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Abstract 

Drug use is a significant health problem worldwide, and people who use drugs often suffer 
from impairments in daily life in terms of loss of healthy years, and premature deaths. This 
also affects the person’s family, as well as communities and societies. In Europe, drug 
overdose is the main cause of death among high-risk drug users, for whom drug injection is 
one of the main risk factors. Despite the implementation of several preventive measures, 
Norway is one of the countries in Europe with a high and stable overdose-related mortality 
rate. However, little is known about the views and opinions of the people themselves who 
inject drugs. In this thesis, I study injecting drug use and the risk of overdose from the 
perspective of people who inject drugs (PWID). The aim is to increase our understanding of 
injecting drug use, and the social meanings of risk and overdose, within the contexts of 
PWID’s everyday lives. 

Based on qualitative interviews with 80 PWID, this thesis helps to provide understandings of 
PWID’s complex, and even contradictory perceptions and experiences of injecting drug use, 
risk, pleasure and overdose. In the three published articles, I show how PWID’s perceptions 
of their drug use practices entail multiple social meanings and experiences developed in 
social interaction and in the context of their everyday lives in the risk environment. The study 
shows a complex range of attractions towards injecting drug use and how participants’ 
experiences evolved from a fear of the needle, to embracing it as a meaningful practice. This 
highlights how perceptions of injecting and risk are relational and socially contingent. The 
thesis also demonstrates that PWID participate in risk environments which involve high levels 
of distress, fear and stigma. Despite the elevated risk of overdose death, these contextual 
factors made them prefer solitary injecting, involving a perceived notion of safety from an 
unpredictable environment, as well as contextual pleasures that were maximised by injecting 
alone. This highlights the competing priorities among PWID, and that solitary injection should 
be understood as an adaptive strategy. The thesis also highlights the complexity of 
overdoses, and challenges assumptions about the relationship between knowledge of risk 
and risk avoidance. PWID did not always personalise the risk, or they considered it to be part 
of their high-risk lifestyle. They also expressed an indifference towards survival whereby 
avoiding death, the main rationale of overdose interventions, was viewed with indifference. 
This is important for understanding the complexity of overdose mortality and should be 
reflected in future harm-reduction initiatives. 

Overall, I have offered a contribution to the field of harm reduction regarding the need for 
increased knowledge about PWID’s own experiences and perceptions of injecting drug use. 
The key arguments are that contexts and the individual’s overall life situation need to be 
addressed in the overdose prevention work. PWID live their everyday lives in social 
environments that influence their perceptions of risk and survival. This illustrates the 
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importance of a person-in-context understanding, and of addressing the reasons behind the 
interviewees’ ambivalence towards survival, and not only individual behavioural change, 
which may further contribute to the marginalisation of PWID.  

Keywords: injecting drug use, overdose, high-risk drug use, pleasure, qualitative methods. 
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1 Introduction and background 

Sometimes I’ve been thinking: ‘You know you’ll get an overdose now’, that I’m taking a 
dose that’s too strong. Then you just push it in. That’s how the drugs fuck with your 
mind. I don’t give a shit if I die. For normal people, that’s so sick to think about. 

(Oscar, participant) 

Risks associated with injecting drug use, including the risk of overdose death, are well-
documented. Several overdose prevention measures have been implemented. Yet the 
overdose mortality rate remains stable (Gjersing, 2023; Norwegian Directorate of Health, 
2019). A relevant question may be: How do people who inject drugs (PWID) perceive their 
injecting practices and the risk of overdose? Oscar may shed some light on this issue. At 
least he highlights the complexity of overdoses, and challenges assumptions about the 
relationship between knowledge of risk and risk avoidance (Rhodes, 1997; Winiker et al., 
2020). This emphasises the importance of analysing injecting drug use and overdoses from 
the perspective of PWID themselves, which is the topic of this thesis. 

Drug use is a significant health problem worldwide, and people who use drugs often suffer 
from impairments in daily life in terms of loss of healthy years, and premature deaths. This 
also affects the person’s family, as well as communities and societies (Lander et al., 2013; 
Rhodes & Hedrich, 2010; UNODC, 2021). How the drugs are consumed is important, and 
injecting drug use is one of the leading risk factors for overdose-related deaths. There have 
been an alarming number of overdose deaths during the last decade in many countries. In 
Europe, drug overdose is the main cause of death among high-risk drug users, for whom 
drug injection is one of the main risk factors (Degenhardt et al., 2011; EMCDDA, 2018; 
Mathers et al., 2013; UNODC, 2019). People who inject drugs both experience and are 
aware of these risks (Winiker et al., 2020). Yet, injection is the preferred mode of use among 
many opioid and stimulant users, with an estimate of 11.2 million PWID worldwide 
(Degenhardt et al., 2017; EMCDDA, 2020; UNODC, 2022). There is therefore a need for 
more knowledge of how to prevent overdose deaths, and to understand overdoses on the 
basis of how PWID perceive and experience them. Little is known about the actual views and 
opinions of PWID themselves – how they perceive their injection practices and construct 
them as meaningful – despite their awareness of risks (Rhodes et al., 2001). This thesis 
seeks to fill this knowledge gap.  

Norway is one of the countries in Europe with a high and stable overdose-related mortality 
rate (EMCDDA, 2020; Gjersing, 2021). This is partly due to a persistent culture of injecting 
and poly-drug use, and may also be related to the fact that many people inject drugs alone 
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(Gjerde et al., 2021; Gjersing, 2023; Gjersing & Bretteville‐Jensen, 2018; Gjersing & Helle, 
2021). Norway is among the countries in Europe with a high number of overdose deaths per 
capita (Gjersing, 2023). This emphasises the need for knowledge about the perceptions, 
meanings and considerations surrounding injecting drug use from the perspective of PWID. 
This knowledge may contribute to informing decision-makers and future harm reduction 
interventions, as well as enhanced services for PWID. 

The aim of this thesis is to increase our understanding of injecting drug use from the 
perspective of PWID, and how they experience the meanings the injection practices have to 
them. The study seeks to explore PWID’s complex, and even contradictory perceptions and 
experiences of injecting drug use, risk and overdose. An overarching research question is: 
How can we understand injecting drug use and the social meanings of risk and overdose? 
An underlying research question is how PWID’s perceptions and experiences may be 
understood within the contexts of their everyday lives. Such a qualitative approach is 
sensitive towards the participants’ lived experiences and may provide new understandings of 
injecting drug use and overdose deaths, highlighting multiple realities, constructed through 
subjective experiences and interactions with others (Creswell & Poth, 2017).  

1.1 Previous research 

As a phenomenon, drug injecting spread quickly in many countries in the 1970s and 1980s, 
including central and eastern Europe (Bridge, 2010; EMCDDA, 2018). The emergence of HIV 
focused attention on injecting drug use (Rhodes et al., 2001), with research approaches 
varying over time and across disciplines. In the following, I will elaborate on research topics 
that are relevant to the research questions. 

1.1.1 Injecting drug use and health risks 

The body of research on injecting drug use is largely made up of quantitative studies and 
associated risks. While some studies focus on drug use in general, others focus specifically 
on injecting. Overall, these studies highlight injection as one of the most central risk factors 
for illness and drug-related deaths; a high-risk drug use (Bretteville-Jensen & Skretting, 
2010; Gjersing & Bretteville-Jensen, 2014). Drug injection dramatically increases the risk of 
health damage such as contracting blood-borne diseases, resulting in infections and 
abscesses (Degenhardt et al., 2011; Mathers et al., 2013). Injecting also causes huge 
problems economically and socially, and involves a high degree of stigma (Flåto & Johansen, 
2008; Lloyd, 2013; Simmonds & Coomber, 2009). This includes difficulty in obtaining 
employment, reduced access to housing, or interpersonal rejection and social exclusion 
(Amundsen & Bretteville-Jensen, 2010; Luoma et al., 2007).  
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In psychological research, injecting is discussed as a behavioural addiction related to mental 
health, examining orientations towards injecting by understanding them as internal 
psychological/psychiatric conditions (Hinton et al., 2013; Pates et al., 2009; Pates et al., 
2001; Powell, 1995). In this literature, PWID report that various factors influence their choice 
of injecting over other intake methods, such as pleasure, economy, a perceived lack of 
alternatives, self-harm, sensation-seeking and the social aspects of a self-image as an 
“injecting drug user”. Some of these studies describe injecting as a personal ritual (Giddings 
et al., 2003; Hinton et al., 2015; McBride et al., 2001; Pates et al., 2001). However, the 
studies have small samples, and their main emphasis is on the individual psychologically 
conditioned response to drug use, and less on the influence of cultural (for example, norms, 
attitudes) and ecological (for example, drug market, drug policy) factors, which may provide a 
more contextual and holistic understanding of injecting (Giddings et al., 2003; Pates et al., 
2001; Rhodes et al., 2007; Van Ameijden & Coutinho, 2001). 

1.1.2 Drug-related deaths  

Quantitative studies show a strong association between injecting drugs and fatal overdoses, 
where factors such as opioid and poly-drug use, and lower tolerance due to periods of drug-
use absence increase the overdose risk (Darke et al., 1996; EMCDDA, 2018; Rossow & 
Lauritzen, 1999; UNODC, 2019). Experiences of non-fatal overdoses are common (Kerr et 
al., 2007; Ochoa et al., 2001; Pollini et al., 2006). This is associated with health damage 
which may partly explain a higher risk of future overdoses (Coffin et al., 2007; Kerr et al., 
2007; Madah‐Amiri et al., 2017). There is also an association between overdose and 
depression, suicide attempts and feelings of exhaustion (Darke et al., 2007; Gjersing et al., 
2011; Miller, 2009). PWID are between six and 20 times more likely to die than their non-
injecting peers, and death due to suicide among heroin users occurs at 14 times the rate of 
matched peers (Darke & Zador, 1996; Harris & Barraclough, 1994; Miller, 2009). Many of the 
factors known to predispose individuals to suicide are also associated with drug use (Klee, 
1995; Range et al., 1997), such as mental and physical health problems, poor family 
relationships, social isolation, and stressful life events (e.g. physical and sexual abuse) 
(Neale, 2000). In a mixed methods study (Gjersing et al., 2011), participants from healthcare 
services linked overdose deaths to e.g. accidents or “exhaustion overdoses” (Gjersing et al., 
2011, p. 59). The latter entailed long-term problems related to physical, mental and 
existential problems. Overdoses were also viewed as suicides based on the person’s 
feelings of hopelessness and exhaustion. Additionally, overdose deaths were understood as 
accidents due to periods of abstinence or drugs with a stronger potency than expected. 
Some interviewees who used drugs believed that overdoses were suicides, and others 
described overdoses as “judas doses” – murder due to drug debt (Gjersing et al., 2011, p. 
58). Similar findings are described in qualitative studies by Biong (2008; 2013), which e.g. 
show that the time previous to an overdose is characterised by ongoing crisis, negative 
physical changes affecting existential and intimate relationships, and increased ambivalence 
towards the future. This may be related to structural, cultural and individual factors, such as a 
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discrepancy between needs and supply of services, and that people who use drugs may 
have problems living up to cultural ideals of abstinence, work and close relationships (Biong, 
2013; Rossow & Lauritzen, 1999). However, these latter studies have small samples, and 
focus mainly on men, young of age, from a migrant background or in treatment (Biong, 2008, 
2013; Biong & Ravndal, 2007, 2009). This thesis will contribute a larger and more varied 
sample. 

1.1.3 Social meanings of injecting drug use 

Epidemiological studies have provided a valuable overview of the practice of injecting drug 
use, and the degree of associated risks. Yet a growing body of qualitative literature shows 
that injecting drug use, perceptions of risk, and behaviour that may lead to an overdose 
involve distinct meanings, shaped by social and structural factors (Bartoszko, 2018; Guise et 
al., 2017; Rhodes et al., 2007). These perspectives offer more in-depth explorations of 
PWID’s perceptions, e.g. how injection is experienced, the meanings and identities it can 
bring, and how initiation is shaped by social and contextual factors. For example, in a 
Canadian study, young people said that they wanted to avoid injecting as an intake method 
and the associated identification with “junkie” behaviour. Yet their negative perceptions were 
often replaced with the view that injection was an acceptable intake method (Small et al., 
2009). Studies highlight the “normalisation” of drug injecting within social networks, which, 
over time, leads to new social roles and identities bound to injecting (Fitzgerald et al., 1999; 
Rhodes et al., 2011; Roy et al., 2008). Studies thereby emphasise the importance of 
understanding the perceptions of people who use drugs within sociocultural norms and 
interaction, which influence preferences (Olsen et al., 2012; Sherman et al., 2002). These 
studies also highlight the multiple perceptions of, and attitudes towards, injecting from the 
perspective of PWID.  

Although overdoses are associated with the aforementioned risk factors, a growing body of 
studies highlights the importance of understanding overdoses not only as a result of isolated 
risk factors (Nesvåg et al., 2019). Rather, overdoses may also be understood based on how 
PWID perceive and experience risk. For instance, despite recognition of peer risk and 
experiences of overdose, PWID often do not perceive themselves to be at risk of overdose 
(Darke & Ross, 1997; Horan et al., 2015; McGregor et al., 1998). It is therefore important to 
understand injecting and overdoses in the light of the marginalised lifestyle and the social 
dynamics of risk behaviour. This may also be related to the setting where drugs are injected, 
which represents an important dimension in the production of drug-related harm (Small et al., 
2012). For example, solitary injection entails increased risk of overdose death, due to the 
lack of opportunity for others to intervene. Yet PWID may experience solitary injection as a 
protective factor in their social environment, which further emphasises the need to 
understand risk in a wider sociocultural context (Rhodes et al., 2007; Tsang et al., 2019). 
Subjective meanings of drug use also involve pleasure emerging through social, 
environmental and emotional transformations enabled through consumption routines (Duff, 
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2007; MacLean et al., 2022). As such, pleasure is also an essential part of understanding 
injecting and overdoses. 

