceptance, causing PWID to be devalued, and rejected 
because of their discredited health condition [63, 64, 65]. 
Akin to other contexts, in a disaster stigma can be expe-
rienced at the level of the self (internalised stigma), social 
(between people) and on a structural dimension (in the 
form of institutional stigma) [7, 67, 68].

Procedure
This study was community-driven, whereby a key com-
munity member emailed the second author to discuss 
concerns about access to NEP products following flood-
ing on the West Coast. They wanted to ensure there were 
emergency management plans in place. Consultation 
occurred with key community members, especially the 
key staff member from the Nelson NEP, at all stages of 
the research. The research design, methods, and practical 
applicability were also determined by the community of 
interest, with relational ethics [69], unconditional posi-
tive regard and respect always practised. Ethical approval 
was provided by the Massey University Human Ethics 
Committee (Northern, Application NOR 20/27).

Participant recruitment
Participants were recruited by the key Nelson-based NEP 
staff member who travelled to the West Coast. These par-
ticipants were approached after having expressed a prior 
interest in, and concern about, accessing drug-injecting 

equipment during floods with the NEP staff member. 
Fourteen participants took part in interviews, includ-
ing 13 PWID from across the West Coast region, and the 
key Nelson-based NEP staff member. Participants were 
between 30 and 51 years old. There were six people who 
identified as female and eight identified as male; all partic-
ipants had received Opioid Substitution Treatment (OST) 
at some time. Seven semi-structured interviews were held 
face-to-face, and 7 over the phone. All interviews were 
audio-recorded and lasted approximately an hour. Inter-
views were transcribed verbatim and anonymised. After 
each interview, participants were given a supermarket 
voucher (worth $40.00NZD) in recognition of their time.

Data analysis
Following Smith and Shinebourne [61], the first author 
applied an IPA-style interpretation, that was iterative and 
continuous. The interpretation process involved reading 
transcripts and making early notations of broad interpreta-
tions about the participants experience. In subsequent read-
throughs, associations between transcripts and notes were 
transformed into higher-level abstractions and assigned con-
ceptual labels. These were eventually reduced to a final list of 
superordinate (higher-level) and subordinate themes (lower-
level). These findings were discussed with the other research-
ers throughout the process. As part of the interpretation, to 
achieve the balancing double hermeneutic process [59], 
reflexivity ensured that the research findings prioritised new 
data over any preconceptions and biases [70].

Results
Four superordinate themes were identified. From these 
stem several subordinate themes. The first superordinate 
theme discusses elements that could hinder outreach acces-
sibility in a disaster, including infrastructure and equip-
ment costs. The second superordinate theme identifies the 
importance of peers, and includes social capital, practical 
support and key contact networks. The third superordinate 
covers social stigma, including fear of stigma from man-
agers at emergency centres. The last superordinate theme 
explores the most frequently mentioned solutions to NEP 
service disruptions during disasters. These solutions are 
hypothetical and additional to current services (such as the 
online NEP store, courier delivery and a key contact sys-
tem). All superordinate themes and their subthemes are 
substantiated by excerpts taken from participant narratives.

Infrastructure and equipment costs
Distance and road vulnerability challenges
Participants in this study were aware of the risks associ-
ated with disasters. Kyle3, for instance, recognises that he 

3 All names used in this research are pseudonyms
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might not be able to access the mobile outreach service 
due to critical infrastructure failures, specifically blocked 
road networks. Kyle attributed this to living remotely:

We’re so remote on the West Coast […]. We’re cut 
off in the event of a disaster. Just a couple of roads 
could block, and nothing (injecting products/OST) 
could come in. If we had a big earthquake […], the 
only supplies (that would go in) are essential medi-
cal supplies, food, and water.

In his wider narrative, Kyle mentions that Westport 
is surrounded by water, and roads vulnerable to ero-
sion could easily prevent access to the NEP mobile out-
reach service. Kyle discusses how essential health gear 
(like NEP products or OST medications) will likely not 
be prioritised for PWID in emergencies, unlike other 
medical supplies. David is also aware of accessibility 
issues people in smaller towns face. He compares acces-
sibility in remote areas and cities:

Here in the small town, you can’t access what you 
want readily as in the city. You know, you have lots 
of options in the city, but here people just sort of 
bite the bullet. Oh, they do the rounds, see what 
they can do, but it’s a small cliquey little town.

As David suggests, remote areas do not have static 
NEP exchanges and limited local options to source 
equipment (e.g. NEP-based pharmacies, key contacts), 
which expose people to harm if they need to reuse or 
share injecting equipment. Participants’ discussions 
around infrastructure vulnerabilities from natural haz-
ards led them to identify other disaster preparedness 
actions, such as storing NEP products in advance, as 
Kyle’s quote demonstrates:

I have enough [NEP products] for the month plus 
another two weeks in case something happens […]. 
I do it consciously because I live remotely, and 
there’s always something that could happen.

Kyle’s foresight in preparing for a “happening” out-
side of the everyday was an approach based on living 
remotely. He was one of the few in this study who had 
prepared for an emergency by storing general disaster 
survival essentials (water, food, blankets) as suggested 
by the New Zealand National Emergency Management 
Agency (NEMA) [71]. However, lower overall prepar-
edness rates were not unexpected, given that, on aver-
age, only 24% of the Aotearoa New Zealand population 
have fully prepared for an emergency [72]. Overall, 
these findings highlight how critical infrastructure 
vulnerabilities, such as roading blockages, are recog-
nised by the PWID in this study as potential barriers to 
accessing safe injecting equipment. These accessibility 

problems emphasise the importance of local emergency 
planning that caters to all community needs.

Cost of products
As other scholars argue [43, 44, 45, 46, 47, 48, 49, 50, 
51], disasters can exacerbate existing vulnerabilities for 
minoritised people. This includes financial hardships, 
which, in turn, perpetuates and reinforces poor health 
outcomes. Harriet spoke about the cost of drug-inject-
ing equipment as a barrier in everyday life because she 
and her partner are unable to afford to purchase items 
and, at times, had to reuse their needles and syringes:

When the [NEP mobile outreach service] comes, 
all we get is four butterflies and four barrels, and I 
have to reuse them until [the staff member] is here 
next cos that’s all we can afford to do.

We can presume from Harriet’s excerpt that she has 
reused the same equipment numerous times as it is 
approximately one month between mobile outreach vis-
its to the West Coast. Her action is concerning as reus-
ing drug-injecting equipment carries risk. For example, 
butterflies are needles that are used when people have 
trouble finding veins or when there are larger amounts 
of liquid being injected. Reusing butterflies (or any 
needle) can cause bacteria to enter the body and cause 
other harm [5]. We can also presume that cost will be a 
problem following a disaster.

During the Level 4 COVID-19 lockdown period, tem-
porary Income Relief Payments by Work and Income 
[73] and other forms of social support increased, includ-
ing food parcels [74] and the provision of ‘safe’ housing 
[73]. An online NEP store enabled people to make con-
fidential orders that were delivered by courier to mini-
mise human contact during the 2020 COVID-19 Level 
4 lockdown [23]. However, it is not uncommon for peo-
ple living with socioeconomic hardship or in remote 
areas to not own a smartphone or be computer liter-
ate [56]. Any absence of being online negates the util-
ity of online options for purchasing goods or any other 
internet-based emergency management solutions [75]. 
All participants reported underutilising the online NEP 
service due to limited cell phone coverage or  minimal 
internet use, for instance, Christy declares, “I don’t do 
online […] I would have to be able to ring up and order”. 
For Christy, a phone order was best. Additionally, the 
online courier delivery incurs a fee, which some PWID 
are unable to cover due to their limited budget. As a way 
to counteract this, according to the mobile outreach 
staff, “donation money” (spare money donated by other 
PWID) was used during that time to cover the costs of 
sterile drug-injecting equipment for those who needed 
help, likely reducing any financial strain:
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Key contacts were stocked up massively with all 
the free and spare non-free stock I could find…. 
During COVID-19, I’ve made sure that the Needle 
Exchange donations were used up, plus a couple of 
other NEP staff also donated equipment and cash. 
(NEP staff )

Providing additional financial and social incentives 
during a disaster goes some way towards improving 
resiliency for communities that have material disadvan-
tages. It also demonstrates the importance of peer-based 
support.

