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ABSTRACT
Introduction: Despite decades of empirical research in the US and internationally documenting
the benefits of implementing syringe services programs (SSPs), their implementation may be
controversial in many jurisdictions. Better understanding how research evidence is applied dur-
ing SSP implementation processes may enable the public health workforce to advocate for pro-
gram scale up. This study explores applications of research evidence during processes to
acquire approvals for SSP implementation in rural counties in Kentucky.
Methods: In-depth interviews were conducted among eighteen stakeholders (e.g. health depart-
ment directors, SSP operators) involved in SSP implementation in rural Kentucky counties.
Stakeholders were asked to describe the contexts surrounding SSP implementation processes.
Interviews were transcribed and analysed for applications of research evidence. Research evi-
dence-related quotes were subsequently categorised based on the typologies for applications of
research evidence developed by Weiss et al. (instrumental, conceptual, and symbolic) and a
fourth category for instances when research evidence was not used.
Results: Instrumental applications of research evidence occurred at the intrapersonal and inter-
personal levels to dispel concerns about SSPs and formed the basis for implementation support.
SSP proponents used research evidence in a conceptual manner to address underlying attitudes
and beliefs that were not evidence-based. Participants reported symbolic research evidence
applications to justify pre-existing attitudes and beliefs about meeting the public health needs
of people who inject drugs. Lastly, in some instances, research evidence was met with scepti-
cism and an unwillingness to consider its merits.
Conclusion: Applications of research evidence during SSP implementation approval processes in
rural Kentucky counties were heterogeneous in nature. Better understanding the diversity of
ways in which research evidence may be employed during SSP implementation processes may
support efforts to improve the public health of people who inject drugs.

KEY MESSAGES

1. Applications of research evidence during SSP implementation approval processes in rural
Kentucky counties were heterogeneous in nature.

2. Instrumental applications of research evidence occurred at the intrapersonal and interper-
sonal levels to dispel concerns about SSPs and formed the basis for implementa-
tion support.

3. SSP proponents used research evidence in a conceptual manner to address underlying atti-
tudes and beliefs that were not evidence-based.
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Introduction

Throughout the world, people who inject drugs
(PWID) have been disproportionately affected by
blood-borne infections, including hepatitis C virus
(HCV) and human immunodeficiency virus (HIV) [1–4].
A recent analysis estimated that 17.8% of PWID

worldwide are living with HIV and more than half are
HCV-antibody positive [2]. Sharing injection equipment
(e.g. syringes, cookers) is a primary route of infectious
disease transmission among PWID [5,6]. While there
are many interventions aimed at preventing HIV/HCV
transmission, syringe services programs (SSPs),
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sometimes referred to as harm reduction programs or
needle and syringe exchange programs, remain one of
the most effective strategies to prevent new infections
among PWID [7–11]. Several decades of global
research have demonstrated that SSPs are not only
cost-effective, but also effective conduits to link PWID
to drug treatment and other health services [7,12–15].

In the United States (US), SSPs were first imple-
mented in the 1980s; however, their implementation
has not been without controversy [16]. For example,
SSP implementation may be obstructed by opposition
from policymakers, law enforcement, and community
members [17–19]. There are a number of interrelated
and overlapping drivers of SSP opposition, including:
fear, stigma, misunderstanding, and “not in my back
yard” attitudes and beliefs about the provision of sub-
stance use-related services. SSP opposition has led to
many policy-level challenges for program implementa-
tion [17–25]. For example, SSP operations in the
District of Columbia were once subject to a buffer
zone policy that prohibited operations within 1,000
feet of a school [19,20]. In other jurisdictions, SSP
operations may be obstructed by drug paraphernalia
laws, funding restrictions, and policies that prevent
SSPs from following evidence-based best practices
[17,18,24,26]. Given recent escalations in injection
drug use-associated morbidity and mortality, there is
an on-going need for communities to remove policy-
level barriers to SSP implementation and ensure PWID
have access to the services they require.