The complex, multiple and even conflicting experiences of risk and pleasure from the 
perspective of PWID are fundamental issues that need to be understood in order to guide 
effective harm-reduction interventions. This entails more detailed knowledge to provide 
diverse and meaningful information about PWID’s understandings and interpretations of a 
situation as it is experienced by people in the context of their everyday lives (Flick et al., 
2004; Svartdal, 2009). This study contributes to filling this knowledge gap based on 80 
qualitative interviews with PWID themselves. 

1.2 Terminology  

The purpose of this project is to explore PWID’s experiences of injecting drug use, risk, 
pleasure and overdose. Before moving to the substantive theoretical perspectives, I will 
explain and discuss three main concepts underlying the study: overdose, risk, and the 
background and meaning of the term “harm reduction”. 

1.2.1 Overdose  

When opioids are consumed, the breathing centre in the brain is affected, sometimes to such 
an extent that the individual has impaired consciousness and a reduced breathing rate. 
When an individual breathes as rarely as 8-10 breaths per minute, this is considered an 
overdose (Bramness & Madah-Amiri, 2017). The European Monitoring Centre for Drugs and 
Drug Addiction (EMCDDA) has prepared a coding of overdose deaths based on diagnoses in 
the ICD international diagnostic system: “People who die directly due to use of illegal 
substances” (EMCDDA, 2022, p. 9). Death generally occurs shortly after the consumption of 
the substance and is commonly referred to as overdose or poisoning (EMCDDA, 2022). The 
Norwegian Directorate of Health uses this coding in all work with overdose issues, as well as 
Norway’s National Overdose Strategy: “Deaths happening shortly after consumption of one 
or more drugs and/or medications, and directly related to this consumption” (Norwegian 
Directorate of Health, 2020, paragraph 2). The strategy also uses the terms drug deaths and 
overdose deaths interchangeably because the terms are used in that way both in everyday 
speech and in the public professional debate.  

In this thesis, these definitions of overdose are applied when I discuss statistics and the more 
overall scientific overdose discussions. However, during the interviews with participants, as 
well as in the analysis, the focus is on how the interviewees themselves perceive and 
describe overdoses. This does not mean that the medical definition is of less importance. 
Rather, one aim of the project is to increase our knowledge of the participants’ own 
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perceptions of overdoses. Some studies show that there may be ambiguities and varied 
perceptions surrounding the term overdose (Frank et al., 2015). Overdose events may be 
difficult to categorise, and it can be difficult to define the border between a maximum high 
and an overdose with the risk of dying. Some may therefore be uncertain whether they have 
actually had an overdose and be ambiguous about whether their experience qualifies as an 
overdose (Monico et al., 2021). Consequently, in order to emphasise the PWID’s 
experiences, using the participant’s interpretations will best serve the purpose of the study, 
giving these persons a central position (Borg & Karlsson, 2017).  

1.2.2 Risk 

Notions of risk behaviour in the field of drug use are largely derived from epidemiological 
categorisations. These have played a central role in constructing understandings of injecting 
drug use, and contributed to a limited understanding of risk as it is perceived and 
experienced by PWID themselves (Rhodes, 1997). While objective risks exist, some risks are 
also designated objects of attention due to socially constructed responses and interpretation 
(Bartoszko, 2018), such as the understanding of “the drug problem” which is “contingent on 
time, place, and scholarly positions” (Sandøy, 2022, p. 72).  

The understanding and narrative of risk dominates the health discourse, and minimising risk 
is fundamental in the harm reduction programmes. However, in order to minimise a 
discrepancy between public health and PWID understandings, it is important to include 
PWID’s own perceptions of injecting and risk, including the meaning of life and death 
(Bartoszko, 2018; Small et al., 2012). This also concerns the context in which individuals 
take risks and negotiate to avoid risk. Although risk perception is partly based on knowledge, 
other factors also influence the comprehension, such as perceived probability of harm, level 
of pleasure involved, and the ease or difficulty of carrying out actions to reduce risk (Aven et 
al., 2011; Connors, 1992; Nesvåg et al., 2019). Rhodes (1997) therefore emphasises the 
importance of qualitative research in both questioning and complementing dominant scientific 
constructions of risk, in which this understanding of risk speaks more to the notion of 
experienced and socially constructed risks (Connors, 1992; Douglas, 1985; Gifford, 1986). 
The “insider perspective” approach is therefore relevant for the concept of risk, which may 
vary depending on what individuals perceive as a risk, what is at risk and to whom. This 
perspective also aligns with the starting point of this thesis; exploring the multiple 
perspectives of PWID in the context of their everyday lives. In this thesis, I will therefore use 
the term “risk” in this experiential sense. That is, the interviewees’ perspectives on what they 
perceive and experience as risky. This entails perceptions of risk from the perspective of the 
actors, which may be complex, changing and perhaps also contradictory, emphasising a 
holistic approach (Borg & Karlsson, 2017). 
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1.2.3 Harm reduction 

Harm reduction refers to a variety of policies and practices that aim to minimise unnecessary 
harm associated with illicit drug use, including the negative health, social and legal impacts 
associated with drug use, and drug policies (Harm Reduction International, 2023). This also 
include interventions that seek to reduce the burdens of drug use for individuals, 
communities and societies (Rhodes & Hedrich, 2010). The philosophy of harm reduction has 
guided the design and implementation of many policies and overdose prevention strategies 
(Winiker et al., 2020). Harm reduction may be viewed as a social movement that respects the 
rights of people who use drugs and seeks to empower them to engage in ways to reduce 
harm. This entails providing help and services on the users’ terms, with few conditions, a 
focus on how to reduce injury related to health, sexual conduct and finances, and a focus on 
an anti-stigmatising attitude (Ådnanes et al., 2008). The services may reach people outside 
formal treatment and can also be used as an entry point into formal treatment at a later stage 
(Van den Brink & Haasen, 2006). Examples of harm reduction include education on safe 
injection techniques, and overdose prevention programmes entailing the distribution of the 
naloxone antidote nasal spray. Low-threshold services are a part of the harm reduction 
approach, and often include health services, needle exchange programmes, shelters, food 
delivery and drug consumption rooms. The services are characterised by easy access to 
help and care, free of charge and free of regular appointments (Edland-Gryt & Skatvedt, 
2013; Madah-Amiri, 2017). I will elaborate on harm reduction in the Norwegian context in 
section 2.2. 

1.3  Content of the dissertation 

This thesis is based on three accepted papers exploring injecting, risk and overdose from the 
perspective of PWID. The three articles are included in their entirety in the Appendix section. 
In Chapter one, I have introduced the background of the study and previous research, as 
well as aims, research questions and relevant terminology. In Chapter 2, I elaborate on the 
Norwegian context in terms of injecting drug use, overdoses, and how overdose prevention 
interventions have been implemented as a part of the national harm reduction work. I 
introduce an overview of the development of injecting drug use and overdoses, and describe 
the main trends in the field of harm reduction in Norway. In Chapter 3, I outline and discuss 
the theoretical and conceptual contributions that have inspired the work on this dissertation. 
This draws on contributions from sociology, psychology and health research, as well as 
empirical work from various contributions within the field of drug-related research. In Chapter 
4, I elaborate on the study’s underpinning theory of science, and the methodological and 
analytical work involved in the dissertation. I present and discuss the choice of research 
method, as well as the data collection and analysis. Strengths and limitations will be 
discussed, followed by reflexivity and a presentation of challenges of an ethical nature. In 
contrast to the published articles, this introduction allows for extended elaboration and 
discussion of the methodologies involved. Chapter 5 consists of a summary of the findings 
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that appear in the three journal articles that together form the dissertation; exploring the 
paradoxical attractions towards injecting drug use, the importance of perceived safety, 
stigma and pleasure for solitary injecting, and overdose risk perceptions among people who 
inject drugs. Finally, in Chapter 6, I discuss some plausible explanations for the complexity of 
drug use practices and ambivalence towards survival, as well as reflecting upon possible 
recommendations for future perspectives.  
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2 The Norwegian context 

In this chapter, I will elaborate on the Norwegian context in terms of injecting drug use, 
overdoses, and how overdose prevention interventions have been implemented as part of 
the national harm reduction work. I will first briefly introduce an overview of the development 
of injecting drug use and overdoses, and then describe the main content and trends in the 
field of harm reduction in Norway.  

2.1 Injecting drug use and overdoses 

Norway is a sparsely populated Nordic country with a population of 5.3 million (Statistics 
Norway, 2023), and the capital city, Oslo, is the largest city with 709,037 inhabitants (Oslo 
Municipality, 2023). The next largest city is Bergen with 289,330 inhabitants (Bergen 
Municipality, 2023). Possession, use, and supply of any illegal psychoactive substances 
remain criminal offences (the Ministry of Justice and Public Security, 2019).  

The first overdose deaths in Norway were registered in the last half of the 1970s, as a 
consequence of the availability of heroin (Amundsen, 2015). Alongside heroin availability, the 
prevalence of PWID increased steadily in the 1980s, peaked in 2001, decreased until 2003 
and then stabilised. At the same time, the number of overdose deaths increased during the 
1970s and 1980s, with an even higher increase in the 1990s until 2001. From 2001 to 2003, 
the number decreased. Amundsen (2015) indicates that this may be related to an increase in 
the number of patients in Substitution Opioid Treatment (SOT). However, a continued 
increase in SOT patients has not to the same extent contributed to a further reduction of 
overdoses (Amundsen, 2015). Rather, after this period, the number of overdose deaths has 
been relatively stable with an annual average of 280 since 2002 (Gjersing, 2023). 

In 2022, the number of overdose deaths was 321. This was 74 more than in 2021, but 10 
less than in 2020, which saw the highest number since 2002. In 2022, 32% of the deaths 
were women, aligning with a stable trend of around 30% (Gjersing, 2020, 2021). The mean 
age was 43 for men, and 49 for women (Gjersing, 2023). In most overdose deaths, on 
average four types of drugs and medicines are found in the persons autopsied (Amundsen, 
2015; Gjersing et al., 2011). It can therefore be difficult to determine whether an overdose is 
caused by one single drug or a combination of several drugs. Yet, in 2022, it is assumed that 
69 persons died of heroin, and 84 died of other opioids such as morphine, codeine and 
oxycodone in addition to heroin (Gjersing, 2023). Most overdose-related deaths in Norway 
are categorised as accidents, while 10-20% of overdose deaths between 2012 and 2021 
were considered to be suicides. Yet there has been an increase in overdose deaths 
registered as suicide using illegal substances from 2008 to 2020 (Myhre et al., 2022). 
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Overall, the overdose trends have prompted various efforts to prevent drug use and drug-
related harm in Norway.  

A high prevalence of injecting drug use has been reported in studies of high-risk drug use 
populations in Norway in 2013 and 2017 (Gjersing, 2017; Gjersing & Sandøy, 2014). In the 
2017 study, seven out of ten participants reported injecting, keeping the risk of overdose 
deaths at a high level (Amundsen et al., 2023; Gjersing, 2017). In a study from 2011, a 
majority (six out of ten) had been in contact with three or more services during the year 
before they died, and many had been in contact shortly before their death (Gjersing et al., 
2011). Today, there are an estimated 8,500 PWID in Norway, with a confidence interval of 
7,100-10,000 persons (Burdzovic, 2022). The estimate was stable in the period from 2004 to 
2019. Heroin is the main substance of choice for injection, although amphetamines are also 
injected or consumed in other ways (Amundsen & Bretteville-Jensen, 2010; EMCDDA, 
2017). 

2.2 Harm reduction in Norway 

There have been several phases in the Norwegian authorities’ understanding of the “drug 
problem” and how it should be handled. These phases have varied across legal, medical and 
social understandings of drug use and how to meet people who use drugs (Olsen, 2020). I 
will briefly describe three main phases, although mainly focus on the most relevant phase of 
harm reduction. 

2.2.1 Historical background 

The years from 1913 to the mid-sixties is described as a period where the societal 
understanding of drug use was mainly perceived as a medical problem confined to health 
care personell and patients with access to morphine – i.e. a health problem. The period from 
the mid-sixties to the mid-eighties was characterised by a mobilisation against drug use, 
where punishment was a key tool in the war against drugs. Concepts such as “moral panic” 
have been used to characterise the dominating attitudes in this period (Christie & Bruun, 
1985; Olsen, 2020; Skretting, 2014). From the early and mid-1980s, HIV spread among 
PWID, which led to a drug policy focused more on health and less on punishment. This 
included a focus on harm reduction, although the principles behind harm reduction stood in 
stark contrast to the previous restrictive and repressive interventions (Skretting, 2014). Thus, 
in order to prevent the high number of fatalities, as well as the harms associated with high-
risk drug use, for several decades Norway has promoted evidence-based harm reduction 
measures. 
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2.2.2 The implementation of harm reduction programmes 

Several harm reduction interventions have been introduced (Norwegian Directorate of 
Health, 2014; 2019). A needle exchange programme was established in the capital, Oslo, in 
1988 (Norwegian Institute of Public Health, 2020; Olsen, 2020). Other interventions followed, 
such as SOT in 1998. A low-threshold healthcare station opened in Oslo in 1999, aiming to 
improve health, quality of life and ability for self-care, and to connect people who use drugs 
with the public healthcare system (the Association Against Drugs, 2023). In 2005, a 
supervised drug consumption room (DCR) opened in Oslo, which in 2020 also included an 
inhalation room (Prindsen reception centre, 2021). A DCR opened in Bergen in 2016 
(Gjersing & Amundsen, 2018). Many municipalities and non-governmental organisations 
have social arenas for people who use drugs, such as designated cafes. In 2017, 22% of 
Norwegian municipalities had a needle exchange facility (Amundsen et al., 2023; EMCDDA, 
2019). 