Peers
Social capital and practical support
Peer-based services, like NEPs, represent a form of social 
capital in action where the networks and relationships 
between people and communities can enhance wellbe-
ing during and following disasters. Being peer-based 
meant that the mobile outreach staff could take either an 
active role (e.g. offering PWID the opportunity of a cou-
rier order) or a passive role (e.g. stocking up key contacts 
with additional free stock to distribute) in anticipation 
of a disaster. Ultimately, this foresight was instrumen-
tal in preventing product shortages on the West Coast 
throughout the 2020 lockdown period. The following 
quote also reflects the importance of committed and 
adaptable service providers that ensure product accessi-
bility for PWIDS, no matter what:

I’m really okay with anything that goes down there 
(on the West Coast). I have to be open to any situ-
ation […] I’ve never not been able to manage to get 
somebody sorted out within a 24- hour period on 
the West Coast […]. We’ll just make sure that we’ve 
got plenty of safety processes in place […] we’ll take 
orders before I go, we’ll pack them in boxes, and 
leave them at the backdoors, and money will get 
handed out in windows […]. (NEP staff)

Being able to “sort someone out” attests to the compe-
tencies of peers and the importance of the lived experi-
ence workforce. With insider knowledge safe injecting 
equipment can be provided to PWID in disasters as soon 
as possible to minimise health risks. Thus, several partici-
pants describe having had no problems accessing drug-
injecting equipment during the lockdown. For example, 
Kyle spoke about simply accessing products via the cou-
rier service, as arranged by the mobile outreach staff:

It (COVID-19) didn’t affect me at all, systems were 
in place, and I just used the courier programme via 
[the outreach staff].

Beyond the practical arrangements provided by the 
outreach staff, the social and emotional support as part of 
the peer-based approach to NEPs offers additional resil-
ience for PWID whose lives can be chaotic and changea-
ble. With this extra support being intentional, the mobile 
outreach staff speaks about providing psychosocial sup-
port at every opportunity:

It’s like […] there’s nothing else really solid in their 
lives a lot of times, but the needle exchange van 
comes every month, it’s so reliable, and they know I 
will be there to answer any questions or give what-
ever support I can. That is the way I’ve worked with 
this group I’ve given that extra layer of support, 
every opportunity I can.

Having security or some sense that the world is reli-
able and stable is important when lives are mostly inse-
cure and uncertain. In the same way, unconditional social 
and emotional relationality from key support people is 
important to the wellbeing of minoritised communities. 
The leadership and camaraderie demonstrated by empa-
thetic NEP staff are valued immensely by the PWID in 
this study, as reflected in the following quote:

Everyone over here loves and respects the [outreach 
staff]. He does so much for us over here. Yeah, you’ve 
just got no idea. (Harriet)

The assertion of “no idea” marks a line in the sand—the 
intricacies of living as a PWID can only be understood by 
peers. It also draws attention to the importance of social 
capital and establishing relationships of trust, whereby 
PWID can open up to share their needs. Hay and col-
leagues [7] report that access to peer support at peer-
based NEPs is associated with positive indices on anxiety 
and depression measures, greater satisfaction with life, 
and increased health-related information exchange with 
the exchange staff. The strength of these relationships will 
likely carry over into disasters. This was demonstrated by 
Kyle when asked how prepared he was for a disaster, he 
responded that, for him, preparedness included simply 
having open communication with the outreach staff:

You just gotta have communication about telling 
[the outreach staff] what’s happening in your life, 
yeah having communication channels [open], just 
being prepared.

In Kyle’s narrative, “having communication channels 
open” shows that reciprocity between PWID clients and 
NEP staff can lead to information sharing. These find-
ings are like previous studies that suggest the strength 
of social networks is founded on collaboration, social 
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cohesion and empowerment of people, which can gen-
erate resilience during emergencies [76, 77, 78, 79]. Our 
study also found that more informal peer-based net-
works, the "key contact" system, within the PWID com-
munity was usually an important resource for products 
and programme accessibility.

Key contacts
The PWID community on the West Coast distribute 
products among themselves, a method used predomi-
nantly in remote areas where alternative access options 
are scarce [10]. It also provides a way of reaching people 
that might not use the mobile outreach service [24, 10]. 
The key contact system works by stocking designated 
PWID members with new injecting equipment to dis-
tribute as necessary or during emergencies. Ben explains 
how the key contacts he knows would have lots of nee-
dles if he needed them:

Lots of [key contact distributors] have heaps of nee-
dle ends and at the end of the day, if you’re worried 
about it (not having access to needles), say an acci-
dent did happen, and the bridge did go down, most 
would always have a shitload of ends.

Knowing sterile needles were available was reassur-
ing for people like Ben. Due to the uncertainty of the 
worldwide pandemic, extra precautions were taken to 
ensure PWID had access to health-sustaining equipment 
for “two–three months” when it was unsure how the 
COVID-19 pandemic would unfold and whether NEPs 
would be classified as essential services. It is important to 
note that the key contacts were utilised during the 2020 
Level 4 lockdown period, and PWID accessed products 
from them during that time.

The key contacts are reliant on the mobile outreach 
staff to stock them up, which is a potential limitation. For 
instance, should road access to Westport be blocked for 
an extended period of time, access to stock could be dif-
ficult. The key contact system is also dependent on ami-
cable interpersonal relationships between members of 
the PWID community, so some participants expressed 
concern that conflicts or drug-related dynamics could 
cause greed, intergroup conflict, and jealousy, limiting 
the willingness of key contacts to distribute to all mem-
bers of the community. Ben had experienced gatekeeping 
by a key contact who appeared selective about whom he 
shared equipment with. Ben stated: “They say we are a 
[key] contact, but if we don’t like you, we don’t want you 
at our house.”

The potential for gatekeeping, as described by 
Ben, shows the limitations of the key contact system 
which, in a sense, mirrors ecological systems where 
social and material capital enables better response 

and recovery from a disaster [80, 81]. The mobile out-
reach staff reported that potential interpersonal conflict 
between peers could be managed by making PWID on 
the edge of townships key contacts, or those who are 
well-liked (have good connections with most). Relational 
issues more broadly, in the form of stigma, were also seen 
to interfere with access to NEP products. We now turn to 
discuss stigma and how that might impact in a disaster.

Social stigma
Our analysis supported that participants’ experiences of 
stigma played a prominent role in their everyday lives. 
For the participants, stigma occurred when “respect-
able citizens” positioned them as inferior, criminals, or 
immoral, representing a deeply ingrained social mistrust. 
Some participants described experiences of being ostra-
cised from local sports teams, having limited job oppor-
tunities, and even being disowned by family members 
after they found out about their drug use. The follow-
ing excerpt represents how stigma remains the greatest 
struggle in the lives of PWID:

Stigma is our biggest battle by a long way […] we see 
it happen regularly in small communities. I guess 
rural New Zealand is a wee bit more judgemental 
than some of the larger cities. And for a good reason, 
too, in rural locations, [non-drug users] perceive they 
have a lot more to lose from the PWID they judge as 
thieves, unemployable, or always in the courts. (NEP 
staff)

Stigma is described as a “battle” conjuring warlike 
imagery, which attests to its deeply traumatising effects. 
Life is difficult enough for people living in precarity, 
especially when layered with drug use. Despite that, the 
participant above demonstrates compassion towards the 
people who judge them, especially as they might expe-
rience some form of harm from the consequences of 
drug use that is not well understood or supported. These 
consequences are discussed in more depth in the next 
section.

Stigma as a barrier to other distribution methods
NEP products are also distributed through participat-
ing pharmacies; these pharmacies are often community-
based and provide a venue for PWID to access NEP 
products locally, especially as the mobile outreach ser-
vice only visits the West Coast once per month. The par-
ticipants in this study were concerned pharmacies might 
report the purchase of drug-injecting equipment to the 
local Alcohol and Other Drug Services if they were on 
managed treatment. This fear acts as a barrier that pre-
vents PWID from using pharmacy-based NEP outlets. 
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Moreover, in less populated areas there can be limited 
numbers of pharmacies so they dispense both NEP gear 
and other harm-reduction treatments. The mobile out-
reach staff believes this is problematic:

[Our area] only has one pharmacy, it does NEP, 
and it does OST, so there’s a real dilemma for some 
PWID asking for injecting equipment from the peo-
ple that are distributing their methadone, who take 
a personal view on this and say, "You shouldn’t be 
injecting your methadone", when, once it goes out to 
the shop, it’s down to the PWID what they do with it.