Better understanding how research evidence is
used or not used during policy change processes to
support SSP implementation may afford the public
health workforce enhanced capacity to advocate for
programs that protect communities from injection
drug use-associated morbidity and mortality. There are
many frameworks that examine the mechanisms
underlying policy change processes; Weiss et al., for
example, developed typologies for understanding
applications of research evaluation that have been
widely cited in the health policy and evaluation litera-
ture [27–32]. As succinctly stated by Weiss et al.,
“Evaluations could be used (a) instrumentally, to give
direction to policy and practice; (b) politically or sym-
bolically, to justify pre-existing preferences and
actions, and (c) conceptually, to provide new general-
isations, ideas, or concepts that are useful for making
sense of the policy scene” [27]. It should also be noted
that research evidence is sometimes not used in pol-
icymaking processes or may be used in ways that are
context-dependent [26,27]. A 2015 study that exam-
ined the role of research evidence in shaping policy

change processes for SSP implementation in three
urban-based US cities, for instance, found that there
was a range of ways in which stakeholders (e.g. policy-
makers, advocates for SSP implementation) applied
research, and that, in some instances, research was
met by policymakers who were unwilling to incorpor-
ate it into their policy discussions [26].

Many studies have examined the relationship
between SSP implementation and the public health of
PWID populations in urban areas, but few have been
conducted in rural areas. This reflects a significant gap
in the literature given that metropolitan-based
research may not be directly translatable to rural com-
munities responding to the modern opioid overdose
crisis. In addition, there is considerable heterogeneity
in both the degree to which rural communities have
access to evidence-based response strategies (e.g.
medications for opioid use disorder, SSPs) and the
magnitude with which they have been affected by
injection drug use-associated morbidity and mortality
[33–36]. For instance, rates of opioid-related inpatient
hospital stays vary considerably between rural states
(e.g. in 2014, Kentucky and Iowa had rates of 280.4
and 72.7 per 100,000 opioid-related inpatient hospital
stays, respectively) [37]. Exploring SSP implementation
processes in rural communities represents an import-
ant realm of scientific inquiry, particularly because
research has found that risks for infectious disease
outbreaks among PWID are concentrated in non-urban
counties [38].

Following the 2015 HIV/HCV outbreak among PWID
in rural Scott County, Indiana (US), several predomin-
antly rural states experienced rapid proliferations of
SSP implementation. In 2015, legislation was passed in
Kentucky to allow communities to implement SSPs
[39]. However, the legislation required three approvals
prior to program implementation: the Board of Health
at a local health department, county fiscal courts, and
city councils. Despite requiring multiple levels of
approval to implement SSPs, in 2021, more than 70
SSPs were operational across Kentucky with many
located in rural counties identified as vulnerable to
injection drug use-associated infectious disease out-
breaks [39]. The legislative requirement to obtain three
levels of approval for SSP implementation paired with
the proliferation of programs across rural Kentucky
presents a unique opportunity to explore how stake-
holders (e.g. advocates for SSP implementation, health
department directors) employed research evidence
during processes to secure approvals for SSP opera-
tions. The purpose of this research is to explore appli-
cations of research evidence during processes to
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acquire approvals for SSP implementation in rural
counties in Kentucky.

Methods

Data collection

From August-October 2020, in-depth, semi-structured
interviews were conducted with 18 persons involved
in the implementation of SSPs in rural counties
throughout Kentucky. Participants had varying degrees
of involvement with SSP implementation (e.g. health
department directors who advocated for SSP imple-
mentation and later launched programs, healthcare
providers who advocated for program implementation,
and SSP operators). To identify potential participants,
we conducted comprehensive searches of publicly
available literature (e.g. media reports, governmental
reports) related to SSPs in Kentucky. Potential partici-
pants were also identified over the course of inter-
views via participants describing others who played a
role in SSP implementation. Persons identified during
interviews were then vetted against public records to
confirm their potential role in SSP implementation.
Eligibility criteria included having played a role in SSP
implementation and being at least 18 years of age.