In 2010, the harm reduction goals within Norway’s alcohol and drug policy were defined in a 
2011-2012 white paper, which included the prevention of harms such as overdoses (Ministry 
of Health and Care Services, 2011). In 2014, a national strategy towards drug overdose 
death was established by the Norwegian Directorate of Health, working with the 14 
municipalities most affected by overdose deaths (Amundsen et al., 2023; Norwegian 
Directorate of Health, 2014). The strategy included several interventions such as continued 
expansion of SOT, and the distribution of naloxone nasal spray. Naloxone was also made 
available in prisons, police cars, and to security guards (Madah‐Amiri et al., 2019). The 
strategy also included a patient safety campaign for the prevention of overdose after 
discharge from drug treatment and release from prison (Norwegian Directorate of Health, 
2014). A new national strategy was launched in 2019, emphasising the importance of the 
enhancement of already existing services. The strategy added an increased focus on 
physical health and nutritional programmes, and a warning system encouraging PWID to 
avoid potent drugs. The use of harm reduction services was also expanded, as well as the 
establishment of heroin assisted treatment in 2022 (Edland-Gryt, 2018; Norwegian 
Directorate of Health, 2019). Low-threshold facilities exist in many of the Norwegian 
municipalities, which are publicly funded facilities that offer a variety of health and social 
services for PWID at no cost to the client (Madah-Amiri, 2017). Hence, Norway is a welfare 
state which provides various rights for its inhabitants, such as the Norwegian national 
insurance scheme that is based on automatic and universal enrolment and provides access 
to healthcare for all residents in Norway (Madah-Amiri, 2017). Opioid maintenance treatment 
is offered by the national system, and today there are next-day start-up as well as drop-in 
centres that do not require a referral (Clausen et al., 2008). 

Several harm reduction-based overdose prevention strategies focus on individual-level 
interventions that seek to educate PWID about risks and promote behavioural change 
(Bardwell et al., 2019; Papamihali et al., 2020; Winiker et al., 2020). These include e.g. 
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avoiding mixing drugs, awareness of risk when the heroin is pure (and therefore stronger) or 
after periods of abstinence, to always carry naloxone and general advice to reduce risky 
behaviour. Researchers are interested in measuring associated behavioural change 
(Amundsen et al., 2023; Norwegian Directorate of Health, 2019). As such, this study 
contributes to understand injecting and overdoses in contexts where harm reduction efforts 
exist (Lovell, 2002). However, some criticism has been levied against the harm reduction 
methodology due to concerns that the model places too much emphasis on individual 
change, failing to account for the wider sociocultural factors that influence injecting 
behaviours (Bardwell et al., 2019; Hagan et al., 2007; Winiker et al., 2020). This includes a 
lack of addressing the circumstances of people’s lives that make it difficult for them to avoid 
risk factors, or “risking risk” (Lovell, 2002, p. 804). For instance, while encouraging people 
not to use drugs alone has become a widespread overdose prevention strategy, less 
research has been conducted to understand the reasons why PWID use alone, or to assess 
the feasibility, acceptability and barriers to adoption of the practice of always injecting drugs 
around others (Bardwell et al., 2019; Winiker et al., 2020).  

While the implementation of drug prevention interventions remains low worldwide, especially 
in middle- and low-income countries (UNODC, 2022), Norway has a relatively expanded 
system of harm reduction services and overdose prevention measures. Yet a survey of 487 
opioid and/or stimulant users showed that most of them injected whilst alone (Gjersing, 2017, 
2023). Although there is no evidence that these measures have had any effects (Gjersing, 
2017), the interventions have been found be relevant for the risk groups, and potentially 
effective in preventing an increase in drug overdose trends (Amundsen et al., 2023). Norway 
has also recently been ranked as having favourable drug policies, based on UN 
recommendations on human rights and health. Here, recommendations such as harm 
reduction and access to medicine are central, as well as law enforcement alongside efforts to 
promote health (Clausen, 2022; Thornton, 2021). It is nonetheless always an important goal 
to reduce overdose mortality, where an improved understanding of PWID is necessary to 
guide the development of effective prevention and intervention approaches (Norwegian 
Directorate of Health, 2019). Although harm reduction is crucial in overdose prevention, 
various measures may seem more relevant if we have a thorough understanding of the 
perspectives of PWID and the contexts in which they live their everyday lives. In that way, we 
can provide insights into how interventions “translate into the lives of the people they aim to 
address” (Bartoszko, 2018, p. 260). This entails exploring the various accounts of injecting, 
as well as possible meanings and explanations for why such behaviours are preferred – 
despite the elevated risks. 
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3 Theoretical inspirations and concepts 

In this chapter, I outline and discuss the theoretical and conceptual contributions that have 
inspired the work on this dissertation. This draws on several contributions from sociology, 
psychology and health research, as well as empirical work from various of contributions 
within the field of drug-related research. In what follows, I will first introduce the concept of 
risk environment, which is the overarching theoretical approach of the thesis. I will then 
describe the theoretical inspirations and concepts and how they are applied in the three 
journal articles: a social interaction perspective, stigma theory, risk neutralization, symbolic 
boundaries, and the concept of pleasure. Throughout the chapter, I discuss how employing 
several perspectives can help acquire new understandings of injecting drug use and 
overdoses, and how these different theoretical lenses can be employed to capture different 
aspects of injecting drug use and the risk of overdose. 

3.1 Risk environment 

A ‘risk environment’ framework promotes an understanding of harm as contingent upon 
social contexts, “comprising interactions between individuals and environments” (Rhodes, 
2009, p. 1). Central to this concept is that, alongside a focus on the individualisation of risk, 
several researchers stress the importance of socio-structural factors influencing decision-
making regarding how, where and with whom injecting occurs (Winiker et al., 2020). This 
encourages us to think about the social situations and places in which injecting drug use and 
harm are both produced and reproduced, and where various factors interact (Rhodes, 2002). 
Such an approach emphasises social and environmental factors, and how they may shape 
individual, community and policy responses to drug use behaviour, risk and the reduction 
thereof. It also highlights how various social contexts are incorporated into experiences, in 
which manifold social forces combine to undermine public health risk rationality (Rhodes, 
2009). Risk is experienced and lived by PWID in different ways, shaping their practices, 
perceptions of risk and their choice of milieu for injecting drugs (Moore & Fraser, 2006; 
Rhodes et al., 2007). In this thesis, the concept of risk environment is applied as an 
overarching framework in order to understand the participants’ perceptions and experiences 
of their injecting drug use and the risk of overdose death.  

Using objective conceptualisations of risk, scientists may be able to estimate actual and 
potential risk to a population independently of an individual’s consciousness of risk taking 
(Rhodes et al., 2007). However, to understand injecting drug use in a broader social context 
of risk among PWID, it is important to examine the PWID’s individual perceptions of their 
injecting drug use and overdose risk. Such knowledge may also shed light on subculture, 
social interaction, and the larger picture of how social policies may affect individual choice 
(Connors, 1992). This entails socially constructed meanings in various contexts, where risk is 
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continuously negotiated in social interactions, both at the individual and societal levels 
(Lupton, 2005). Drug use behaviour and associated harms are thus shaped by various 
factors such as physical, social and structural forces operating within the broader risk 
environment surrounding people who use drugs (Kerr et al., 2013). As such, the concept of 
risk environment shifts focus from individualistic modes of self-survival to the social and 
environmental conditions that influence health (Koester et al., 2005).  

Rhodes et al. (2004) argue that an epidemiological understanding of drug-related risk alone 
might undermine the understanding of how people who use drugs experience risk in their 
day-to-day lives. Therefore, exploring PWID’s own perspectives and understanding them in 
the context of their environment may provide insights into how the experiences of PWID can 
shape their practices, as well as their choice of environment for injecting drugs (Moore & 
Fraser, 2006; Rhodes et al., 2007). For example, although solitary injection is associated 
with a greater risk of overdose death, it may also be subject to perceptions of greater 
personal control and a sense of safety (Hagan et al., 2007). In this way, the lived 
experiences of PWID influence their drug use practices, and also their perceptions of risk 
and safety (Rhodes et al., 2004). This implicates a social constructivist take on risk, where 
the focus is on the social and cultural aspects of our perception of risk, as well as the 
contexts in which risk is understood and communicated (Lupton, 2005). Following this 
perspective, an overarching lens of understanding in this thesis draws on this concept of risk 
environment, highlighting how the PWID’s own perceptions of their drug use practices, and 
associated risks, may be understood in relation to specific drug use settings and social 
contexts (Rhodes, 2009). It also highlights how PWID’s high-risk drug use practices may be 
viewed as adaptive strategies employed by highly marginalised individuals to manage 
multiple and also competing forms of risk (Bourgois, 1998; Connors, 1992; Moore, 2004). 

3.2 A social interaction perspective 

A social interaction perspective emphasises how perceptions of injecting are structured by 
group norms and the influence of peers and social networks (Harocopos et al., 2009; Roy et 
al., 2008; Small et al., 2009). Sherman et al. (2002) argue that social influence occurs 
through social interaction with an environment in which these norms are established, and 
plays a central role in behaviour such as injecting. In this way, the individual’s perceptions, 
and the meanings they attach to their actions and identities, are developed through social 
interaction and network values (Rhodes et al., 2011). Social interactions and environments 
influence injection initiation, which entails exposure, social influence and the learning of 
norms and rules in the drug-using environment (Sherman et al., 2002; Stillwell et al., 1999; 
Witteveen et al., 2006). As such, perceptions of injection and associated risks and benefits 
are socially constructed through “the interplay between individuals, and the ways in which 
these are organised through the process of social interaction itself” (Rhodes, 1997, p. 211).  
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The initiation of the self into drug use is also a process influenced and derived from social 
interactions (Rhodes et al., 2011; Stillwell et al., 1999). Injecting drugs may involve an 
identity transition in terms of a process of becoming and may constitute a transition to a new 
social identity (Järvinen & Ravn, 2011; Martin, 2010; Rhodes et al., 2011). Lalander (2011) 
describes heroin as the heaviest drug, “closer to the total absence of boundaries and subject 
dissolution than anything that gives rise to anxiety to the modern human” (Lalander, 2011, p. 
74). Although he mainly focuses on the drug and not injecting, there are similarities with this 
study, where the act of injecting may feel like a “risk boundary” (Rhodes, 1997, p. 220) – a 
fear of an onward transition towards “junkie behaviour” entailing symbolic and social meaning 
as well as harms – a deterioration or serious addiction. Initiation may thus be “navigating the 
self through a moral boundary (…) to a practice popularly determined as a social bad” 
(Rhodes et al., 2011, p. 449). 

In this thesis, I draw on this social and processual perspective to understand the participants’ 
paradoxical attractions towards injecting as an intake method – despite their awareness of 
associated harms. This entails the PWID’s perceptions of risks associated with injecting, 
where their “social interaction presumably does a large part of the perceptual coding of risks” 
(Douglas, 1985, p. 66), in which our realities are continuously constructed in social 
processes (Justesen & Mik-Meyer, 2010). Yet studies of injecting drug use and health 
behaviour are to a high degree associated with the concept of “individual rationality” 
(Rhodes, 1997, p. 213), viewing risk behaviour as a product of individual cognitive decision-
making. A solid body of epidemiological research emphasises individual-level factors in 
explaining transitions into injecting drug use, such as childhood experience and early 
initiation to non-injecting drug use (Rhodes, 1997; Rhodes et al., 2011). Studies show, 
however, that individuals’ decision-making does not occur in a context-free vacuum. Rather, 
PWID’s perception of injecting and its initiation is a process bound to social interactions 
(Rhodes, 1997, 2009; Rhodes et al., 2001; Sherman, Smith, Laney, & Strathdee, 2002), and 
a socially situated nature of individual action. This entails various meanings, experiences and 
practices that persons produce when they do things together (Denzin, 1992; Hunt et al., 
2007). Such meanings are derived from social interaction within social networks which 
influence drug-use behaviours (Blumer, 1969; Kirst, 2009, Small, 2009). Hence, collective 
norms and social interactions may encourage protective drug-use behaviour, but also risk 
(Kirst, 2009). Small et al. (2009) thereby indicate that injecting is influenced by social 
interaction with drug-using peers and evolving perceptions of injecting.  