The experience of discrimination described in this 
excerpt comes from the misconception that injecting 
methadone is illegal and other moral discourses that say 
some mood-altering substances (like alcohol) are socially 
acceptable when others are not. It is also founded on sub-
stance gestation; it is tolerable to consume methadone 
orally, but not inject it:

It’s not actually illegal to inject, and that’s what 
a lot of confusion is about for a lot of people that 
don’t know a lot about our world. […] we’ve had 
phone calls from people saying, "I’ve just come out 
of the pharmacy to pick up some injecting equip-
ment, and they just looked at me like a piece of dirt". 
That doesn’t help any process in any way, shape or 
form, you know? […] ‘cos to keep ’em (PWID) safe, 
they need that new equipment. You stigmatise, they 
might not come back for a week and go home and 
(re-)use that same pre-used syringe and needle.

While health services might have a duty of care, as the 
mobile outreach staff suggests above, healthcare ser-
vices should prioritise the health and wellbeing of PWID. 
The goal of harm-reduction is to prevent harms associ-
ated with injecting and the aim of opioid treatment is to 
mitigate the chronic and relapsing pattern of problem-
atic illicit opioid use, making it necessary to not promote 
abstinence to the exclusion of substance-using harm 
reduction methods [82]. The mobile outreach staff point 
to the irony of stigmatising PWID for trying to keep 
themselves safe. Participants also note the role of stigma 
in broader emergency management practices, which we 
now turn to discuss.

Fear of mistreatment from emergency managers
When a large-scale disaster strikes, emergency manage-
ment personnel respond to community needs which can 
include setting up community welfare centres for evacu-
ations or providing support (e.g. information, food, psy-
chosocial care) [83]. As noted, the participants in this 
study express fear that they would be deprioritised by 
emergency management staff in such a setting. In the 

following excerpt, Finn reflected on how his “drug-using 
status” could impact the way he would be treated:

[Emergency responders] will be saying, “look, you’re 
getting so many drugs that you could knock out a 
horse, you’re the last people we should take care of, 
you put yourself in that situation” […]. I just think 
out of everything they’d think of; no one would even 
think about all these guys are going without their 
meds. It’s more like, oh well, the druggies are going to 
have to sit back for three days and handle it.

Alongside Finn, other participants also felt that they 
would not be supported, and instead be considered unde-
serving. This anticipated stigma is borne from the way in 
which they have been treated in other areas of their lives. 
The mobile outreach staff described experiences of ineq-
uitable treatment and general social scorn:

[PWID] know they’re not getting treated the same 
as others are getting treated. Especially around the 
prescribing of their drugs […]. I was listening to the 
radio the second week of lockdown, and I heard one 
guy come on, and he said,” I know how to sort all the 
junkies through this period! You just get rid of drugs, 
and you put them all in lockdown - you put them all 
in prison. You’ve got to put all the addicts in prison”. 
What? Why would anyone ever think something like 
that! […] Sometimes, we prove them right, but often 
we prove them completely wrong.

In his narrative, the staff member also states,”everybody 
is lax around our people”, meaning the care and attention 
that PWID need to manage their problems are ignored. 
Knowing social systems produce a bias towards them and 
encountering stigmatising attitudes can be distressing for 
PWID. Stigma can prevent them from seeking help or 
acting defensively when engaging with the general public. 
Interviewing people on OST in Aotearoa New Zealand 
[41], similarly found participants anticipated they would 
be disregarded in disaster situations by emergency man-
agement personnel.

Solutions for accessibility
Given the health risks when NEP products are unavail-
able, the participants in this study offered a range of solu-
tions for equipment distribution during an emergency. 
These included collaborating with local emergency per-
sonnel, storing injecting equipment for emergencies in 
community spaces, providing free drug-injecting equip-
ment, and installing electronic dispensers.

The mobile outreach staff was optimistic about col-
laborating with emergency managers or key people in 
the community to store sterile drug-injecting products 
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in various locations along the West Coast of the South 
Island:

Wouldn’t it be great if we get some injecting prod-
ucts stored away in [Westport, Hokitika and Grey-
mouth], maybe in community halls? We have all 
these community halls right around New Zealand in 
the smallest of areas, like where there are only two-
three hundred people, there is a community hall!

This participant had spoken to a civil defence repre-
sentative with “a fantastic attitude towards PWID”, who 
had suggested community halls as a space to store ster-
ile drug-injecting equipment. This kind of alliance is 
imperative to the welfare of those who use drugs in rural 
communities, especially in small towns, because it could 
overcome travel barriers; however, storing injecting 
equipment in public venues would need careful planning 
and community buy-in.

Another participant, David, thought that using com-
munity halls would still be challenging in a disaster, given 
the long distance between townships:

There is 111 kilometres between [Hokitika and 
Greymouth], so even in a weather event, we can’t 
get to Westport to get needles […]. We should only 
have [emergency NEP equipment] on this side of the 
bridge.

In this excerpt, David suggests alongside travel issues, 
critical infrastructure vulnerabilities like bridge col-
lapses due to floodwaters present additional risks. This 
is a real concern for people living on the West Coast, as 
evidenced by a 2019 flood that washed away part of a 
bridge [84]. Others added that travelling too far also pre-
sents financial barriers, Alice highlights "there is no way" 
people would drive to the neighbouring towns to pick up 
products because of the cost of transport or petrol. Along 
with earlier indications of user-pay products costing too 
much, this strengthens the idea that solutions should 
be local and free to maximise accessibility for PWID. 
David suggested free equipment as a solution during an 
emergency:

I think if there was an emergency, [equipment] would 
have to be free, ‘cos you wouldn’t have the money 
[…] it’s just that money machines would be out, and 
electricity could be gone. You know anything could 
happen.

Contrary to free equipment and travel costs, a second 
popular solution identified by participants was electronic 
dispensers. Electronic dispensers (vending machines) 
already exist in all static NEP services in Aotearoa New 
Zealand. Vending machines are stocked with user-pays 
products (for instance: one syringe, one needle, one filter) 

and cost between 2 and 5 dollars (NZD). There are no 
vending machines on the West Coast or any other remote 
areas in Aotearoa New Zealand. Participants argued that 
installing one in the main West Coast towns (e.g. West-
port, Hokitika, Greymouth) would provide a backup ser-
vice for accessing NEP products in  situations where the 
mobile outreach service cannot travel into the respec-
tive areas. However, it is important to note that they do 
also require restocking which could be problematic dur-
ing a disaster.  It further dissipates any potential barriers 
associated with interpersonal issues, including jealousy 
or favouritism with key contact distribution. No one can 
be a gatekeeper with a vending machine, as indicated by 
Alice:

No one is in control with that, even though behind 
the scenes [someone] might be filling them.

Vending machines, unlike the NEP-based pharmacies, 
would lessen the possibility of being stigmatised by non-
drug users or the public. However, vending machines still 
pose serious confidentiality risk in small areas where eve-
ryone knows everyone, and “gossip” is common:

Just the fear of being [seen] going to that machine 
could jeopardise a lot of people’s employment... big 
gossip town, mate. (Max)

Despite the risk to people’s anonymity, both storing 
equipment in community venues and installing vend-
ing machines were favoured local solutions that could 
overcome critical infrastructure disruptions in disaster 
situations. Overall, these findings suggest that maximis-
ing accessibility to equipment involves locally accessible 
equipment as vital to emergency management planning, 
ideally delivered in a way that protects the identity of 
PWID to avoid stigma and minimise the potential conse-
quences of being recognised as a PWID.

Conclusion
While barriers to healthcare for PWID are documented 
well in the international literature, to our knowledge, this 
was the first study to map access vulnerabilities for PWID 
living in a rural area of Aotearoa New Zealand. This study 
aimed to understand what enables and constrains access 
to NEP services on the West Coast of the South Island in 
Aotearoa New Zealand during extraordinary times. Our 
findings were consistent with previous literature on ser-
vice accessibility.