Stakeholders were contacted via e-mail, informed
about the study, and asked if they would be willing to
participate. For persons who expressed interest, inter-
views were scheduled via Zoom or phone. All inter-
views were conducted by the first author, who is from
southeastern Kentucky, familiar with issues related to
SSP implementation in rural areas, and has conducted
several previous studies related to SSPs, harm reduc-
tion, drug policy, and rural health disparities. Prior to
beginning the interview, potential participants were
able to learn more about the purpose of our study
and ask questions. Given the potential sensitive nature
of our interviews, we elected for an oral consent pro-
cess; all participants provided oral consent before
interviews were initiated. Each interview lasted
approximately 45min and was audio recorded. Prior
to beginning the interviews, we informed potential
participants that we would offer them a $25 gift card
as an incentive for their participation. Interviews and
initial analysis were occurring simultaneously, and
recruitment stopped when content saturation was
achieved (i.e. the Principal Investigator heard similar
responses from participants and interviews did not
yield new insights or afford nuanced understandings)
[40]. The Institutional Review Board at the Johns
Hopkins Bloomberg School of Public Health approved
this study.

Interview guide

Broadly, the parent study of which this analysis is a
part aimed to understand the barriers and facilitators
to SSP implementation in rural counties in Kentucky.
The interview guide for the parent study was informed
by both the Consolidated Framework for
Implementation Research (CFIR) and Kingdon’s mul-
tiple streams model of policy change given the poten-
tial complexities associated with SSP implementation
in Kentucky (e.g. acquiring three levels of approval,
addressing underlying concerns about SSPs, and
changing policies to support SSP operations) [41,42].
The CFIR was well-suited for the parent study purpose
because it provides a systematic way to explore
potential barriers and facilitators for the implementa-
tion of an innovation [41]. The CFIR consists of five
domains (intervention characteristics, outer setting,
inner setting, characteristics of individuals, and pro-
cess) and each has multiple constructs [41]. We asked
participants to broadly describe the process of SSP
implementation in their communities and subse-
quently asked follow-up questions to ascertain nuance
that reflected relevant constructs of the CFIR. In add-
ition, given that SSP implementation often requires
policy changes (e.g. decriminalising drug parapherna-
lia), we also used Kingdon’s multiple streams model of
policy change to inform our interview guide for the
parent study [42]. This model suggests that policy
changes occur when three streams align: a problem
stream, a policy stream, and a politics stream [42]. In
instances where participants mentioned policy change,
we asked probing questions to glean in-depth under-
standings of how policy changes were achieved. After
developing a preliminary interview guide, we piloted
the instrument internally with our study team and
refined items as needed. In addition, participants were
asked to describe their roles during SSP implementa-
tion (e.g. program implementer, health depart-
ment director).

Analysis

Audio recordings were transcribed verbatim, and tran-
scripts were cleaned of any identifying information
(e.g. names or references to specific places). An initial
coding scheme was developed using a list of a priori
codes that reflected key concepts/areas of the CFIR
and Kindgon’s multiple streams model of policy
change and goals of the parent study. The Principal
Investigator (PI) and two qualitative coders then
worked collaboratively to refine the coding framework.
Initially, the team read three transcripts and identified
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emergent themes to create a draft codebook of
a priori and inductive codes. Three transcripts were
then coded independently by team members, who
then compared the results of their initial coding,
refined code definitions, and discussed additional
inductive codes. This process was repeated again on
three additional transcripts to create the final coding
framework, which consisted of 19 codes. Coders then
applied the codes systematically to each of the tran-
scripts in MAXQDA software such that each transcript
was double coded. Throughout the coding process,
the team met weekly to discuss findings, and the PI
monitored comparability between coders and resolved
discrepancies, ensuring intercoder agreement.