The processes by which individual behaviour is shaped through socialisation are therefore 
the analytical focus of a social interaction perspective. As such, shared perspectives and 
social norms contribute to perceptions on how drug effects are valued, expressed and 
interpreted among PWID (Becker, 1953; Svensson, 2007). In this way, individuals learn 
important norms and rules through interaction with PWID. They also acquire technical and 
practical knowledge, as well as more emotionally anchored or embodied experiences 
(Lalander, 2012; Richert, 2014). Hence, spending a lot of time in environments where drug 
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use and drug-related activities are a central aspect of everyday life, may influence the 
person’s worldview in terms of drug-use behaviour (Rhodes et al., 2011; Richert, 2014; 
Richert & Svensson, 2008). In this process, risks and benefits of injecting may produce new 
meanings, where injecting is encouraged through learning opportunities from drug-using 
peers (Kirst, 2009). As such, the social interaction perspective seeks to understand the social 
meanings, experiences and contexts of risk and drug-use behaviour (Rhodes et al., 2001). 
This illustrates the complex social environments that influence and even promote injecting 
drug use, and where the meanings associated with injection and identity evolve through 
social interaction (Guise et al., 2017; Mayock, 2005; Sherman et al., 2002). Injecting – which 
was once seen as risky or “departures from the norm” (Rhodes, 1997, p. 220) – may through 
social interaction, become habitualised as normal over time and a part of the PWID’s 
everyday routine and lived experience. Hence, injecting involves socialised habituation 
because its benefits become inextricably bound to everyday life (Rhodes, 1997). 

3.3 Stigma  

The concept of stigma refers to feelings of shame and negative self-evaluative thoughts that 
emerge from identification with a stigmatised group and their behavioural impact (Rivera et 
al., 2014). Goffman (1963) relates stigma to an attribute that is discrediting to the individual. 
He describes how those stigmatised tend to internalise aspects of a ‘spoiled identity’. In this 
way, stigma signals discrediting attributes to the individual in terms of deviation from what 
society defines as “normal”. Those marked by stigma, such as PWID, may seem to behave 
in irrational ways (Moore & Fraser, 2006). Stigma exists in various forms: enacted, perceived 
and self-stigma. Enacted stigma refers to experienced stigma, such as difficulty finding 
employment or interpersonal rejection. Perceived stigma entails the beliefs that members of 
a stigmatised group have about the prevalence of stigmatising attitudes and actions in 
society (Luoma et al., 2007). Feelings of stigma may lead to an internalisation of these 
feelings, also known as self-stigma (Fulton, 1999; Rivera et al., 2014; Simmonds & Coomber, 
2009). This involves negative thoughts and feelings, such as negative self-evaluative 
thoughts or fears that emerge from identification with a stigmatised group and their resulting 
behavioural impact. It also entails feelings of being “excluded from ordinary society” 
(Grønnestad & Lalander, 2014, p. 177). For many PWID, drug use has become a central 
feature of their lives and they are aware of what this means to others; “they feel different and 
largely accept the judgements of others” (Lloyd, 2013, p. 91).  

Although stigma has an individual component in terms of self-stigma, it also has a public one, 
as the reaction of the general population (Corrigan & Watson, 2002). The study of stigma has 
been criticised for focusing too heavily on the individual psychological approaches, and 
neglecting the understanding of stigmatised individuals as embedded in local moral contexts, 
including problems that may arise in the social interaction between the stigmatised and 
“normal” people (Lloyd, 2013). This has contributed to a broader understanding of stigma 
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and highlights the importance of social processes that occur within the sociocultural 
environment, which in turn affect the individual. In this way, social, economic and political 
factors shape the distribution of stigma within a social milieu (Kleinman & Hall-Clifford, 2009). 
Following this perspective, stigma is also understood as a social construction whereby a 
distinguishing mark of social disgrace is attached to others, in order to identify and devalue 
them (Arboleda-Flórez, 2002). This is relevant to this project in several ways; in a practical 
sense in terms of understanding the participants’ feelings of shame through the lens of 
stigma theory. It is also relevant in terms of the social constructionist worldview of the thesis, 
where social reality is created through social interaction (Creswell & Poth, 2017). In this 
perspective, realities are constructed through our lived experiences and interaction with 
others, emphasising not only persons and individual feelings of stigma, but also the 
importance of contexts. This may also be relevant to the other theoretical lenses of the 
thesis, where the social, interactional and environmental aspects are applied to understand 
the participants’ stories. 

3.4 Neutralization theory 

Neutralization theory describes neutralizations as forms of techniques that may verbally 
resolve differences between action and expectation, specifically when responding to 
questions about behaviour that is inconsistent with normative expectations (Copes & Deitzer, 
2015; Maruna & Copes, 2005; Peretti-Watel & Moatti, 2006; Sykes & Matza, 1957). This is 
particularly relevant in this thesis, because studies show that PWID are heavily stigmatised 
by the public and by healthcare professionals, as well as within populations of people who 
use drugs (Fulton, 1999; Luoma et al., 2007; Simmonds & Coomber, 2009). This may be 
related to perceptions of injection as an undesirable mode of use and its associations with 
HIV (Rivera et al., 2014). 

In line with the concept of risk environment, adjustment to risk is central to the theory of 
neutralization techniques (Miller, 2005; Nesvåg et al., 2019). The theory is primarily 
associated with Sykes & Matza (1957), who suggested that individuals who are considering 
committing a crime, must “first find a way to avoid the consequences of guilt of their actions. 
For most people, the inability to overcome this guilt leads to avoidance of committing deviant 
acts altogether” (Copes & Deitzer, 2015, p. 1). The authors argue that the techniques, such 
as denial of responsibility or injury, or claiming that one’s behaviour is consistent with the 
obligations of a group, may reduce barriers to committing crime (Copes & Deitzer, 2015; 
Sykes & Matza, 1957). Maruna & Copes (2005) emphasise that there is nothing pathological 
about neutralizing. Rather, the challenge we all face is “to integrate negative life events into 
our self-narratives without making the self out to be a bad person” (Maruna & Copes, 2005, 
p. 293). The need to protect oneself from stigma seems universal and is particularly potent 
when a person’s self-concept is at risk. Thus, “naturalization techniques are as common as 
breathing” (Maruna & Copes, 2005, p. 285).  
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In this study, I lean on this perspective in order to understand the PWID’s stories about their 
injecting drug use and risk of overdose death. Peretti-Wattel & Moatti (2006) suggest that 
people engaged in risky behaviour, such as PWID, often wish to neutralize the ‘risky’ label. 
Neutralizations may thus be understood as dynamic cognitive processes. These are of 
specific importance where there are conflicts between one’s self-concept as a responsible 
person and behaviour that may be considered morally questionable by the general public, 
such as injecting (Aronson, 1968; Lloyd, 2013; Maruna & Copes, 2005; Trang et al., 2022). 
Neutralizations may also serve as adaptive mechanisms for coping with stress. For example, 
it may modify intrinsic conflicts when faced with serious risks (Maruna & Copes, 2005), such 
as the risk of overdose. Miller (2005) suggests that people who use drugs take risks within 
the context of risk management. When the hazardous nature of injecting is exposed by a 
drug-using peer, such as an overdose, “they will focus on their own personality 
characteristics (e.g. experience) in an effort to differentiate themselves from the other 
person” (Miller, 2005, p. 250). In this sense, neutralizations have similarities with the theory 
of symbolic boundaries in terms of distancing oneself from others. I will elaborate on this 
theory in the next section.  

Alongside a focus on the individualisation of neutralization techniques, scholars emphasise 
the importance of sociocultural factors influencing constructs surrounding the perceptions of 
risk (Miller, 2005). PWID inhabit drug-using environments, often characterised by various 
risks. This may create a subculture which incorporates the dangers of drug use as 
behaviours which must be justified. Consequently, being faced with these risks, 
neutralization may be a rational and functional reaction to the drug-using environment they 
live in (Maruna & Copes, 2005; Miller, 2005). Miller (2005) argues that neutralizations such 
as self-confidence may be a rational response to the risk environment. He argues that 
behaviours that may be difficult to understand when viewed at an individual level, may be 
rational within particular contexts. Similarly, Maruna & Copes (2005) refer to Aronson (1992) 
who suggests that neutralization is not only about identity construction, but also making 
sense of the individual’s environment, where the individual seeks to live a life perceived as 
sensible and meaningful. They stress the social nature of these techniques, understood in 
the wider culture, highlighting the social rather than the individual aspects of neutralization 
(Maruna & Copes, 2005). 

3.5 Symbolic boundaries 

The concept of symbolic boundaries places emphasis on how human interactions revolve 
around storytelling, and how we talk about ourselves in order to create identity, which “may 
be the way through which human beings make sense of their own lives and the lives of 
others” (McAdams, 1995, p. 207). These stories create boundaries which we can use to 
separate ourselves from those we find less desirable (Copes, 2016; Copes et al., 2008). 
Although all people engage in boundary work, it is especially important for members of 
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stigmatised groups, such as PWID (Lloyd, 2013; Simmonds & Coomber, 2009). Bruner 
(2003) writes: 

We constantly construct and reconstruct ourselves to meet the needs of the situations 
we encounter, and we do so with the guidance of our memories of the past and our 
hopes and fears for the future. Telling oneself about oneself is like making up a story 
about who and what we are, and why we do what we’re doing (Bruner, 2003, p. 64). 

Copes (2016) argues that people in marginalised positions realise that there are powerful 
prevailing narratives directing condemnation against them. For example, people who use 
drugs, and particularly PWID, are often subject to evaluative enquiry about their actions; 
“decisions that begins with assumptions that their behaviour is unusual (possibly harmful) 
and demands explanation” (Copes, 2016, p. 194). Consequently, people who use drugs must 
take care to avoid such labels. They therefore construct symbolic boundaries which serve 
several functions, such as to form social identities, and to create feelings of self-worth to gain 
a sense of agency in individuals’ lives: 

Typically, people using drugs portray their own behavior as appropriate and the 
behaviors of other categories of users as inappropriate. They do this by constructing 
symbolic boundaries that outline the essential characteristics of each group and place 
people in broad categories accordingly (Copes, 2016, p. 194). 

Copes (2008) describes e.g. PWID (referred to as “junkies”) as persons that many people 
who use drugs want to distance themselves from. As a response, PWID narratively create 
symbolic boundaries in order to differentiate between different types of people who use 
drugs. This may be a key component in developing social and personal identities (Copes, 
2016). Western societies place a high value on moderation free from excess and hedonism, 
encouraging individuals to develop self-discipline – characteristics that shape the symbolic 
boundaries related to drug use. Copes (2016) suggests that stories told by people who use 
drugs may be useful devices to show that their behaviour is rational when viewed in the 
appropriate cultural context. This entails the construction of symbolic boundaries towards 
others in the drug-using group. For example, being able to exhibit self-control while using 
drugs is key to separating the functional from the dysfunctional (Gashi et al., 2021). Stories 
emphasising rationality and control – which reflect wider cultural goals in most Western 
countries (Zajdow, 2010) – may in this way show how some PWID are not like other PWID 
(without skills and moderation). Similar to neutralization, this may reduce feelings of shame 
and guilt (Copes, 2016). These boundaries are not rigid or objective, but flexible and 
challenged (Gashi et al., 2021). Hence, boundary work may be complex and nuanced, e.g. 
related to what kind of drugs to use and how to use them. Creating boundaries between 
those who inject in public or in “dirty” places, and those who inject in private spaces, may 
also be a technique to preserve one’s presentation of self as “clean” (Rhodes et al., 2007). 
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This aligns with Goffman’s perspectives, where interaction is viewed as a performance 
controlled by impression management, based on the pressure of normal conduct (Goffman, 
1967; Sandberg, 2009). 

3.6 Pleasure 

Pleasure associated with drug use receives less attention in contemporary drug policy 
discourses. Harm reduction interventions have been criticised for ‘pleasure oversight’ – 
thereby hindering their capacity to respond to drug use in more innovative ways (Duff, 2008; 
Duncan et al., 2017). Although the response of present drug policies focuses on harm 
minimisation, scholars suggest that it has elements of self-governance where people seek 
moderation (Duncan et al., 2017; Zajdow, 2010). Zajdow (2010) refers to Foucault (1996), 
who suggests that “pleasure, excitement and intoxication therefore seem to be the antithesis 
of modern governance” (Zajdow, 2010, p. 219). Considering the risks associated with 
injecting drug use, I believe that opening a space for the participants’ multiple experiences 
and perceptions of injecting, including feelings of pleasure, is an important aspect of this 
study. The concept of pleasure is therefore applied as a lens in understanding the 
participants’ various rationales behind their drug-use practices.  