Notably, access to healthcare was recognised as espe-
cially difficult for people living in remote regions, char-
acterised by limited access or poor infrastructure and 
smaller populations [56]. Correspondingly, we found that 
road network disruptions, distance, and a lack of local 
infrastructure were service continuity concerns for the 
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NEP mobile outreach service during natural hazards, 
disasters, and, in fact, transpired during the early stages 
of the 2020 COVID-19 lockdown in Aotearoa New Zea-
land when travel restrictions were in place. Also, evident 
where financial barriers [12, 15] even though NEP prod-
ucts are already subsidised in Aotearoa New Zealand. 
Hardship is an everyday lived experience for some PWID, 
and the prevailing disadvantages are often intensified in 
a disaster [85, 41, 86, 87]. Cost will hinder drug-inject-
ing equipment accessibility. Social stigma during disas-
ters was also a major concern for PWID in this study, as 
found in other research [20, 88, 89, 11]. Fear of repercus-
sions from healthcare professionals and OST services 
could prevent participants from picking up equipment at 
a public location and produced fear that they would be 
ignored in emergency management response and recov-
ery efforts.

Salient to our findings and indicative of broader disas-
ter management research was the value of social capital, 
the networks and connections between people that are 
associated with good disaster resilience for rural commu-
nities [56]. This study reinforced the importance of peer-
based relational systems, both, formal roles (the mobile 
outreach staff) that arranged resources via networks 
and informally (as key contacts), for material and social 
resilience.

These findings have implications for NEP in emergen-
cies, as well as broader emergency management. A range 
of potential solutions to accessibility concerns arose, 
such as liaising with emergency management personnel, 
finding safe community spaces to store drug-injecting 
equipment and ensuring access to cost-free equipment. 
Another possibility, as exists in static NEP exchanges, are 
electronic dispensers. While this option has set up costs, 
the long-term payoffs for health and wellbeing for the 
PWID community would surpass the initial outlay.

We suggest that PWID be empowered to collaborate 
with health authorities and emergency management per-
sonnel to maximise local backup disaster plans. Impor-
tantly, this requires a paradigm shift away from the 
taken-for-granted "one-size-fits-all" approach to emer-
gency management largely practised in Aotearoa New 
Zealand. It is necessary to replace broad population-
based strategies and attend to the specific preparedness 
needs of minoritised groups to enable targeted disaster 
and health care practices [42, 66].

Research exploring the disaster management needs 
of remote and minoritised communities in nations like 
Aotearoa New Zealand is scarce and only beginning to be 
undertaken [90, 91]; moreover, of the studies so far, none 
have focused on PWID. Locally tailored protocols and 
guidelines are needed to encourage service continuity 

for NEP in disasters [92], particularly given the ongoing 
threats of natural hazards and human-generated events 
in times of Covid-19 and the Anthropocene. Ongoing 
research is necessary to continue to explore the views 
and experiences of PWID to garner how best to support 
them, on their terms, during disasters. Future research 
could address solutions that support PWID to stock up 
on essential health-sustaining equipment and other pre-
paredness items to minimise physical contact with oth-
ers, and this should be considered within the context of 
natural hazard preparedness. PWID are a minoritised 
group that face health risk and access vulnerabilities, par-
ticularly when living in rural areas. These services should 
be supported to have adaptive capacity [93] in extraor-
dinary times where additional stressors are induced. 
Substantial financial support from central and local gov-
ernments [9] would render social support and empower 
PWID and others who experience hardship to be safe 
when the world is unstable and insecure.

Abbreviations
NEP: Needle Exchange Programme; PWID: People who inject drugs; NZNEP: 
New Zealand Needle Exchange Programme; HIV/AIDs: Human immunode-
ficiency virus/acquired immunodeficiency syndrome; HBV: Hepatitis B virus; 
HCV: Hepatitis C virus; 1–4-1: One-for-one; OST: Opioid substitution treatment; 
IPA: Interpretive phenomenological analysis; NEMA: National Emergency Man-
agement Agency; COVID-19: Coronavirus disease; NZC: New Zealand dollars.

Acknowledgements
We would like to acknowledge CB for his tireless advocacy and dedication to 
NEP services and the people that use them. Rest In Peace.

Author contributions
AR collected all data as part of her Master’s thesis, with the support of CB. AR 
drafted the main manuscript, and DB edited and reviewed the manuscript. SG 
and CB also edited and reviewed the manuscript. All authors, except CB, read 
and approved the final manuscript.

Funding
This research was funded by Resilience to Nature’s Challenge, Kia Manawaroa-
Ngā Ākina o Te Ao Tūroa.

Availability of data and materials
The datasets generated and/or analysed during the current study are not 
publicly available due the sensitivity of the material, but are available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval was provided by the Massey University Human Ethics Com-
mittee (Northern, Application NOR 20/27).

Competing interests
CB was the Manager of NICHE Nelson, Needle Exchange Programme.

Author details
1 School of Psychology, Massey University, Wellington, Aotearoa New Zealand. 
2 School of Health, Te Herenga Waka-Victoria University of Wellington, Wel-
lington, Aotearoa New Zealand. 3 School of Psychology, University of Auckland, 
Auckland, Aotearoa New Zealand. 4 NICHE, Nelson, Aotearoa New Zealand. 



Page 11 of 13Rijnink et al. Harm Reduction Journal          (2022) 19:145  

Received: 25 April 2022   Accepted: 21 October 2022

References
 1. MacNeil J, Pauly B. Needle exchange as a safe haven in an unsafe world. 

Drug Alcohol Rev. 2011;30(1):26–32. https:// doi. org/ 10. 1111/j. 1465- 3362. 
2010. 00188.x.

 2. New Zealand Needle Exchange Programme (NZNEP). About us. New 
Zealand Needle Exchange Programme (NZNEP). 2021a. https:// www. 
nznep. org. nz/ about- us.

 3. Mckeganey N, Morris Z, Neale J, Robertson M. What are drug users look-
ing for when they contact drug services: abstinence or harm reduction? 
Drugs Educ Prev Policy. 2004;11(5):423–35. https:// doi. org/ 10. 1080/ 09687 
63041 00017 23229.

 4. Des Jarlais DC, Perlis T, Arasteh K, Torian LV, Hagan H, Beatrice S, Smith L, 
Wethers J, Milliken J, Mildvan D, Yancovitz S, Friedman SR. Reductions in 
hepatitis C virus and HIV infections among injecting drug users in New 
York City, 1990–2001. AIDS. 2005;19(3):S20–5. https:// doi. org/ 10. 1097/ 01. 
aids. 00001 92066. 86410. 8c.

 5. New Zealand Needle Exchange Programme (NZNEP). (no date). Injecting 
and your health [Pamphlet]. In New Zealand Needle Exchange Pro-
gramme (NZNEP).

 6. Room R. Stigma, social inequality and alcohol and drug use. Drug Alcohol 
Rev. 2005;24(2):143–55. https:// doi. org/ 10. 1080/ 09595 23050 01024 34.

 7. Hay B, Henderson C, Maltby J, Canales JJ. Influence of peer-based needle 
exchange programs on mental health status in people who inject drugs: 
a nationwide New Zealand study. Front Psych. 2017;7:211. https:// doi. 
org/ 10. 3389/ fpsyt. 2016. 00211.

 8. Gibson K, Hutton F. Women who inject drugs (WWID): Stigma, gender 
and barriers to needle exchange programmes (NEPs). Contemp Drug 
Probl. 2021;48(3):276–96. https:// doi. org/ 10. 1177/ 00914 50921 10352 42.

 9. Koo FK, Chen X, Chow EP, Jing J, Zheng J, Zhao J, Zhang L. Barriers and 
potential improvements for needle and syringe exchange programs 
(NSPs) in China: a qualitative study from perspectives of both health and 
public security sectors. PLoS ONE. 2015;10(6):e0130654. https:// doi. org/ 
10. 1371/ journ al. pone. 01306 54.

 10. Parker J, Jackson L, Dykeman M, Gahagan J, Karabanow J. Access to 
harm reduction services in Atlantic Canada: Implications for non-urban 
residents who inject drugs. Health Place. 2012;18(2):152–62. https:// doi. 
org/ 10. 1016/j. healt hplace. 2011. 08. 016.

 11. Värmå Falk M, Strömdahl S, Ekström AM, Kåberg M, Karlsson N, Dahlborn 
H, Hammarberg A. A qualitative study of facilitators and barriers to partic-
ipate in a needle exchange program for women who inject drugs. Harm 
Reduct J. 2020;17(84):1–10. https:// doi. org/ 10. 1186/ s12954- 020- 00425-9.