While the parent study focussed broadly on under-
standing barriers and facilitators to SSP implementa-
tion in rural counties in Kentucky, for this analysis, we
focussed on examining coded text pertaining to the
use of research evidence. We broadly defined research
evidence to include any mentions of empirical studies
(i.e. research related to SSPs) and governmental
reports (i.e. data generated by local, state, or federal
agencies). In addition, our research evidence opera-
tionalisation encompassed scenarios in which partici-
pants described research evidence being ignored or
not acted upon by stakeholders. Mentions of research
evidence occurred in response to direct questions
about the role of research evidence during SSP
implementation processes (e.g. “What role did
research evidence play in syringe services program
implementation?”) and in response to questions that
explored SSP implementation processes more broadly
(e.g. “Can you walk me through how policy changes
occurred to allow syringe services program implemen-
tation in your community?”). Research evidence-
related quotes were subsequently reviewed and
further categorised based on the typologies for appli-
cations of research evidence developed by Weiss et al.
(instrumental, conceptual, and symbolic) as well as a
category for instances when research evidence was
not used during processes to secure approvals for SSP
implementation (i.e. policymakers and other stake-
holder groups chose to ignore empirical research evi-
dence) [26,28]. We present our results relative to the
typologies developed by Weiss et al. given that this
analysis aimed to explore applications of research evi-
dence during processes to acquire approvals for SSP
implementation. Direct quotes are used in this article
to demonstrate how research was applied during
processes to acquire approvals for SSP implementa-
tion. To protect the anonymity of our study partici-
pants, we do not associate quotes with information

about where a given participant lives or works, or with
detailed descriptions of their specific roles during SSP
implementation processes as this information may
potentially be identifiable given the rural nature of this
study. However, we provide an overview of our partici-
pants and their backgrounds in the Results section.

Results

Participant characteristics

Eighteen participants completed in-depth interviews
(10 women, 8 men), the majority of whom were White
(88.9%). Participants reflected a variety of professional
roles, including health department and health district
directors, healthcare providers, program directors, SSP
operators, and persons who provided HIV/AIDS pre-
vention services. In addition, participants described
having served their communities in several capacities
over their professional and lived experiences, such as
via involvement with law enforcement, community
coalitions, and advisory boards (e.g. at local health
departments and non-profits organisations). Several
participants reported having been personally affected
by the opioid crisis via their own histories of drug use
or among their friends and families.

Instrumental research evidence applications

Many participants reported being reticent to support
SSPs upon initially learning of their existence; how-
ever, research evidence about the public health utility
of SSPs dispelled their concerns and ultimately formed
the basis for why they pursued program implementa-
tion. In these instances, applications of research evi-
dence manifested an instrumental application (i.e. it
formed the foundation of why persons chose to sup-
port SSP implementation). For example, a partici-
pant explained:

First, I was a little skeptical to be honest. Also, like,
‘Wow, really? We’re going to give needles to drug users?’
I had to become educated, and read, and research, and
understand. Once I got that knowledge, received the
knowledge, and just really started digging and went
through some trainings and webinars and different
sessions, I understood the concept.

Similarly, another participant described their initial
reaction to potentially pursuing policy changes in sup-
port of SSP implementation:

I said, ‘I don’t know much about them [SSPs], but I’ll
learn about them and then we’ll see.’ So, I did some
research. I looked at studies. I went and visited a
program… and once you do the research on these
programs, they kind of speak for themselves– better
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health outcomes for the participants, five times more
likely to get into treatment, rates of HIV and
hepatitis decline.