Although pleasure may stand as one of the most obvious explanations for drug use (Duff, 
2008), it may also be associated with hedonism, and not a ‘warrant motive’ for high-risk 
behaviour. This may lead to stigmatisation of people who use drugs (Bartoszko, 2018; 
Malins, 2017; O’Malley & Valverde, 2004; Zajdow, 2010). Nevertheless, scholars suggest 
that pleasure is important for understanding drug-use practices, and an essential aspect of a 
coherent response (Moore, 2008; O’Malley & Valverde, 2004; Zajdow, 2010). Moore (2008) 
argues that pleasure is key to understanding the subjective motives for drug use, including “a 
desirable bodily experience arising from the interaction of pharmacology, subjectivity, culture 
and history” (Moore, 2008, p. 354). This also includes the specific activities related to the 
drug use (Tsang et al., 2019). As such, pleasure extends beyond the purely physiological 
experience, illustrating how there is rationality not only in the drug use, but also in the 
techniques used for preparing drugs and how they influence the experience of pleasure 
(Zajdow, 2010). It is “the things one does whilst using illicit drugs that are the key” to 
understanding drug-related pleasure (Duff, 2008, p. 387). Pleasure should be considered as 
more than a product of intoxication, since it also includes pleasure that emerges in the 
consumption events through contexts, practices and bodies, which may extend beyond the 
pharmacological effects of the drugs (Duncan et al., 2017; MacLean et al., 2022). This 
perspective includes a more holistic understanding of drug use, highlighting complexity and 
context, and reflecting the lived experiences of people who use drugs (Duff, 2008). 
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3.7 Implications for the thesis 

The theoretical level of ambition of this project is to apply theory as a window to illuminate 
the issues at hand (Malterud, 2016). The focus of the dissertation is actor-oriented, and the 
theoretical frameworks are contributions to understanding data based on the actor’s 
perspectives. Participants have been explicitly conceived of as subjects, not objects, 
necessitating a qualitative exploration of the perceptions and experiences of the PWID 
themselves, yet understood in the contexts of the interactions and environments they live in. 
While illicit drug use may open up theoretical frameworks focusing on individual pathology, 
often understood as addiction, pain or disease, others focus more on social understandings 
of how drug use can be perceived and understood (McGovern & McGovern, 2011). Rhodes 
(1997) argues that a common distinction in approaches to health is between paradigms 
focusing on risk behaviour as a product of individual cognitions and decisions, and those who 
view the unit of analysis to be “social” in terms of an interplay between individuals, “their 
communities and social environments” (Rhodes, 1997, p. 210). In this thesis, I lean to the 
latter. This aligns with the person-centred influence (see section 4.3), giving the person a 
central position, as various ways of “being in the world”, but also to understand their stories 
and value the whole person in the context of their everyday lives, emphasising a holistic and 
contextual approach (Borg & Karlsson, 2017). This entails exploring the rationales and 
meanings from the actors themselves, as a more holistic understanding, and to “affirm them 
as active and creative agents of their lives” (Titchen et al., 2017, p. 35). 
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4 Methodology 

In this chapter, I will elaborate on the study’s underpinning theory of science, related to the 
methodological aspects of the thesis. The thesis consists of a qualitative data source 
presented in the three articles. The guiding aim of this section is to elaborate on some of the 
methodological aspects and challenges not covered in the three journal articles. I will clarify 
my background and role in the project, and elaborate on my researcher positionality, as well 
as the person-centred inspiration in the thesis. I also present and discuss the choice of 
research method, as well as the data collection and analysis. Strengths and limitations will be 
discussed, followed by an elaboration of reflexivity and a presentation of challenges of an 
ethical nature. The focus of the dissertation is actor-oriented, which means that persons who 
inject drugs are at the centre of the study, highlighting their perspectives and experiences. 
The data consists of 80 qualitative interviews with persons who inject drugs.  

4.1 Clarifying my background and role in the project 

Responding to the need for more knowledge about injecting drug use and overdoses from 
the perspective of PWID, the Norwegian Institute of Public Health (NIPH) initiated a project 
that was granted funding. At the time I was invited to participate in the project, I had been 
working at the drug consumption room in Oslo for about four years. I also had 15 years of 
experience from low-threshold services, mainly at a needle exchange programme, and partly 
at an outreach service for people with drug and mental health challenges. Additionally, I had 
participated in several projects at the NIPH, mainly in various data collection process. I 
therefore had experience from both the field of harm reduction and with people who inject 
drugs, as well as research projects at NIPH. Furthermore, I am a criminologist with quite 
extensive experience in interviewing people in vulnerable life situations, such as people in 
prison and/or who use legal and illegal substances. There are essential questions that need 
to be clarified related to my research process, both in terms of conducting the interviews, my 
understanding of the data material and questions of pre-understanding. These aspects will 
be elaborated on and discussed below. 

4.2 Researcher positionality 

How we view the world has significance for what we see, and how we understand and 
interpret what we see. What we consider as truth and how to gain knowledge about this truth 
is at the core of ontological and epistemological questions. Ontology is related to the nature 
of reality and its characteristics – “our view of reality and being” (Dewing et al., 2017, p. 20). 
Epistemological issues relate to how knowledge is gained and the researcher’s role in the 
research process (Colonna et al., 2022; Creswell & Poth, 2017).  
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In theory of science, it is common to distinguish between realism and constructivism. In 
realism, the world is perceived as an existing, objective reality, independent of our cognition, 
experience and the conditions that give us access to them. The goal is to describe 
phenomena as precisely and objectively as possible, and to reveal cause-and-effect. 
Constructivism, on the other hand, is an epistemological position stating that knowledge is 
subjectively constructed, rather than objectively perceived through senses (Delanty, 2005; 
Justesen & Mik-Meyer, 2010). This thesis is grounded in constructivism, albeit not a radical 
constructionism whereby each of us has our own completely private truth and perception of 
the world, and where an objective world does not exist independently of social aspects 
(Justesen & Mik-Meyer, 2010). Nor does it promote the perception of interview data as not 
“saying anything about any other reality than the interview itself” (Silverman, 2014, p. 187). 
Rather, this thesis is based on a social constructionist worldview which Delanty (2005) 
defines as an intermediate position between weak and radical constructivism.  

The starting point of social constructionism is that social reality is created through social 
interaction, action patterns and how they are perceived, and not only through objective 
dimensions. This also includes language as a significant contributor in shaping realities, 
establishing qualitative research as a linguistic and communicative construction of reality 
(Justesen & Mik-Meyer, 2010; Kvale, 1995; Silverman, 2014). In this way, knowledge is a 
matter of interaction and co-construction of knowledge between the researcher and 
participants through conversation (Justesen & Mik-Meyer, 2010; Karnieli-Miller et al., 2009). 
This involves the language of participants and their efforts to convey something about their 
subjective experiences. It also involves my conversational skills as a researcher and how I 
interpret their stories at a later stage in order to capture meaning (Braun & Clarke, 2006; 
Kvale & Brinkmann, 2009; Silverman, 2014).  

It is possible to combine “concern with both form (how?) and content (what?)” (Silverman, 
2014, p. 187) within a social constructionist perspective. Also, the study of subjective 
experience is considered a valid focus of research, although several possible interpretations 
are available (Finlay, 2009). As such, the ontology of social constructivism is understood as 
multiple realities, constructed through our lived experiences and interaction with others, 
emphasising persons and contexts (Creswell & Poth, 2017). If the world is perceived as 
something that “is” out there, the main aim of the researcher is to reveal this hidden world. 
Understanding the reality as “made” and multiple is related to a perception of acquiring 
knowledge as becoming, creating and multiple (Braun & Clarke, 2019; Klevan, 2017). 
Applying Kvale’s metaphor of the researcher as a miner or as a traveller (Kvale & Brinkmann, 
2009), my position during this project has mainly been closer to the latter. 

There are not always clear distinctions between approaches that view reality as made or 
found, and the perspectives may intertwine or overlap. For instance, in all varieties of 
phenomenology, subjectivity and interpretation play a central role at both the ontological and 
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the epistemological level (Flick et al., 2004). As such, Benton & Carib (2011) argue that it is 
not necessary to choose strictly between the approaches of social constructionism and 
phenomenology. Rather, each can be seen as appropriate to some level of analysis or 
particular object of meaningful social action. Yet the social constructionist way of conducting 
research is mainly based on an assumption that there are various ways to view reality. Thus, 
common meanings and understanding are created within social interaction and communities, 
which the researcher is also a part of in the research process (Gergen, 2015).  

Initially, in a research process, the researcher needs to reflect upon and make choices which 
will guide how data is generated, analysed and understood (Creswell & Poth, 2017; Justesen 
& Mik-Meyer, 2010). However, when I was included in this project, researchers at NIPH had 
made choices in terms of aims and methods – although explicit justifications for the 
reasoning of the choices had not yet been made. Nor did I know that the study would lead to 
a PhD – an opportunity the project leader positively encouraged, and which led to several 
applications and a patchwork of fundings along the way. Several questions came to mind: 
How can I choose the most relevant theoretical framework later in the project, and would this 
impair my project in terms of well-founded and conscious choices? I also contemplated my 
background and how it would influence the project. Additionally, I felt a responsibility for 
pinpointing and finding useful answers for researchers, colleagues and decision makers in 
the field – a feeling of responsibility for “cracking the nut” of overdoses in Norway, as a clear 
answer to how it could be prevented. This latter perspective has similarities with an ontology 
and epistemology of revealing an objective truth, independent of the researcher’s influence 
on the research process.  

However, based on my background as a criminologist and knowledge from literature, as well 
as my clinical practice, I perceived the phenomenon of drug use as complex, multiple and 
changing. Also, although the project was not planned with explicit pre-defined onto-
epistemological assumptions, the aim was to explore various perceptions, thoughts and 
experiences of injecting from the perspective of the actors. This points to my ontological 
stance: By exploring the actor’s perspectives, I did not expect to find “the truth”, but rather 
multiple perceptions and realities which “are constructed through lived experience and 
interactions with others” (Creswell & Poth, 2017, p. 35). This entails exploring not only “what” 
they experience, but also “how” (Silverman, 2014), and an awareness that my role as a 
researcher was a contributor of knowledge together with the participants. It also entails an 
assumption that the way we understand the world is a product of a historical process of 
social interaction between individuals and groups of people. That is, meanings are formed 
through interactions with others, rather than solely being inherent or intrinsic (Creswell & 
Poth, 2017). Moreover, a growing body of research emphasises the importance of 
understanding drug use not only at an individual level, but also as social and contextual, 
changing over time between groups and in communicative processes (Lalander, 2011; 
Rhodes, 2002; Richert, 2014). Martin & Félix-Bortolotti (2014) describe how individuals are 
complex and must be understood as intertwined and contextualised, and not just as cause-
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and-effect. This embraces studies with “the intent of reporting these multiple realities” 
(Creswell & Poth, 2017, p. 20), for example in terms of how individuals participating in this 
study have different perceptions of their injecting experiences.  

In this thesis, I have operated at different levels of interpretation, by interpreting meanings 
and how they are required in social interaction with others. This requires that I both 
acknowledge the participants’ various subjective understandings, and that I look for 
complexity in their views (Creswell et al., 2007). That is, to explore and understand the 
meanings of social phenomena as they are experienced by people in light of their social 
context (Kvale & Brinkmann, 2009), as well as reflection on how the interpretations came 
about, and an interest in how we make sense of our lives. Overall, I have sought a balance 
between closeness to the experiential world of the participants and constant consideration of 
my own influence as a researcher, in which reflexivity has been an ongoing process (Braun & 
Clarke, 2006).  

4.3 Person-centred influences 

The concept of person-centredness is often associated with Carl Roger’s humanistic 
psychology from the 1940s (Borg & Karlsson, 2017), focusing on “(…) a desire to know and 
be known by other persons” (Dewing et al., 2017, p. 27). Rogers describes person-
centredness as an attempt to give the person a central position. This involves challenging 
hierarchies, and to promote egalitarian ideals of humans relating as equal persons, whatever 
their roles, status or positions (Borg & Karlsson, 2017). The philosophy of person-
centredness also points to a more constructivist paradigm emphasising that knowledge 
cannot be understood as purely objective, independent of human minds (Joranger, 2019). 
Consequently, knowledge needs to be considered as a human and social construct (Martin & 
Félix‐Bortolotti, 2014). A central aspect of person-centredness is also the importance of a 
holistic approach, valuing the whole person in context, rather than merely the health 
problems (Borg & Karlsson, 2017). 

The starting point of this thesis is that in order to understand actions, they need to be studied 
from the perspective of the actors (Blumer, 1969). This aligns with the person-centred 
philosophy of giving the person a central position – whatever their role or status (Borg & 
Karlsson, 2017). People who engage in high-risk drug consumption are often diagnosed with 
a drug-use disorder (UNODC, 2021), and substance use and mental health disorders show a 
high degree of co-occurrence (Brekke, 2019; Mueser et al., 2000). However, in this thesis, 
the intention is not to explore these aspects of drug use, but rather to explore PWID’s 
subjective experiences of injecting drug use, as well as their social contexts (Entwistle & 
Watt, 2013). In order to understand what is going on in people’s lives, we need to be curious 
about the persons, because they have useful knowledge (Borg & Karlsson, 2017) – not only 
regarding their drug use or mental health problems, but also their social contexts. The 
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participants’ own perspectives and rationales may hold multiple experiences and valuations 
of drug use. Such a person-centred approach is sensitive towards lived experiences and may 
help provide new understandings of drug-use behaviour.  

The focus on persons is also reflected in the term PWID, which I use in order to emphasise 
that the interviewees are people who inject drugs, and not “drug users”. Hence, they are 
persons, not their drug use (Kinderman & Cooke, 2018). This does not mean that disorders, 
health problems, or the pharmacology of the drugs are ignored (Dalgarno & Shewan, 2005; 
Zinberg, 1984). Rather, “because the ‘whole truth’ needs to be attended to, (…) in general 
trying to understand the person’s place in the world” (Borg & Karlsson, 2017, p. 219), the 
focus is on the person’s subjective experiences as well as their environments (Entwistle & 
Watt, 2013). Consequently, it is important to explore how injecting drug use and overdoses 
appear to the participants and how this may be intertwined with their day-to-day lives. Martin 
& Félix-Bortoletti (2014) argue that such a paradigm holds the importance of qualitative 
inquiry in order to highlight insider perspectives and patient perceptions. These aspects of 
giving persons a central position and situating them in context align with my focus in the 
study. In this thesis, I therefore consider person-centredness to be a relevant influence at a 
methodological level.  

4.4 Qualitative research 

Research from various approaches serves complementary purposes in knowledge 
development and in answering different research questions (Creswell & Poth, 2017). Rhodes 
et al. (2001) emphasise the importance of qualitative knowledge in order to develop relevant 
interventions in the field of drug use: “Qualitative understandings of risk behaviour are 
important, not only for identifying and describing how specific injecting practices relate to the 
risk of ill-health, but also (…) for developing appropriate risk-reduction interventions” (Rhodes 
et al., 2001, p. 12).  