 12. Islam MM, Topp L, Day CA, Dawson A, Conigrave KM. The accessibility, 
acceptability, health impact and cost implications of primary healthcare 
outlets that target injecting drug users: a narrative synthesis of literature. 
Int J Drug Policy. 2012;23(2):94–102. https:// doi. org/ 10. 1016/j. drugpo. 
2011. 08. 005.

 13. Miller-Lloyd L, Landry J, Macmadu A, Allard I, Waxman M. Barriers to 
healthcare for people who inject drugs: a survey at a syringe exchange 
program. Subst Use Misuse. 2020;55(6):896–9. https:// doi. org/ 10. 1080/ 
10826 084. 2019. 17102 07.

 14. Harris M, Rhodes T. Hepatitis C treatment access and uptake for people 
who inject drugs: a review mapping the role of social factors. Harm 
Reduct J. 2013;10(7):1–11. https:// doi. org/ 10. 1186/ 1477- 7517- 10-7.

 15. Madge VJ, Sogarwal R, Mehra S. Pragmatic barriers for delay in access 
to HCV testing services: perspective of people with injecting drugs and 
living with HIV. Soc Med. 2017;11(2):51–61.

 16. Versfeld A, McBride A, Scheibe A, Spearman WC. Motivations, facilitators 
and barriers to accessing hepatitis C treatment among people who inject 
drugs in two South African cities. Harm Reduct J. 2020;17(1):1–8. https:// 
doi. org/ 10. 1186/ s12954- 020- 00382-3.

 17. Roberts A, Mathers B, Degenhardt L. Women who inject drugs: a review 
of their risks, experiences and needs. University of New South Wales. 
National Drug and Alcohol Research Centre. 2010.

 18. Sarang A, Rhodes T, Platt L. Access to syringes in three Russian cities: 
implications for syringe distribution and coverage. Int J Drug Policy. 
2008;19:25–36. https:// doi. org/ 10. 1016/j. drugpo. 2007. 11. 008.

 19. Whiteman A, Burnett J, Handanagic S, Wejnert C, Broz D, Group NS. Dis-
tance matters: the association of proximity to syringe services programs 
with sharing of syringes and injecting equipment-17 US cities, 2015. Int 
J Drug Policy. 2020;85:102923. https:// doi. org/ 10. 1016/j. drugpo. 2020. 
102923.

 20. Day C, Ross J, Dolan K. Hepatitis C-related discrimination among heroin 
users in Sydney: drug user or hepatitis C discrimination? Drug Alcohol 
Rev. 2003;22(3):317–21. https:// doi. org/ 10. 1080/ 09595 23031 00015 4463.

 21. Van Boekel LC, Brouwers EP, Van Weeghel J, Garretsen HF. Stigma among 
health professionals towards patients with substance use disorders and 
its consequences for healthcare delivery: systematic review. Drug Alcohol 
Depend. 2013;131(1–2):23–35. https:// doi. org/ 10. 1016/j. druga lcdep. 2013. 
02. 018.

 22. Noller G, Jones P, Yu S. Availability Report 2020. Needle Exchange Services 
Trust. New Zealand Needle Exchange Programme (NZNEP) (2020).

 23. New Zealand Needle Exchange Programme (NZNEP). Online shop. 2021b. 
New Zealand Needle Exchange Programme (NZNEP). https:// www. 
nznep. org. nz/ shop.

 24. Dechman MK. Peer helpers’ struggles to care for “others” who inject drugs. 
Int J Drug Policy. 2015;26(5):492–500. https:// doi. org/ 10. 1016/j. drugpo. 
2014. 12. 010.

 25. Macara GR. The climate and weather of West Coast. NIWA. 2016. https:// 
niwa. co. nz/ sites/ niwa. co. nz/ files/ West_ Coast_ Clima tology_ NIWA_ web. 
pdf.

 26. Orchiston C, Manuel C, Coomer M, Becker J, Johnston D. The 2009 
New Zealand West Coast ShakeOut: improving earthquake prepared-
ness in a region of high seismic risk. Australas J Disaster Trauma Stud. 
2013;2:56–61.

 27. DTEC Consulting. West Coast Regional Council: Natural Hazards Review. 
2002. https:// ref. coast alres torat iontr ust. org. nz/ site/ assets/ files/ 5873/ natur 
alhaz ardsr eview. pdf.

 28. Aghababaei M, Costello SB, Ranjitkar P. Transportation impact assessment 
following a potential Alpine fault earthquake in New Zealand. Transp Res 
Part D Transp Environ. 2020;87:102511.

 29. Carroll J. Westport’s ‘sleeping giant’ – a town with a century to move 
away from the Buller River. Stuff. 2020. https:// www. stuff. co. nz/ natio 
nal/ 12022 1889/ westp orts- sleep ing- giant-- atown- with-a- centu 
ry- to- move- away- from- the- buller- river.

 30. NIWA. Two ex-Tropical Cyclones Impact New Zealand [Monthly Climate 
Summary]. NIWA. 2018. https:// niwa. co. nz/ sites/ niwa. co. nz/ files/ Clima te_ 
Summa ry_ Febru ary_ 2018_ Final. pdf.

 31. Guildford, J., Allot, A., Gates, C., & Lourens, M. Unimogs, rescue boat and 
chopper save Westport people trapped in floods. Stuff. 2021. https:// 
www. stuff. co. nz/ the- press/ news/ west- coast/ 30035 9899/ unimo gs- res-
cue- boat- and- chopp er- save- westp ort- people- trapp ed- in- floods.

 32. New Zealand Defence Force (NZDF). Buller Flood Support. New Zealand 
Defence Force (NZDF). 2021. https:// www. nzdf. mil. nz/ news/ buller- flood- 
suppo rt/.

 33. Baker MG, Kvalsvig A, Verrall AJ, Wellington N. New Zealand’s COVID-19 
elimination strategy. Med J Aust. 2020;213(5):198–200.

 34. Gasteiger N, Vedhara K, Massey A, Jia R, Ayling K, Chalder T, Coupland 
C, Broadbent E. Depression, anxiety and stress during the COVID-19 
pandemic: results from a New Zealand cohort study on mental well-
being. BMJ Open. 2021;11(5):e045325. https:// doi. org/ 10. 1136/ bmjop 
en- 2020- 045325.

 35. Abadie R, Gelpi-Acosta C, Aquino-Ruiz F, Aponte-Melendez Y. COVID-19 
risks among people who inject drugs in Puerto Rico. Int J Drug Policy. 
2021;93:102903. https:// doi. org/ 10. 1016/j. drugpo. 2020. 102903.

 36. Farhoudian A, Radfar SR, Mohaddes Ardabili H, Rafei P, Ebrahimi M, 
Khojasteh Zonoozi A, De Jong CA, Vahidi M, Yunesian M, Kouimtsidis C. A 
global survey on changes in the supply, price, and use of illicit drugs and 
alcohol, and related complications during the 2020 COVID-19 pandemic. 
Front Psychiatry. 2021. https:// doi. org/ 10. 3389/ fpsyt. 2021. 646206.

 37. Gleason E, Nolan NS, Marks LR, Habrock T, Liang SY, Durkin MJ. Barriers 
to care experienced by patients who inject drugs during the COVID-19 
pandemic: a qualitative analysis. J Addict Med. 2022;16(2):e133–6. https:// 
doi. org/ 10. 1097/ ADM. 00000 00000 000853.