Instrumental use of research evidence was also pre-
sent during processes to acquire approvals for SSP
implementation. For example, in some instances,
when policymakers learned about the public health
benefits of SSP implementation and how vulnerable
their communities were to injection drug use-associ-
ated infectious disease outbreaks, research evidence
was employed instrumentally (i.e. it formed the basis
of their decision-making processes) to justify their sup-
port for approving SSP implementation. A participant
highlighted this instrumental application of research
evidence by explaining, “I have to think that it was
[Name] County being on the list … on the list of vul-
nerable counties in the whole Nation. I have to think
that that’s what tipped the scales. And that it [SSP
implementation] has to be this way.” In addition,
another participant emphasised that they learned as
much as possible about SSPs prior to engaging with
policymakers to ensure they were able to effectively
communicate research about program implementation
and support evidence-based decision making among
policymakers:

You owe it to yourself and to them [policymakers] to
research what it is before you offer an opinion. ‘What’s
the data say? What’s the research say? What do we
know about this, not just what I think?’ And when you
frame it like that, there’s not a lot of argument back.
I’ve researched this, I’ve studied this, I know what I’m
talking about…

Conceptual research evidence applications

Nearly all participants described having to confront
stigmatising and inaccurate beliefs policymakers held
about PWID and SSP operations. They described
“uphill battles” in efforts to change how stakeholders
felt about SSPs, often requiring long periods of sus-
tained outreach and education. In these instances,
research evidence was applied conceptually, i.e. partic-
ipants applied research evidence to change underlying
attitudes and beliefs policymakers held that were not
evidence-based. For example, a participant explained:

And so we would have to go to the city councils as
well. And that’s been an uphill battle because we’re
having to teach a lot of non-public health folks about
syringe services programs and convincing them to drop
their stigma and their notions that these programs only
enable drug use, and to try to get them to take an
honest look at the data that’s available, that’s been
available for decades now, showing that these programs
are excellent as far as a public health measure.

Similarly, another participant stated that their
approach to navigating discussions about SSP imple-
mentation involved asking stakeholders about their
opinions surrounding injection drug use then applying
research evidence to correct inaccuracies and change
their understanding:

Most people, I think, come into an idea with
preconceived notions of what is happening– biases. And
you just, in a calm way, state the facts. Show them
what’s true, what’s not true… You know, ‘You’re
enabling people who are using drugs by creating these
service programs,’ but in truth, it’s you’re actually
helping people get off drugs… So you just kind of lay
out the facts to them. That’s how I start. I just ask
questions to see where they are, why they think that,
and then I just lay out the facts.

Symbolic research evidence applications

Several participants described employing philosophical
approaches to serving vulnerable populations that
were aligned with harm reduction prior to learning
about the term “harm reduction” and existence of
SSPs. Upon learning about the evidence in support of
harm reduction and SSPs, some participants applied
research evidence in a symbolic fashion to provide
legitimacy to the ways in which they already
approached public health (e.g. meeting vulnerable
persons where they are and supporting the use of
public health strategies that fit within the contexts of
their life circumstances) and their ultimate support for
SSPs. For example, a participant explained:

I have always been a proponent of taking the service to
the people who need that service and who will benefit
from it, and recognizing that sometimes it’s not about
fixing a person or changing their behavior, but instead
doing less harm. So, really, when I started learning, ‘We
call that harm reduction,’ okay, I love this, because it’s–
so for me, I was very excited and very ready.

Non-Applications of research evidence

Many participants described scenarios in which their
efforts to acquire approvals for SSP implementation
were obstructed by local stakeholders’ unwillingness
to consider the implications of research evidence. For
example, a participant described an incident in which
a member of law enforcement interrupted them dur-
ing a presentation about risks for injection drug use-
associated HIV outbreaks and stated they believed
data reported by the Centres for Disease Control and
Prevention (CDC) [38] were not factual, “… I’ve had a
Sheriff actually stand up and say ‘You know that CDC
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data? It’s a lie.’ What do you say with that?” This par-
ticipant further explained that a subsequent slide in
their presentation detailed the risk vulnerability analy-
ses and that the law enforcement official was unwill-
ing to consider it as factual:

… fortunately, my next slide was to show them what
their county rankings were on those six variables that
the CDC used in the vulnerability study and try to get
them to recognize that ‘Your county looks like Scott
County, Indiana, based on all of these variables.’ That
didn’t convince him, though. I mean, he had made his
mind up. This [SSP implementation] wasn’t going to
happen in his community.