As such, qualitative interviews hold the opportunity for gaining detailed knowledge of the 
phenomenon being studied, of which the usefulness can be attributed to the diversity of 
information that can be generated (Silverman, 2014). Such data may hold meaningful 
information about the interviewees’ perceptions, understandings and interpretations of a 
situation and not what necessarily entails correctness in an objective or chronological sense 
(Svartdal, 2009). Qualitative research is generally well-suited to explore broad questions and 
provide insights into the social contexts in which individuals and their practices develop 
(Creswell et al., 2007). Therefore, qualitative research has become increasingly popular 
within the field of drug use, and has contributed to deeper understandings of drug use, 
including reasons for use, preventive interventions and harm reduction strategies (Colonna et 
al., 2022; Neale et al., 2005). 
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Several aspects of this study point to the relevance of qualitative interviews, such as 
increased insight and “the world seen from the perspective of the actors” (Tjora, 2017, p. 
114). This approach may facilitate a deeper understanding of meaning than could be 
achieved using a standardised questionnaire (Flick et al., 2004; Silverman, 2014; Titchen et 
al., 2017). Qualitative approaches hold the potential of discovering new issues, providing 
awareness of preconceptions and prejudice, and addressing existing structural phenomena. 
That is, to describe, explore and understand meanings of social phenomena as they are 
experienced by people in relation to context (Kvale & Brinkmann, 2009). Qualitative 
interviews allow the voices of otherwise marginalised people to be heard, such as PWID, and 
accessing as well as communicating experiential and emotional aspects of social reality 
(Binder et al., 2016). Kvale writes: “In qualitative interviews, social scientists investigate 
varieties of human experience. They attempt to understand the world from the subject’s 
points of view (…)” (Kvale, 2006, p. 481). In this sense, qualitative research is a means of 
interpreting behaviours which might otherwise seem inexplicable. The qualitative approach 
explores “the subjective and social constructs of their world” (Flick et al., 2004, pp. 4-5), 
which aligns with my onto-epistemological starting point of this project. 

Drug health problems are compounded by various factors such as properties of the 
substances, the intake method, individual vulnerability as well as the social context in which 
drugs are consumed (EMCDDA, 2019). However, drug use may also include pleasure, which 
is one of several aspects that should be highlighted in order to better understand the 
complexity and rationale behind injecting (Duff, 2008; Duncan et al., 2017; Zajdow, 2010). 
This aligns with Goffman (1968), who argues that actions or ways of living that from the 
outside may seem irrational often become meaningful and reasonable when you get closer to 
them. I believe that this perspective also points to an ethical aspect; to gain knowledge in 
order to improve understanding:  

From a conventional research perspective, and from the perspective of the ´man in 
the street´, drug injecting is a risky practice and one which is difficult to understand. 
(…) It is necessary to understand why and how people decide to engage in such 
dangerous behaviour (Rhodes et al., 2001, pp. 5-6). 

The study of human experience therefore implies a qualitative research approach which may 
contribute to a better understanding of social realities and explore processes, meanings and 
structural features (Flick et al., 2004). As such, qualitative research often shares the 
underlying theoretical foundations of social constructionism, recognising that knowledge is 
contingent, situated, emergent and subject to alternative interpretations. Here, there is a 
basic assumption that social reality may be understood as the result of meanings and 
contexts jointly created in social interaction (Creswell & Poth, 2017). For example, as 
described in section 1.2.2, perceptions of what is considered a “drug problem” varies over 
time, place and scholarly positions (Moore & Fraser, 2013; Sandøy, 2022). This not only 
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implies a methodological focus on the subjective views of the actors, but also that injecting 
drug use may be experienced in various ways, and the need to explore the actor’s motives in 
order to understand both action and interaction (Benton & Craib, 2011). Accordingly, Rhodes 
(2001) emphasises the importance of analysing “the perceptions and purposes of the 
injectors themselves, how they perceive risk and if, or how, they try to avoid them” (Rhodes 
et al., 2001, pp. 5-6), which may also capture meanings that different individuals attach to 
injecting and risk. This corresponds with the ontological and epistemological assumptions in 
this project; the importance of understanding persons and their actions in the context of 
environmental conditions (Creswell & Poth, 2017). 

Although there can be no final conclusion about what injecting drug use means for the 
participants, I believe some possible meanings can be illuminated, and that these meanings 
may have relevance in the overdose prevention work in Norway. Thus, the purpose of this 
study is to contribute to a more nuanced, thoughtful and in-depth understanding of the 
participants’ perceptions of injecting drug use and the contexts in which this occurs. This also 
entails an understanding that it is important to identify and promote reflexivity in the research 
process. Reflexivity recognises that both the participant and the interviewer produce the 
data. This points to the ontological and epistemological stance of this thesis in terms of 
seeing the world as consisting of multiple realities, constructed through our lived experiences 
and interaction with others – including the researcher (Creswell & Poth, 2017). Borg & 
Karlsson (2017) argue that the exploration of first-person experiences is a key contribution to 
focusing on and valuing the lives of individuals, and not seeing them as being ‘too ill’ to have 
a voice or say. This is an essential starting point of my study. I also believe that first-person 
accounts are essential to gain insider perspectives and identify how their perceptions are 
intertwined with their day-to-day lives (Buckley, 2017). Such a paradigm holds the 
importance of qualitative inquiry in order to increase knowledge on insider perspectives 
which make “the person and their story central of the event” (Buckley, 2017, p. 133). This 
entails probing for “more details and reflections about their daily lives” through qualitative 
first-person interviews (Titchen et al., 2017, p. 35). 

4.5 Procedure 

4.5.1 Recruitment  

In order to achieve breadth in the sample of participants, substances and contexts, 
participants were recruited from low-threshold services in five Norwegian cities: 22 
participants in Bergen, 20 in Oslo, 20 in Trondheim, ten in Sandnes and eight in Stavanger. 
Two of the low-threshold services included a drug consumption room (Oslo and Bergen), 
while the remaining sites covered services such as health and social care, needle exchange 
programmes, shelters and serving of food. The services were selected based on 
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geographical and cultural closeness to the interviewees (Watters & Biernacki, 1989). They 
were also selected based on the researchers’ pre-existing contacts with the services related 
to previous research projects in the drug-use field. This may be considered a convenience 
sample (Tjora, 2017). Creswell & Poth (2007) describe how gaining access to sites and 
individuals may be challenging in terms of convincing individuals to participate, building trust 
and credibility at the field site, and getting people to respond. In this project, the project 
leader’s pre-existing contacts may have been of significance in terms of a door-opening 
function. In this way, I believe it may be easier to let someone "back in" than to welcome a 
researcher for the first time (Sandøy, 2022). Initial connections with organisers at the low-
threshold services were established through email and subsequent phone calls to the low-
threshold services. The email contained information about the project, as well as an 
information sheet aimed at potential interviewees describing the aim of the study, and issues 
related to consent, confidentiality and reimbursement.  

All services were positive towards the project and wanted to contribute. From my clinical 
practice in low-threshold services, I also had pre-existing contacts in the field which 
facilitated the practical arrangements for some of our visits. For example, I knew that the 
number of people visiting the low-threshold services varied. This may depend on e.g. 
appointments they had at the services, or welfare benefit payment day, which might lead to 
more visits due to an increased ability to buy/sell drugs and hang out in the area where this is 
done. I therefore called the services, and in order to facilitate recruitment, we scheduled 
some of our appointments according to times when the services were more crowded. These 
conversations were also beneficial in another sense; the staff were concerned that they were 
not able to recruit interviewees beforehand, or that people they made appointments with 
would not show up on the day of the interview. They wanted to explain that their clients had 
stressful lives and therefore did not always turn up for appointments. I told them that I had 
experience from clinical practice in this field, and that I understood these aspects of the 
recruitment. One said: “Oh, thankfully. I was worried that we would not be able to help, but 
then you know how it works.” 

The recruitment and the interviews were conducted by two researchers from NIPH, two 
research assistants and myself. All researchers except one had experience from conducting 
interviews with people who use drugs. The research assistants received training related to 
the topics in the interview guide. I visited all the sites and interviewed 26 of the participants, 
while the other researchers and research assistants visited some of the sites and divided the 
remaining interviews between them. 

The recruitment process was similar at the various services. Some sites provided lists for 
potential interviewees to sign up. Some signed up, but only a few came. Other sites had 
made verbal appointments with potential interviewees, and most of them came as agreed 
upon. Yet most interviewees were recruited while the researchers were present at the 



Hanoa 31 “It’s like dancing with the Devil” 

services – to a high degree by the staff, but also by the researchers and by participants who 
recruited each other by snowballing sampling (Tjora, 2017). Interviewees were thus often 
waiting for us when we finished one interview and were leaving the room to recruit another 
interviewee. In other instances, we spent some time at the premises in between interviews, 
talking to the staff and their visitors. We walked around a little while we asked potential 
participants, or they approached us in order to participate. Each interviewee was informed 
about the overall goal of the project, issues related to anonymity, that the interview would be 
audio recorded, and how we would treat the data after the interviews. We also emphasised 
that we did not represent the health services, but rather that we were researchers, curious to 
learn about their drug-using practices.  

Considering that most individuals were intoxicated to various degrees, it was important to 
assess levels of intoxication. Since substance use and mental health disorders show a high 
degree of co-occurrence (Brekke, 2019), an ethical aspect was also to be aware of these 
challenges. Although this is not always easy to assess, it was an aspect to be sensitive about 
and part of the overall assessment during recruitment. The inclusion criteria were to be over 
the age of 18 and to have injected during the last four weeks. Almost all interviewees met the 
criteria. Two participants said that they had switched to other intake methods than injecting, 
such as smoking, sniffing or orally. Yet they had injecting experience, and we therefore 
considered their perspectives as relevant.  

Upon inclusion, each participant received an envelope with information about the project, and 
a note with a randomly generated code number. If they at some point after the interview had 
further questions or wished to withdraw from the study, the code could be provided if they 
contacted the project leader. At the beginning of each interview, the code was read into the 
audio recorder instead of the participant's name. If a participant provided identifiable 
information during the interview, this was anonymised during transcription. All identifiable 
information other than gender, age and city was removed from the data material. Further 
confidentiality was ensured by excluding interviewees' potentially identifiable descriptions 
from the articles. In the data material, the code number is used instead of the participant's 
name. We use pseudonyms, and all identifying factors have been removed. The audio 
recordings were deleted once the interviews had been transcribed.  

4.5.2 Sample 

The final sample consisted of 80 interviewees, which provided the opportunity for a great 
breadth of perspectives in order to illuminate the research questions. The mean age of the 
interviewees was 45 (range 23-63), and 23% were female, reflecting the overall composition 
of people who inject drugs in Norway (Gjersing & Bretteville‐Jensen, 2018). A total of 71% of 
the sample used multiple substances (mainly combinations of heroin, amphetamines and 
benzodiazepines). 19% mainly used amphetamines, and heroin was the main drug of choice 
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for 10% of the interviewees. This also reflects the population of PWID, where 72% inject 
multiple drugs (Gjersing, 2017). Most participants were involved in street-level drug scenes, 
characterised by injecting poly-drug use, drug dealing and low-level petty crime. They also 
had a long history of illicit drug use and the majority injected on a daily basis.  

Almost all participants received financial support such as work assessment allowance or 
regular social benefits provided by the Norwegian welfare system. Although we did not ask 
for a specification of the sum, most interviewees described tight finances. In Norway, a 
person is considered homeless if they have no privately owned or rented accommodation, or 
have unstable positions in the housing market such as shelters for homeless people (Dyb, 
2017). In this study, six participants owned their own apartment, and almost one out of three 
had an unstable housing situation such as living in a shelter. Half of the participants were 
provided with a municipal rental apartment, and the remainder had other living arrangements 
such as living with a partner. The information about income and housing status does, 
however, have limitations because the information provided was specified in most, but not 
all, interviews due to unclear answers. Yet the sample to a great extent reflects the overall 
socio-demographic background of the PWID population in Norway (Gjersing, 2017). A 
Norwegian study shows that 17% have an unstable housing situation, and 91% receive 
financial support such as work assessment allowance or regular social benefits provided by 
the Norwegian welfare system (Gjersing, 2017).  

Although we could have collected more socio-demographic data such as marital status, 
educational background, and whether they supplemented their income with illegal income, 
we concentrated on the data that we considered most relevant to the study in order to 
preserve the anonymity of the participants. This included age, gender, housing status and 
work/income. Data on how long participants had been injecting could also have been 
relevant. However, although participants told us about their first injection, these stories were 
somewhat fragmented because all interviewees had had breaks in their drug use due to 
treatment, prison sentences or periods where they tried other intake methods. 

4.5.3 Conducting the interviews 

As the interviews were conducted with people who inject drugs, an interview could potentially 
activate sensitive topics related to, for instance, overdoses, the law, family, stigma or health 
challenges. We therefore deemed it important to create an atmosphere in which the 
interviewees could talk freely and undisturbed in private spaces. We were provided with 
individual rooms with as little disruption as possible in the low-threshold services, including 
staff rooms, offices or healthcare rooms.  