 38. Glick SN, Prohaska SM, LaKosky PA, Juarez AM, Corcorran MA, Des 
Jarlais DC. The impact of COVID-19 on syringe services programs in the 
United States. AIDS Behav. 2020;24(9):2466–8. https:// doi. org/ 10. 1007/ 
s10461- 020- 02886-2.

https://doi.org/10.1111/j.1465-3362.2010.00188.x
https://doi.org/10.1111/j.1465-3362.2010.00188.x
https://www.nznep.org.nz/about-us
https://www.nznep.org.nz/about-us
https://doi.org/10.1080/09687630410001723229
https://doi.org/10.1080/09687630410001723229
https://doi.org/10.1097/01.aids.0000192066.86410.8c
https://doi.org/10.1097/01.aids.0000192066.86410.8c
https://doi.org/10.1080/09595230500102434
https://doi.org/10.3389/fpsyt.2016.00211
https://doi.org/10.3389/fpsyt.2016.00211
https://doi.org/10.1177/00914509211035242
https://doi.org/10.1371/journal.pone.0130654
https://doi.org/10.1371/journal.pone.0130654
https://doi.org/10.1016/j.healthplace.2011.08.016
https://doi.org/10.1016/j.healthplace.2011.08.016
https://doi.org/10.1186/s12954-020-00425-9
https://doi.org/10.1016/j.drugpo.2011.08.005
https://doi.org/10.1016/j.drugpo.2011.08.005
https://doi.org/10.1080/10826084.2019.1710207
https://doi.org/10.1080/10826084.2019.1710207
https://doi.org/10.1186/1477-7517-10-7
https://doi.org/10.1186/s12954-020-00382-3
https://doi.org/10.1186/s12954-020-00382-3
https://doi.org/10.1016/j.drugpo.2007.11.008
https://doi.org/10.1016/j.drugpo.2020.102923
https://doi.org/10.1016/j.drugpo.2020.102923
https://doi.org/10.1080/0959523031000154463
https://doi.org/10.1016/j.drugalcdep.2013.02.018
https://doi.org/10.1016/j.drugalcdep.2013.02.018
https://www.nznep.org.nz/shop
https://www.nznep.org.nz/shop
https://doi.org/10.1016/j.drugpo.2014.12.010
https://doi.org/10.1016/j.drugpo.2014.12.010
https://niwa.co.nz/sites/niwa.co.nz/files/West_Coast_Climatology_NIWA_web.pdf
https://niwa.co.nz/sites/niwa.co.nz/files/West_Coast_Climatology_NIWA_web.pdf
https://niwa.co.nz/sites/niwa.co.nz/files/West_Coast_Climatology_NIWA_web.pdf
https://ref.coastalrestorationtrust.org.nz/site/assets/files/5873/naturalhazardsreview.pdf
https://ref.coastalrestorationtrust.org.nz/site/assets/files/5873/naturalhazardsreview.pdf
https://www.stuff.co.nz/national/120221889/westports-sleeping-giant--atown-with-a-century-to-move-away-from-the-buller-river
https://www.stuff.co.nz/national/120221889/westports-sleeping-giant--atown-with-a-century-to-move-away-from-the-buller-river
https://www.stuff.co.nz/national/120221889/westports-sleeping-giant--atown-with-a-century-to-move-away-from-the-buller-river
https://niwa.co.nz/sites/niwa.co.nz/files/Climate_Summary_February_2018_Final.pdf
https://niwa.co.nz/sites/niwa.co.nz/files/Climate_Summary_February_2018_Final.pdf
https://www.stuff.co.nz/the-press/news/west-coast/300359899/unimogs-rescue-boat-and-chopper-save-westport-people-trapped-in-floods
https://www.stuff.co.nz/the-press/news/west-coast/300359899/unimogs-rescue-boat-and-chopper-save-westport-people-trapped-in-floods
https://www.stuff.co.nz/the-press/news/west-coast/300359899/unimogs-rescue-boat-and-chopper-save-westport-people-trapped-in-floods
https://www.nzdf.mil.nz/news/buller-flood-support/
https://www.nzdf.mil.nz/news/buller-flood-support/
https://doi.org/10.1136/bmjopen-2020-045325
https://doi.org/10.1136/bmjopen-2020-045325
https://doi.org/10.1016/j.drugpo.2020.102903
https://doi.org/10.3389/fpsyt.2021.646206
https://doi.org/10.1097/ADM.0000000000000853
https://doi.org/10.1097/ADM.0000000000000853
https://doi.org/10.1007/s10461-020-02886-2
https://doi.org/10.1007/s10461-020-02886-2


Page 12 of 13Rijnink et al. Harm Reduction Journal          (2022) 19:145 

 39. Tracy K, Wachtel L, Friedman T. The impact of COVID-19 on opioid treat-
ment program (OTP) services: where do we go from here? J Subst Abuse 
Treat. 2021;131:1083941. https:// doi. org/ 10. 1016/j. jsat. 2021. 108394.

 40. Vasylyeva TI, Smyrnov P, Strathdee S, Friedman SR. Challenges posed by 
COVID-19 to people who inject drugs and lessons from other outbreaks. J 
Int AIDS Soc. 2020;23(7):e25583. https:// doi. org/ 10. 1002/ jia2. 25583.

 41. Blake D, Pooley S, Lyons A. Stigma and disaster risk reduction among 
vulnerable groups: Considering people receiving opioid substitution 
treatment. Int J Disaster Risk Reduct. 2020;48:101588. https:// doi. org/ 10. 
26686/ wgtn. 14198 582. v1.

 42. Blake D, Marlowe J, Johnston D. Get prepared: discourse for the privi-
leged? Int J Disaster Risk Reduct. 2017;25:283–8. https:// doi. org/ 10. 1016/j. 
ijdrr. 2017. 09. 012.

 43. Bolin B, Kurtz LC. Race, class, ethnicity, and disaster vulnerability. In: 
Rodríguez H, Donner W, Trainor JE, editors. Handbook of disaster research. 
New York: Springer International Publishing; 2018. p. 181–203.

 44. Hoffman, S. Preparing for disaster: Protecting the most vulnerable 
in emergencies. 2009. UC Davis Law Review, 42( Case Legal Studies 
Research Paper No. 08–27), 1491. https:// ssrn. com/ abstr act= 12682 77

 45. Krol DM, Redlener M, Shapiro A, Wajnberg A. A mobile medical care 
approach targeting underserved populations in post-Hurricane Katrina 
Mississippi. J Health Care Poor Underserved. 2007;18(2):331–40. https:// 
doi. org/ 10. 1353/ hpu. 2007. 0038.

 46. Mensah GA, Mokdad AH, Posner SF, Reed E, Simoes EJ, Engelgau MM, 
Chronic Diseases and Vulnerable Populations in Natural Disasters Work-
ing Group. When chronic conditions become acute: prevention and 
control of chronic diseases and adverse health outcomes during natural 
disasters. Prev Chronic Dis. 2005;2:A 041.

 47. Phifer JF. Psychological distress and somatic symptoms after natural 
disaster: differential vulnerability among older adults. Psychol Aging. 
1990;5(3):412–20. https:// doi. org/ 10. 1037// 0882- 7974.5. 3. 412.

 48. Shultz JM, Russell J, Espinel Z. Epidemiology of tropical cyclones: 
the dynamics of disaster, disease, and development. Epidemiol Rev. 
2005;27(1):21–35. https:// doi. org/ 10. 1093/ epirev/ mxi011.

 49. Straker H, Finister S. Not business as usual. J Health Care Poor Under-
served. 2007;18(2):241–5. https:// doi. org/ 10. 1353/ hpu. 2007. 0048.

 50. Walters V, Gaillard J. Disaster risk at the margins: homelessness, vulner-
ability and hazards. Habitat Int. 2014;44:211–9. https:// doi. org/ 10. 1016/j. 
habit atint. 2014. 06. 006.

 51. Zakour MJ, Harrell EB. Access to disaster services: Social work interven-
tions for vulnerable populations. J Soc Serv Res. 2002;30(2):27–54. https:// 
doi. org/ 10. 1300/ J079v 30n02_ 03.

 52. Hallegatte, S., Vogt-Schilb, A., Bangalore, M., & Rozenberg, J. Unbreakable: 
Building the Resilience of the Poor in the Face of Natural Disasters. World 
Bank. 2016. http:// hdl. handle. net/ 10986/ 25335.

 53. Hallegatte S, Vogt-Schilb A, Rozenberg J, Bangalore M, Beaudet C. 
From poverty to disaster and back: a review of the literature. Econ 
Disasters Clim Change. 2020;4:223–47. https:// doi. org/ 10. 1007/ 
s41885- 020- 00060-5.

 54. Baker LR, Cormier LA. Disasters and vulnerable population: Evidence-
based practice for helping professions. Cham: Springer Publishing 
Company; 2015.

 55. Highfield WE, Peacock WG, Van Zandt S. Mitigation planning: Why hazard 
exposure, structural vulnerability, and social vulnerability matter. J Plan 
Educ Res. 2014;34(3):287–300. https:// doi. org/ 10. 1177/ 07394 56X14 
531828.