Another participant shared the sentiment that
many persons were simply unwilling to consider
empirical research evidence in support of SSP
implementation:

So, you know, you’ve got some people out there that
you’re not going to convince [about the need for SSPs].
Realize, you know, you just have to let them voice this
and you’re not going to educate them about it because
they’ve got their feeling and they don’t want to be
confused with the facts. They’ve made up their mind
and that’s where they’re at.

Discussion

Applications of research evidence during processes to
acquire approvals for SSP implementation in rural
counties in Kentucky were heterogeneous in nature.
For example, instrumental applications of research evi-
dence occurred at the intrapersonal level to allay par-
ticipants’ initial concerns about SSP implementation
and form the basis for why they ultimately pursued
program implementation. At the interpersonal level,
instrumental use of research evidence also occurred
when proponents for SSP implementation educated
policymakers about the need for SSPs who subse-
quently used the information they gleaned as the
basis for their decisions to support program approval.
In addition, proponents for SSP implementation
applied research evidence in a conceptual fashion to
address underlying attitudes and beliefs policymakers
held that were not grounded in facts. Participants also
reported symbolic applications of research evidence to
justify their pre-existing attitudes and beliefs about
meeting the public health needs of PWID in ways that
aligned with harm reduction- and SSP-related
research. Similar to existing research [26], we also
found instances in which lay stakeholders viewed
research evidence with scepticism and an unwilling-
ness to consider its merits. This research builds on
existing drug policy literature by demonstrating the

importance of understanding the ways in which
research evidence can be applied to support the
implementation of evidence-based interventions that
may be misunderstood or stigmatised by lay stake-
holders, especially in a rural context.

Participants routinely described how the results of a
widely disseminated study that identified 220 counties
vulnerable to injection drug use-associated infectious
disease outbreaks served as a cue to action for SSP
implementation [38]. For example, in some instances,
when policymakers learned of the vulnerability of their
counties, it motivated them to act on the evidence in
an instrumental fashion and support SSP implementa-
tion. Given that the vulnerability analyses were pub-
lished in 2015 and that more than 70 SSPs have been
implemented across Kentucky in the past six years
[38,43], this finding demonstrates the power of apply-
ing research evidence to emerging public health threats
as well as the importance of ensuring empirical data
resonate with lay stakeholders and are easily under-
stood. Future work should be conducted to better
understand how to tailor messaging about scientific
findings to diverse audiences and ensure persons are
able to learn about specific evidence-based response
strategies that may provide public health benefits.

Among participants, many described applying
research evidence conceptually to change how local
stakeholders perceived SSPs. Notably, interviewees ela-
borated that changing the hearts and minds of per-
sons who were initially against SSP implementation
can be a lengthy process that involves information
generated from research, but also confronting biases
and stigma. While these successes should not be dis-
counted, future work is needed to better understand
how to expedite processes to educate policymakers
about emerging public health threats and evidence-
based response strategies. Given rapid escalations in
injection drug use-associated morbidity and mortality
[44], shortening the amount of time required for poli-
cymakers to act on research evidence in support of
SSP implementation may result in significant public
health gains.

Proponents for SSP implementation described sym-
bolic applications of research evidence in that, upon
learning about harm reduction- and SSP-related
research, they were afforded legitimisation of their
pre-existing ideas and approaches to public health (i.e.
working to meet persons where they are and encour-
aging them to utilise public health strategies that fit
within their lives). This application of research evi-
dence is notable by itself, but also because it demon-
strates that many participants were unaware of
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empirical studies that supported their approaches to
public health. While this instance of symbolic use of
research evidence did not directly apply to policy
change processes, it likely empowered SSP proponents
to engage local stakeholders in discussions about SSP
implementation and subsequently apply research evi-
dence in other manners (e.g. instrumentally, conceptu-
ally). Future work should more closely examine the
constellation of factors (e.g. motivators, cues to action,
applications of research evidence) that must align
among the public health workforce to propel the
implementation of evidence-based response strategies.