The interviews were semi-structured, and we used an interview guide to ensure that key 
topics were covered. This entailed topics such as thoughts on injection before injection 
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initiation, positive and negative experiences with injecting drug use, experiences with other 
intake methods, risks and risk-prevention strategies, and narratives about their participation 
in street-based drug scenes and use of low-threshold services. There was also room for the 
interviewee’s free narration within the scope of the study and to elaborate on subjects they 
considered important. This open approach may have revealed thoughts and information 
about, for example, indifference towards death that might not otherwise have been 
discovered in the study.  

We emphasised open-ended questions and encouraged the participants to speak freely. 
Rather than introducing strictly specific questions or pre-defined concepts about drug-related 
risks, we asked participants to reflect on issues they themselves considered relevant for the 
main focus of the study. This allowed for increased emphasis on the thoughts and 
experiences of the interviewees, and how they perceived drug-related risks and whether, or 
how, they sought to avoid them. The interviewer also asked questions for elaboration along 
the way, such as “How do you experience …” or “Could you describe …”. This often led to 
descriptions and meaningful stories, and also conversations with joint reflection, where 
together we sought a greater understanding of various topics. This also felt more natural in 
the setting, rather than a more mechanical question-answer dynamic. However, recent 
discussions about qualitative interviewing highlight the relationship that exists between the 
researcher and the participant, e.g. whether the phrasing of our interview questions leads to 
subtle persuasive questions, responses or explanations (Creswell & Poth, 2017; Kvale & 
Brinkmann, 2009). This may be related to issues such as power asymmetry in research 
interviews, which is also an ethical question (Brinkmann & Kvale, 2015). I will discuss this 
more fully in section 4.5.7. 

In the first city, two researchers from NIPH and I conducted the interviews, and we 
considered them as pilot interviews. We were, for example, wondering about the relevance of 
the questions or whether the interview guide was too comprehensive. After the sessions, we 
met at nearby cafés to discuss our impressions of the interviews. This process helped 
facilitate discussion of the quality of the interviews and assessment of whether any changes 
should be implemented during the data collection. It also helped to systematising the initial 
interpretation of the data and thereby informing the subsequent analysis. The interview guide 
was thus not a set procedure, but was adapted and slightly changed in order to increase the 
relevance or just the phrasing of some of the questions. 

Factors such as level of intoxication, type of drugs, physical and mental health, and various 
experiences in the interviewees’ everyday lives influenced the participants' concentration and 
energy to engage in the interview. This contributed to some interviews being both shorter 
and longer than planned. For example, one interviewee said that he was in a rush due to 
withdrawal symptoms. Another stated that he had injected heroin and therefore felt slower 
than usual, but that he wanted to participate. Consequently, we considered it important that 
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the interviews should not last too long so as not to wear the interviewees out (Kvale & 
Brinkmann, 2009). Yet in some incidences, the level of intoxication increased during the 
interview. This is also my experience from clinical practice; a person appears awake while 
they are up and active, but the intoxication increases or becomes more visible when the 
person sits down or is not active. For example, one interviewee approached me and wanted 
to participate. He appeared clear and sat down on a bed in the interview room. I sat on a 
chair in front of him. A few minutes into the interview he lay down on the bed and closed his 
eyes, yet actively answered the questions. Gradually, his response slowed down and I asked 
if he could sit up because then I would know that he was reasonably clear. He sat up in a 
second and described how drugs work when you sit down. I explained that this was also my 
experience from low-threshold services. He laughed and said that he wanted to continue the 
interview, because he felt present, although he liked to sit with his eyes closed. Hence, it 
may be argued that different levels of intoxication, and simply having used a psychoactive 
substance, do not compromise someone’s ability to participate in an interview. Rather, visual 
signs of intoxication, as indicated by, for example, slurred words, glazed-over eyes, or 
moving in and out of sleep, are potential reasons not to proceed with an interview, rather 
than the simple fact of having used a substance. 

4.5.4 Data analysis 

After the interviews were conducted, the audio-recordings were transcribed verbatim into the 
Word format. The transcripts were made by me and the two research assistants who had 
conducted interviews. They were also made by two research assistants who had not 
conducted interviews, but who had previous experience from interviewing and transcribing 
from other research projects at NIPH. I transcribed almost half, i.e. 37 of the interviews – 
interviews that both other researchers and I had conducted. The rest were transcribed by 
NIPH research assistants. 

On conducting and listening to the interviews, I heard the participants’ humoristic, 
enthusiastic and deeply serious reflections on these topics, including laughter and tears 
(Klevan, 2017). Although some of these atmosphere elements may have been lost on 
transcribing the interviews, we stayed as true to the content of the recordings as possible. All 
transcribers were given guidance in how to make the transcripts, involving a rich and 
orthographic transcription with all verbal and non-verbal – such a cry or laughter – utterances 
(Braun & Clarke, 2006). The material thus consisted of rich and nuanced descriptions. This 
information was helpful in the later reading of the interviews, in order to remember and/or get 
an impression of context and atmosphere during the interviews. Braun & Clark (2006) 
suggest that the time spent on transcription contributes to informing the early stages of 
analysis. They argue that transcriptions contribute to developing a more thorough 
understanding of the data, and that the close attention needed to transcribe data may 
facilitate the close reading of the interview material. I also believe that in this phase, the 
impressions constituted part of my pre-understanding, because my process of understanding 
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and interpretation had already begun. To ensure the credibility of the study results, authentic 
illustrative quotes are included in the presentation in the articles, and the original terminology 
used by the participants is retained as far as possible. Interviews, transcription and analysis 
were conducted in Norwegian, but translated into English when articles were written. Articles 
and the thesis were proofread by a professional translator from a company that NIPH uses 
for language editing. 

The transcripts were then imported into the qualitative analysis software HyperRESEARCH 
(version 3.7.3). This gave me a good overview of the data and enabled me to analyse the 
interview material in a more rigorous way. It has been suggested that such methodological 
tools may enhance the validity and reliability of qualitative data analysis (Hesse-Biber et al., 
1991; Silverman, 2014). Although this may be an important point, the strength of qualitative 
data does not necessarily lie in the ability to generalise. Yet computer-based software 
programs such as HyperRESEARCH may be an effective tool for conducting analysis in a 
transparent way, as well as making it easier to manage the large amounts of data this project 
had generated, based on the 80 interviews. Transcribed into Word, the total amount of text 
consisted of about 1,007 pages, and where I assessed it particularly important to code the 
data systematically. I coded all the interviews. Also, to enhance the probability of a sound 
interpretation and shared understanding of the data, 25% of the interviews were coded by 
two researchers (co-authors and myself). 

The data was analysed through thematic coding inspired by Braun & Clark (2006, 2019). 
Thematical analysis is a method for “identifying, analysing, and reporting patterns (themes) 
within data. It minimally organises and describes your data set in (rich) detail” (Braun & 
Clarke, 2006, p. 6), and involves searching across a data set in order to find repeated 
patterns of meaning. The authors argue that thematical analysis is a method independent of 
theory and epistemology. Yet they do not subscribe to a naïve realist view of qualitative 
research, but emphasise the active role the researcher plays in identifying themes. As such, 
they argue, in thematic analysis there needs to be an ongoing reflexive dialogue throughout 
the analytical process which aligns with the methodology in this project. 

Inspired by Braun & Clark (2006), the interviews were coded in several stages. The thematic 
coding was based on the interview guide and included a wide range of codes, such as 
thoughts and reflections about injection initiation, injecting and other intake methods, how 
and what they perceived as risks and how to avoid them, attendance at low-threshold 
services, and descriptions of their everyday lives – that is, an average day in terms of e.g. 
when, where and with whom they used drugs. Topics that were introduced by the 
interviewees, such as indifference towards death, were added to the code list during the 
process of fine reading and coding of the interviews. The list finally consisted of 34 codes. In 
order to retain context for further thematisation, relevant surrounding data was retained in the 
text extracts.  
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I printed out the coded interviews and re-read them for thematisation. From the broad code 
structure, I developed themes in more detail. This involved an emphasis on stories that 
contained information about the overarching aim of the project and were geared towards the 
interviewees’ thoughts, reflections and perceptions of injecting, risk, pleasure and overdose. I 
made notes in the margin throughout and used colour pens to highlight key themes. Through 
these passes over the coded material, I noted several differences, patterns and similarities in 
the participants’ stories. Rather than a linear process where I just moved from one phase to 
another, this was more of a recursive process, where I moved “back and forth as needed” 
(Braun & Clarke, 2006, p. 16), in order to consider the validity of individual themes in relation 
to the overall data material (Braun & Clarke, 2006). Throughout the project, I also discussed 
preliminary possible topics with the co-authors. I believe this contributed to a more complex 
and nuanced understanding, which also influenced which topics to explore further in the 
analysis. They also contributed to seeing how various topics were connected. However, the 
final sorting and priorities were made by me.  

Further, I developed the specific topics for the research articles, based on the overall aim of 
the project, but also topics that emerged (or that I noticed, see p. 37) through the interviews. 
In this study, we did not rely on predefined concepts or theoretical lenses that guided our 
analysis. In this way, we based the analysis on an inductive epistemology, rather than a 
deductive one, in which the narratives presented by the participants were our initial starting 
point. An inductive coding was thus chosen, where the analysis is primarily data-driven, or 
from below and up, as opposed to theory-driven or from above and down (Braun & Clarke, 
2006; Tjora, 2017). For example, one quote in the “pleasure” code contained the term 
“hooked on the needle”, which later became the starting point for Article 1. This was an 
expression used by several interviewees. Although they to a great extent acknowledged the 
risks of injecting, they also described paradoxical attractions towards injecting drug use. This 
sparked our interest and also informed one of our research questions related to the choice of 
injection rather than less risky intake-methods such as smoking heroin.  

Based on an emphasis on the data generated through the interviews, we also learned that 
many participants had solitary injecting as their preferred setting for use (Article 2). Given the 
heightened risk of fatal overdose, we saw this as an avenue for further exploration. Based on 
this initial analysis, we developed analytical codes related to the physical settings in which 
they injected. This involved focusing on narratives that highlighted their rationale for such a 
choice of setting, and different codes were combined to form an overarching theme. 
Subsequently, I re-read all the interviews in which solitary injection was described, and 
marked various themes related to this topic with different colours, such as yellow for 
“injecting alone”, orange for “feelings of safety” and pink for “stigma”. Primary and secondary 
topics were thus identified with categories and concepts described by the interviewees, and I 
made documents with main headings based on these. Braun & Clarke (2006) describe well 
how categories and themes in the analysis may turn out to overlap. This had similarities with 
my analysis, where I merged themes or categories that led into each other along the way. 
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Through such an inductive process, I systematised the data and searched for patterns and 
recurring themes across the material. Hence, the theories used in the manuscript were 
introduced at a later stage and used in an effort to broaden the analytical discussion of our 
findings. Overall, I believe that the strength of this qualitative study is to inductively reach an 
understanding of the phenomenon being studied, for example the reasons for solitary 
injection, as expressed by PWID themselves, without an a priori theoretical framework to 
guide my initial coding and analysis.  

During the analysis, I sometimes felt that themes emerged. However, according to Braun & 
Clark (2006, 2019), and in line with my ontological stance in this project, the term “emerged” 
reflects a passive description of the analysis process because it does not acknowledge the 
active role of the researcher. Thus, it may be more suitable to describe the themes as topics 
I found interesting based on my analytical interest, and which also sprung from the research 
questions. It may therefore be more correct to describe it as what initially began as a single 
broad code, I developed into several sub-themes through an inductive process. In this way, 
my understanding, concepts and associated theory were developed on the basis of the 
themes I noticed and the empirical material (Järvinen, 2005; Järvinen & Mik-Meyer, 2017). 

As described in section 4.2, all three articles entail various levels of interpretation in order to 
organize participants’ experiences and relate the themes to previous research. Article 3, 
though, may be considered to entail a greater degree of interpretation in terms of not only 
understanding the participants’ perspectives and their life situation, but also understanding 
how people talk about themselves. Overall, thematic analysis was a suitable method as it 
allows for a social constructivist epistemology in terms of not only examining individual 
perspectives, but also how experiences and meanings are influenced by various contexts, 
such as social interaction and “discourses operating within society” (Braun & Clarke, 2006, p. 
81). Hence, thematic analysis conducted within a constructionist framework does not solely 
focus on motivation or individual psychologies. It also seeks to theorise the sociocultural 
contexts and structural conditions that enable the individual accounts that are provided, such 
as various sources of stigma and feelings of unsafety due to their everyday lives in risk 
environments. 

4.5.5 Strengths and limitations – reflections on methodological quality  

Various perspectives exist regarding how to maintain scientific quality (Justesen & Mik-
Meyer, 2010). Validity refers to whether a method investigates what it is intended to 
investigate and an awareness throughout the research process in terms of method and 
reflexivity. Reliability refers to quality in terms of data collection, transcription and elaboration 
of the choices made in the research process. The concept of generalisability refers to the 
extent to which the researcher may argue that the findings are valid for both the field and 
other fields (Kvale & Brinkmann, 2009). In this thesis, remarks about validity, reliability and 
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credibility are presented throughout, in order to make choices and procedures visible. Yet, in 
order to avoid the pitfalls of traditional quantitative studies, some scholars argue that there is 
a need for a reconceptualisation with a postmodern sensibility for defining trustworthy data in 
qualitative studies (Creswell & Poth, 2017; Justesen & Mik-Meyer, 2010). Kvale (1995) 
emphasises validity as the quality of craftsmanship in an investigation. He relates this to the 
“close personal interaction in qualitative interviews” (Kvale & Brinkmann, 2009, p. 497). This 
requires reflexivity and ethics, and also reflects the social constructionism underpinning the 
project. In the following, I will therefore present additional examples from the research 
process to illustrate the importance of continually checking and questioning as a quality 
control throughout the research process (Kvale, 1995), followed by a discussion of reflexivity 
and ethics. 