 56. Cradock-Henry NA, Buelow F, Fountain J. Social–ecological inventory in 
a postdisaster context: the 2016 Kaikōura earthquake, Aotearoa-New Zea-
land. Ecol Soc. 2019;24(3):9. https:// doi. org/ 10. 5751/ ES- 11075- 240309.

 57. Jerolleman A. Challenges of post-disaster recovery in rural areas. In: Laska 
S, editor. Louisiana’s response to extreme weather. Cham: Springer; 2020. 
p. 285–310.

 58. Fountain J, Cradock-Henry N, Buelow F, Rennie H. Agrifood tourism, rural 
resilience, and recovery in a postdisaster context: insights and evidence 
from Kaikōura-Hurunui, New Zealand. Tour Anal. 2021;26:135–49. https:// 
doi. org/ 10. 3727/ 10835 4221X 16079 83995 1420.

 59. Pietkiewicz I, Smith JA. A practical guide to using interpretative phe-
nomenological analysis in qualitative research psychology. Psychol J. 
2014;20(1):7–14. https:// doi. org/ 10. 14691/ CPPJ. 20.1.7.

 60. Smith JA, Jarman M, Osborn M. Doing interpretative phenomenological 
analysis. In: Murray M, Chamberlain K, editors. Qualitative health psychol-
ogy: theories and methods. Beverly Hills: Sage; 1999. p. 218–40.

 61. Smith JA, Shinebourne P. Interpretative phenomenological analysis. In: 
Cooper H, Camic PM, Long DL, Panter AT, Rindskopf D, Sher KJ, editors. 
APA handbook of research methods in psychology, Vol 2. Research 
designs: quantitative, qualitative, neuropsychological, and biological. 
Washington: American Psychological Association; 2012. p. 73–82.

 62. Brocki JM, Wearden AJ. A critical evaluation of the use of interpretative 
phenomenological analysis (IPA) in health psychology. Psychol Health. 
2006;21(1):87–108. https:// doi. org/ 10. 1080/ 14768 32050 02301 85.

 63. Ahern J, Stuber J, Galea S. Stigma, discrimination and the health of illicit 
drug users. Drug Alcohol Depend. 2007;88(2–3):188–96. https:// doi. org/ 
10. 1016/j. druga lcdep. 2006. 10. 014.

 64. Goffman E. Stigma: Notes on the management of spoilt identity. Penguin 
Books; 1968.

 65. Weiss MG, Ramakrishna J, Somma D. Health-related stigma: rethinking 
concepts and interventions. Psychol Health Med. 2006;11(3):277–87. 
https:// doi. org/ 10. 1080/ 13548 50060 05950 53.

 66. Cutter SL, Emrich CT. Moral hazard, social catastrophe: the changing face 
of vulnerability along the hurricane coasts. Ann Am Acad Pol Soc Sci. 
2006;604(1):102–12. https:// doi. org/ 10. 1177/ 00027 16205 285515.

 67. Link BG, Phelan JC. Conceptualizing stigma. Ann Rev Sociol. 
2001;27(1):363–85. https:// doi. org/ 10. 1146/ annur ev. soc. 27.1. 363.

 68. Livingston JD, Milne T, Fang ML, Amari E. The effectiveness of interven-
tions for reducing stigma related to substance use disorders: a systematic 
review. Addiction. 2012;107(1):39–50. https:// doi. org/ 10. 1111/j. 1360- 
0443. 2011. 03601.x.

 69. Hodgetts D, Rua M, Groot S, Hopner V, Drew N, King P, Blake D. Relational 
ethics meets principled practice in community research engagements to 
understand and address homelessness. J Commun Psychol. 2021. https:// 
doi. org/ 10. 1002/ jcop. 22586.

 70. Dodgson JE. Reflexivity in qualitative research. J Human Lactat. 
2019;35(2):220–2. https:// doi. org/ 10. 1177/ 08903 34419 830990.

 71. National Emergency Management Agency. Work out what supplies you 
need. 2021. https:// getre ady. govt. nz/ prepa red/ house hold/ suppl ies/.

 72. Colmar Brunton. Disaster Preparedness Survey. Colmar Brunton. 2020. 
https:// www. civil defen ce. govt. nz/ assets/ Uploa ds/ public- educa tion/ 
report- disas ter- prepa redne ss- survey- en- jul21. pdf.

 73. Work and Income. Income Relief Payment. Work and Income New 
Zealand. 2020. https:// worka ndinc ome. govt. nz/ covid- 19/ income- relief- 
payme nt/ index. html#: ~: text= The% 20Inc ome% 20Rel ief% 20Pay ment% 
20was% 20a% 20tem porary% 2C% 20sho rt% 2Dterm% 20sup port,they% 
20loo ked% 20for% 20oth er% 20emp loyme nt.

 74. Elers C, Jayan P, Elers P, Dutta MJ. Negotiating health amidst COVID-19 
lockdown in low-income communities in Aotearoa New Zealand. Health 
Commun. 2021;36(1):109–15. https:// doi. org/ 10. 1080/ 10410 236. 2020. 
18480 82.

 75. Tian H, Brimmer DJ, Lin J-MS, Tumpey AJ, Reeves WC. Web usage data 
as a means of evaluating public health messaging and outreach. J Med 
Internet Res. 2009;11(4):e1278. https:// doi. org/ 10. 2196/ jmir. 1278.

 76. Anwar ND, Sumpter C. Societal resilience following terrorism: commu-
nity and coordination in Christchurch. Behav Sci Terror Political Aggress. 
2022;14(1):70–95. https:// doi. org/ 10. 1080/ 19434 472. 2020. 18007 85.

 77. Gil-Rivas V, Kilmer RP. Building community capacity and fostering disaster 
resilience. J Clin Psychol. 2016;72(12):1318–32. https:// doi. org/ 10. 1002/ 
jclp. 22281.

 78. Norris FH, Stevens SP, Pfefferbaum B, Wyche KF, Pfefferbaum RL. Com-
munity resilience as a metaphor, theory, set of capacities, and strategy for 
disaster readiness. Am J Commun Psychol. 2008;41(1):127–50. https:// doi. 
org/ 10. 1007/ s10464- 007- 9156-6.

 79. Sherrieb K, Norris FH, Galea S. Measuring capacities for community 
resilience. Soc Indic Res. 2010;99(2):227–47. https:// doi. org/ 10. 1007/ 
s11205- 010- 9576-9.

 80. Aldrich DP. Social capital in post disaster recovery: towards a resilient and 
compassionate East Asian community. In: Sawada Y, Oum S, editors. Eco-
nomic and welfare impacts of disasters in East Asia and Policy responses. 
RIA research project report 2011-8. Jakarta: ERIA Publisher; 2012. p. 
157–78.