Similar to a 2015 study conducted in three urban
areas [26], participants described that processes to
acquire approvals for SSP implementation were
obstructed by policymakers who were unwilling to
consider the merits of research evidence. This reluc-
tance to act on research evidence varied considerably;
for example, some participants described interacting
with stakeholders who had personal beliefs (often
driven by inaccurate fears about SSPs and stigmatisa-
tion of drug use) that motivated their opposition to
SSPs and inaction on empirical evidence. In other
scenarios, participants described interacting with com-
munity members who voiced doubts about the scien-
tific merits of program implementation. Additional
research is warranted to explore strategies to ensure
empirical evidence is at the foundation of public
health decision-making processes and build trust in
scientific findings among diverse stakeholder groups.

There is widespread consensus among the scientific
community that SSPs carry substantial public health
benefits, yet the translation of research findings to the
policy and practice realms remains challenging, even
during a national surge of overdose fatalities and
increasing risks for injection drug use associated-out-
breaks of bloodborne infections [7,38,44]. Our findings
build on existing literature by documenting that while
rural counties in Kentucky have had great success in
rapidly increasing the number of operational SSPs, pro-
ponents have faced many barriers to program imple-
mentation. Additional study is warranted to explore
how diverse stakeholder groups can work together dur-
ing crises to achieve evidence-based solutions.

This research has several strengths and limitations
that should be considered. Our first strength is that
we interviewed persons with diverse roles during SSP
implementation processes in rural counties across
Kentucky, enhancing how we understood applications
of research evidence. Another strength is that the pro-
liferation of SSPs in Kentucky was a relatively recent
phenomena, potentially limiting recall bias. Among

the limitations of our study, our participants reflected
the perspectives of persons who were ultimately sup-
portive of SSP implementation. As such, we did not
hear firsthand accounts of persons who remain in
opposition to program operations. That said, many of
our participants described being reluctant to support
SSPs upon first learning about them and the evolution
of their perspective. Our study results should also be
interpreted with consideration for relevant state policy
context. The state-level legislation that allowed for SSP
implementation, for example, required program opera-
tors to secure three levels of approval prior to launch-
ing a program. This requirement may limit the
generalisability of our results to other contexts in
which approvals for program operations are not
required. Relatedly, our findings are only reflective of
rural communities in Kentucky; similar studies should
be conducted in rural communities throughout the US
given that the manifestations of research evidence
during SSP implementation processes may be hetero-
geneous in nature. For example, the degree to which
stakeholders perceive public health agencies and
organisations as credible, and by extension the
research evidence they produce, may vary.
Additionally, exploring the role of misinformation dur-
ing SSP implementation processes may yield import-
ant insights that can inform program scale up. Finally,
all participants were offered an incentive to participate
in this research. As a result, our findings may contain
some level of bias; however, this potential limitation is
likely minor given that our incentive was relatively
small in value and all of our participants reflected per-
sons who were known to play a role in SSP implemen-
tation. These limitations notwithstanding, this study
offers insight into the ways research evidence can be
used during processes to implement SSPs.

Public health decisions should be made based on
empirical research evidence; however, applications of
research evidence during processes to secure appro-
vals for SSP implementation manifested differently in
rural counties in Kentucky. In some instances, research
evidence formed the basis for expeditious decision-
making processes related to SSP implementation, but
in other cases, the application of research evidence
was slow and involved changing how persons per-
ceived SSPs and overcoming pre-existing stigmatisa-
tion of substance use. Expediting the translation of
research evidence to the policy realm and supporting
efforts to bring SSPs to scale is of the utmost import-
ance given the magnitude of the opioid over-
dose crisis.
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