https://doi.org/10.1016/j.jsat.2021.108394
https://doi.org/10.1002/jia2.25583
https://doi.org/10.26686/wgtn.14198582.v1
https://doi.org/10.26686/wgtn.14198582.v1
https://doi.org/10.1016/j.ijdrr.2017.09.012
https://doi.org/10.1016/j.ijdrr.2017.09.012
https://ssrn.com/abstract=1268277
https://doi.org/10.1353/hpu.2007.0038
https://doi.org/10.1353/hpu.2007.0038
https://doi.org/10.1037//0882-7974.5.3.412
https://doi.org/10.1093/epirev/mxi011
https://doi.org/10.1353/hpu.2007.0048
https://doi.org/10.1016/j.habitatint.2014.06.006
https://doi.org/10.1016/j.habitatint.2014.06.006
https://doi.org/10.1300/J079v30n02_03
https://doi.org/10.1300/J079v30n02_03
http://hdl.handle.net/10986/25335
https://doi.org/10.1007/s41885-020-00060-5
https://doi.org/10.1007/s41885-020-00060-5
https://doi.org/10.1177/0739456X14531828
https://doi.org/10.1177/0739456X14531828
https://doi.org/10.5751/ES-11075-240309
https://doi.org/10.3727/108354221X16079839951420
https://doi.org/10.3727/108354221X16079839951420
https://doi.org/10.14691/CPPJ.20.1.7
https://doi.org/10.1080/14768320500230185
https://doi.org/10.1016/j.drugalcdep.2006.10.014
https://doi.org/10.1016/j.drugalcdep.2006.10.014
https://doi.org/10.1080/13548500600595053
https://doi.org/10.1177/0002716205285515
https://doi.org/10.1146/annurev.soc.27.1.363
https://doi.org/10.1111/j.1360-0443.2011.03601.x
https://doi.org/10.1111/j.1360-0443.2011.03601.x
https://doi.org/10.1002/jcop.22586
https://doi.org/10.1002/jcop.22586
https://doi.org/10.1177/0890334419830990
https://getready.govt.nz/prepared/household/supplies/
https://www.civildefence.govt.nz/assets/Uploads/public-education/report-disaster-preparedness-survey-en-jul21.pdf
https://www.civildefence.govt.nz/assets/Uploads/public-education/report-disaster-preparedness-survey-en-jul21.pdf
https://workandincome.govt.nz/covid-19/income-relief-payment/index.html#:~:text=The%20Income%20Relief%20Payment%20was%20a%20temporary%2C%20short%2Dterm%20support,they%20looked%20for%20other%20employment
https://workandincome.govt.nz/covid-19/income-relief-payment/index.html#:~:text=The%20Income%20Relief%20Payment%20was%20a%20temporary%2C%20short%2Dterm%20support,they%20looked%20for%20other%20employment
https://workandincome.govt.nz/covid-19/income-relief-payment/index.html#:~:text=The%20Income%20Relief%20Payment%20was%20a%20temporary%2C%20short%2Dterm%20support,they%20looked%20for%20other%20employment
https://workandincome.govt.nz/covid-19/income-relief-payment/index.html#:~:text=The%20Income%20Relief%20Payment%20was%20a%20temporary%2C%20short%2Dterm%20support,they%20looked%20for%20other%20employment
https://doi.org/10.1080/10410236.2020.1848082
https://doi.org/10.1080/10410236.2020.1848082
https://doi.org/10.2196/jmir.1278
https://doi.org/10.1080/19434472.2020.1800785
https://doi.org/10.1002/jclp.22281
https://doi.org/10.1002/jclp.22281
https://doi.org/10.1007/s10464-007-9156-6
https://doi.org/10.1007/s10464-007-9156-6
https://doi.org/10.1007/s11205-010-9576-9
https://doi.org/10.1007/s11205-010-9576-9


Page 13 of 13Rijnink et al. Harm Reduction Journal          (2022) 19:145  

•
 
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: 

 81. Nakagawa Y, Shaw R. Social capital: a missing link to disaster recovery. Int 
J Mass Emerg Disasters. 2004;22(1):5–34.

 82. Ministry of Health. New Zealand Practice Guidelines for Opioid Substitu-
tion Treatment. M. o. Health. 2014. https:// www. health. govt. nz/ system/ 
files/ docum ents/ publi catio ns/ nz- pract ice- guide lines- opioid- subst ituti 
on- treat ment- apr14- v2. pdf.

 83. West Coast Civil Defence and Emergency Management Group. Com-
munity Emergency Centres. West Coast Civil Defence and Emergency 
Management Group. 2021. https:// westc oaste merge ncy. govt. nz/ commu 
nity/ commu nity- emerg ency- centr es/.

 84. Kitchin T, Daly M, Gorman P. Frustration over West Coast bridge 
collapse as more rain on way. Stuff. 2019. https:// www. stuff. co. nz/ 
natio nal/ 11160 3910/a- few- days- respi te- before- more- rough- weath 
er- in- south- some- rain- in- north.

 85. Blake D, Lyons A. Opioid substitution treatment planning in a disas-
ter context: perspectives from emergency management and health 
professionals in Aotearoa/New Zealand. Int J Environ Res Public Health. 
2016;13(11):1122. https:// doi. org/ 10. 3390/ ijerp h1311 1122.

 86. Pouget ER, Sandoval M, Nikolopoulos GK, Friedman SR. Immediate 
impact of Hurricane Sandy on people who inject drugs in New York City. 
Subst Use Misuse. 2015;50(7):878–84. https:// doi. org/ 10. 3109/ 10826 084. 
2015. 978675.

 87. Zolopa C, Hoj S, Bruneau J, Meeson J-S, Minoyan N, Raynault M-F, Maka-
renko I, Larney S. A rapid review of the impacts of “Big Events” on risks, 
harms, and service delivery among people who use drugs: implications 
for responding to COVID-19. Int J Drug Policy. 2021;92:103127. https:// 
doi. org/ 10. 1016/j. drugpo. 2021. 103127.

 88. Jones S, Howard L, Thornicroft G. “Diagnostic overshadowing”: worse 
physical health care for people with mental illness [Editorial]. Acta Psychi-
atr Scand. 2008;118(3):169–71. https:// doi. org/ 10. 1111/j. 1600- 0447. 2008. 
01211.x.

 89. Lloyd C. Sinning and sinned against: The stigmatisation of problem drug 
users. The UK Drug Policy Commission (UKDPC). 2010. www. ukdpc. org. 
uk/ repor ts. shtml.

 90. Mitchell A, Glavovic BC, Hutchinson B, MacDonald G, Roberts M, 
Goodland J. Community-based civil defence emergency management 
planning in Northland, New Zealand. Australas J Disaster Trauma Stud. 
2010;1:2010–1.

 91. Smith W, Davies-Colley C, Mackay A, Bankoff G. Social impact of the 2004 
Manawatu floods and the ‘hollowing out’of rural New Zealand. Disasters. 
2011;35(3):540–53. https:// doi. org/ 10. 1111/j. 1467- 7717. 2011. 01228.x.

 92. Radfar SR, De Jong CA, Farhoudian A, Ebrahimi M, Rafei P, Vahidi M, 
Yunesian M, Kouimtsidis C, Arunogiri S, Massah O. Reorganization of sub-
stance use treatment and harm reduction services during the COVID-19 
pandemic: a global survey. Front Psych. 2021;12:349. https:// doi. org/ 10. 
3389/ fpsyt. 2021. 639393.

 93. Brooks, N. Vulnerability, risk and adaptation: a conceptual framework. 
Tyndall Centre for Climate Change Research, Working Paper No. 2003; 
38(38):1–16.

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

https://www.health.govt.nz/system/files/documents/publications/nz-practice-guidelines-opioid-substitution-treatment-apr14-v2.pdf
https://www.health.govt.nz/system/files/documents/publications/nz-practice-guidelines-opioid-substitution-treatment-apr14-v2.pdf
https://www.health.govt.nz/system/files/documents/publications/nz-practice-guidelines-opioid-substitution-treatment-apr14-v2.pdf
https://westcoastemergency.govt.nz/community/community-emergency-centres/
https://westcoastemergency.govt.nz/community/community-emergency-centres/
https://www.stuff.co.nz/national/111603910/a-few-days-respite-before-more-rough-weather-in-south-some-rain-in-north
https://www.stuff.co.nz/national/111603910/a-few-days-respite-before-more-rough-weather-in-south-some-rain-in-north
https://www.stuff.co.nz/national/111603910/a-few-days-respite-before-more-rough-weather-in-south-some-rain-in-north
https://doi.org/10.3390/ijerph13111122
https://doi.org/10.3109/10826084.2015.978675
https://doi.org/10.3109/10826084.2015.978675
https://doi.org/10.1016/j.drugpo.2021.103127
https://doi.org/10.1016/j.drugpo.2021.103127
https://doi.org/10.1111/j.1600-0447.2008.01211.x
https://doi.org/10.1111/j.1600-0447.2008.01211.x
http://www.ukdpc.org.uk/reports.shtml
http://www.ukdpc.org.uk/reports.shtml
https://doi.org/10.1111/j.1467-7717.2011.01228.x
https://doi.org/10.3389/fpsyt.2021.639393
https://doi.org/10.3389/fpsyt.2021.639393

	Accessing needle exchange services in disasters for remote areas of Aotearoa New Zealand
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	The West Coast NEP mobile outreach service
	Disaster risks

	Method
	Design
	Procedure
	Participant recruitment
	Data analysis

	Results
	Infrastructure and equipment costs
	Distance and road vulnerability challenges
	Cost of products

	Peers
	Social capital and practical support
	Key contacts

	Social stigma
	Stigma as a barrier to other distribution methods
	Fear of mistreatment from emergency managers

	Solutions for accessibility

	Conclusion
	Acknowledgements
	References