A strength of the qualitative interview data is an open and exploratory approach to the topics, 
where the participants can describe their thoughts and reflections. This provides an 
opportunity for variation in the perspectives and experiences to be expressed. However, the 
method had its limitations with regard to the information the participants chose to give us. For 
example, whether they wanted to give us information they assumed we wanted to get, or 
how they wanted to present themselves. For instance, as previously described, injecting is 
often associated with shame and stigma. This may have contributed to "social desirability", 
where participants' awareness of self-presentation may contribute to underreporting and/or 
responses they assume are less stigmatising or most desirable on the part of the researcher 
(Krumpal, 2013; Latkin et al., 2016). How we present ourselves may also be related to the 
theoretical inspirations in Chapter 3, where neutralizations and symbolic boundaries 
contribute to avoiding labels and meeting the needs of the situations we encounter (Bruner, 
2003; Maruna & Copes, 2005).  

In studies of marginalised groups, this can be a particular challenge (Friberg, 2019). Scholars 
therefore argue that interviews are a form of social interaction whereby people contribute to 
the presentation of self and the impression you give others (Goffman, 1967; Järvinen, 2005). 
It was therefore essential to show openness, sensitivity and acceptance of the interviewees' 
perspectives (Bogdan et al., 1975; Krumpal, 2013). This may contribute to rich data and 
getting closer to the subjective experiences which enhance the quality of the study (Holstein 
& Gubrium, 1995; Titchen et al., 2017). These aspects of interviewing are, however, also an 
ethical aspect, which I will return to in section 4.5.7. 

Another strength of the project may be that the interviews were conducted in low-threshold 
services, instead of the researcher’s offices. This may have felt like a safer environment for 
the participants and contributed to more open dialogue, which may increase the credibility of 
the project (Esbensen et al., 2008). Gubrium & Holstein (2001) emphasise the importance of 
awareness of how narratives are shaped and what types of narratives are told, and in which 
circumstances. A limitation may be, however, that several of the participants received 
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treatment for, among other things, Hepatitis C. This often requires a reduction in drug use, 
which may have contributed to holding back information about the interviewee’s drug use at 
the time of the interview. Yet the main impression was that the participants generally brought 
up various and sensitive topics, also beyond the interview guide. People within marginalised 
groups may also appreciate being heard and having their views communicated (Friberg, 
2019), which the majority of participants expressed. Additionally, from my clinical experience, 
it is often easier to talk to PWID after they have injected their dose rather than before 
[“friskmelding” as PWID call it in Norwegian], due to withdrawal symptoms. Although it was 
not possible to use this strategy fully, we sought as far as possible to interview people after 
they had injected, in order to reduce factors such as time pressure and physical discomfort 
during the interviews.  

The participant-based interpretation of events considered to be “overdoses” used in this 
study could be seen as a limitation (Frank et al., 2015). For example, what did we mean 
when we talked about overdoses? Was it a too large dose where you fall into deep sleep, or 
with a deadly outcome? As described in section 1.2.1 - although we could have applied the 
medical definition of overdose, I believe that using participants’ interpretations could best 
inform the purpose of the study.  

Further, this study is based on a substantial number of qualitative interviews with PWID. 
However, although the sample reflects the overall population of people who inject drugs in 
Norway (Gjersing & Bretteville‐Jensen, 2018), the data could be analysed according to 
several factors such as age, gender, social background or geographical location. For 
example, could it be that women feel more vulnerable in the drug-using environment and 
therefore feel safer in solitary injection settings? Do the younger participants to a greater 
degree prefer social contexts and injecting around others? Does the participants’ housing 
affect their perceptions of solitary injection? And what about geographical differences 
between the cities which had a DCR and those which did not? Studies show variations in 
types or drugs used in various cities (e.g. most heroin in Oslo) (Gjersing & Sandøy, 2014). In 
our analysis, these factors did not appear crucial to illuminating the issues at hand, and we 
had to make some choices about how to approach the various topics. Yet it could be argued 
that such factors may have positioned the findings differently.  

The findings reflect the Norwegian context alone and may not be generalisable to other 
contexts. A limitation may also be that the sample consists of people who to a certain extent 
were known to the low-threshold services. Consequently, we may have missed the views 
and experiences of people in less contact with the services and/or the drug-use environment 
– participants who may have different views and experiences of risk and overdose. 
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4.5.6 Reflexivity on my role as a researcher 

All research requires reflexivity and an awareness of the researcher's role (Malterud, 2001; 
Nyström & Dahlberg, 2001). This means that the researcher's understanding of a 
phenomenon is influenced by the researcher’s existing knowledge and experiences (Braun & 
Clarke, 2006; Tjora, 2017). Whether we are aware of it or not, we always bring certain beliefs 
and philosophical assumptions to our research, but “the difficulty lies first in becoming aware 
of these assumptions and beliefs” (Creswell & Poth, 2017, p. 15). This aligns with social 
constructionism in that researchers “position themselves” in the research in order to 
acknowledge how their interpretation drifts from their own personal, cultural and historical 
experiences. Researchers make interpretations of what they find, “an interpretation shaped 
by their own experiences and background” (Creswell & Poth, 2017, p. 24). Hence, it is 
important for me as a researcher to be reflexive and aware that research to some degree is a 
result of interpretation (Guillemin & Heggen, 2009; Justesen & Mik-Meyer, 2010; Kvale, 
1995). This also aligns with a person-centred influence, recognising both participants and the 
researcher as persons, and how participants are subjects who interact with the researcher, 
rather than as passive objects and suppliers of an objective reality (Klevan, 2017). This 
requires reflexivity in order to make the research process transparent in terms of 
incorporating the reader in the reasoning and understanding of the researcher. Attempts to 
achieve transparency can be argued to enhance the validity of the project (Kvale, 1995). 
Thus, although researcher subjectivity may be understood as a resource (Braun & Clarke, 
2019), the researcher’s ability for self-reflexivity is of significance to meeting questions about 
validity, and to what degree the researcher may argue that the findings are reliable. In this 
project, this was particularly relevant due to my clinical practice in low-threshold services, 
such as needle exchange programmes and a DCR. There, I have observed overdoses, 
preparation and injection of drugs, and training in the use of take-home naloxone (antidote). 
Although a researcher's experience, competence and interest in a field can be a valuable 
resource, this requires an awareness of one's own role and pre-understanding in all phases 
of the research process (Malterud, 2001; Tjora, 2017).  

It could be argued that due to my clinical experience from the field, I already had knowledge 
about injecting drug use, how PWID perceive injecting, overdoses, or how to prepare and 
inject drugs. To some extent, I did have knowledge about some of these issues. An 
advantage may be that this enabled me to ask relevant and perhaps more pointed follow-up 
questions during the interviews. It may also have allowed me to understand the participant’s 
descriptions more quickly, for instance of the technical aspects of preparing and injecting 
drugs. This may facilitate my understanding of the interviewee’s stories because I had 
witnessed them many times. However, a challenge might be that you do not wonder and ask 
questions in the same way, because you assume you already know or take things for 
granted (Thagaard, 2013). Consequently, a disadvantage might be that I miss out on 
knowledge or the participants’ perspectives. It was therefore essential to be aware of being 
open to new and unexpected perspectives as far as possible (Kvale & Brinkmann, 2009). At 
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the same time, although I have observed injections and overdoses, I did not have any 
systematic knowledge of the rationale behind their choices, how this was experienced, where 
they had learned to do this, or other topics in the study. Thus, during the interviews my 
background knowledge was put in a new light. This involved surprising findings and topics, 
where I was conscious of asking further questions about thoughts and reflections. 

Further, I have had many conversations with people under the influence of drugs and in 
vulnerable life situations. I was therefore used to conversations where attentive listening, 
connectivity, and an awareness of persons’ mental and physical health challenges were 
important. This may have been an advantage in interviewing about sensitive topics, as well 
as staying flexible during the interviews. At the same time, in this project I was not a helper, 
but a researcher (Tjora, 2017). Yet I considered it important to be aware of the imbalance in 
the power relation between myself as researcher and the participants (Karnieli-Miller et al., 
2009; Kvale, 2006). In my view, though, the participants were the experts in this field, and I 
was explicit on this. My impression is that this may have empowered the participants, which 
also ensured greater patience as well as humour when I asked follow-up questions.  

In order to enhance my own awareness, I also discussed possible topics and ways of 
understanding with both co-authors, a leader at a DCR and a peer support worker. One 
example is discussion of the themes in Article 1, which explores the participants’ experiences 
of injecting. During the interviews, coding and analysis, I noted several topics I found 
interesting and relevant for the overall aim of the project. I noticed the pleasure they 
described from injecting, yet found myself to be more occupied with the harm. I discussed it 
with my co-authors who found it important to also investigate the pleasures. We had all 
noticed the phrase “hooked on the needle” and the joy the interviewees expressed when they 
described the expectations and feelings of calm related to the preparation of drugs. I also 
talked to the peer support worker, and she described exactly that topic of the pleasure, and 
not just the harm. She said that there should be less shame and more room for talking about 
the pleasure, not only the harm. This aligned with the themes and sub-themes I had as a 
draft for an article. Yet I realised that my experience from the field of harm reduction may 
have influenced my initial perspective, focusing more on harm than pleasure. Reading 
literature also made me more conscious of how the focus on harm may contribute to 
overlooking the aspects of pleasure associated with injecting. I also sent drafts of various 
topics in the study to the leader of the DCR and the peer support worker in order to get their 
thoughts and reflections on the relevance of topics and my understanding of them.  

An additional and valuable source of understanding in this project was my co-supervisor, 
who started to take shifts at the DCR during the study. She said that this gave her insights in 
other ways and with more depth than from just interviewing and coding. For example, she 
believed it may have facilitated her understanding of the interviewees’ emphasis on the 
importance of the technicalities related to the preparation of drugs, as well as topics about 
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indifference towards survival (Article 3). This led to many conversations about how to 
understand the data material. Awareness and reflection were therefore an ongoing process 
in the study, also by discussing interviews and interpretations in various fora, and reading 
previous research. 

4.6 Ethical considerations 

In Norway, researchers are obliged to follow the guidelines outlined by the National 
Committee for Research Ethics in the Social Sciences and the Humanities (NESH, 2021). 
Central aspects include e.g. principles of anonymity and informed consent, which have been 
emphasised in this study. Studies collecting information about health and illness must also 
be approved by the Regional Committees for Medical and Health Research Ethics in Norway 
(REK). This project was assessed to fall outside the scope of REK on 23.9.2019 / 
ref.no.1206091. The project is also DPIA (data protection impact assessment) approved at 
NIPH, 11.19.2019, ref.no. 19/11466. Still, there are ethical challenges associated with this 
project that need to be discussed. For example, in order to minimise the interviewees’ 
burdens on participating in the research, ethical principles such as consent, confidentiality 
and trust are central (McLeod, 2003; Silverman, 2014). McLeod (2003) also describes the 
importance of assessing ethical challenges in all phases of a study, and of procedures for 
how to counter potential challenges. This is particularly relevant for participants in this 
project, who may be rendered vulnerable due to personal, social or legal stigmatisation 
associated with their activity or identity (Bracken-Roche et al., 2017).  

The question is whether one should avoid research concerning people who are considered 
vulnerable, in order to avoid distress to the participants. This requires research that is 
responsive to their needs, and where several considerations must be taken into account. In 
this project, the interviewees had access to the professional staff for conversations after the 
interviews, if this was needed. Yet it may be considered whether the study may contribute to 
enhancing the life situation of the participants, or groups they represent. It may also be 
contemplated whether the risks of participating are weighed against society’s need for 
knowledge about important social issues (Bredal et al., 2022; Kvale & Brinkmann, 2009).  

Interviewing people who are under the influence of drugs places a great ethical responsibility 
on the researcher because the participants were often in a vulnerable life situation with 
reduced physical and mental health, broken social relationships and homelessness. Being 
interviewed about challenges related to injecting may also activate sensitive topics and 
stressful feelings. It was therefore essential to emphasise a non-judgmental attitude (as 
described in section 4.5.5). This aligns with a person-centred approach which emphasises 
values such as connectivity, focusing on the co-action of researcher and participants (van 
Dulmen et al., 2017). It is, for example, important not to rush on with the interview questions, 
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but to dwell a bit when we talk about sensitive topics and acknowledge the participant’s 
difficulties, while maintaining an awareness of the interviewee’s boundaries and private life 
(Kvale & Brinkmann, 2009). 

Another ethical challenge was informed consent when the interviewees were intoxicated. 
Informed consent requires the interviewees to have been presented with the research 
purpose and procedure, to be free to choose whether they want to participate or not, as well 
as an understanding of what participation entails (Kvale & Brinkmann, 2009). It could be 
argued that people under the influence of drugs might be compromised. However, as 
described in section 4.5.3 - rather than considering the fact of having used a substance as a 
reason not to recruit or proceed with an interview, we assessed visual signs of intoxication. 
This involved e.g. slurred speech, glazed-over eyes or moving in and out of sleep.  

A third ethical challenge was that the participants received NOK 200 to participate as 
compensation for their time. This can be considered a strong incentive to participate. It was 
therefore important to emphasise that they would receive the compensation even if they 
wanted to cancel the interview at any time. The compensation may have contributed to 
recruiting participants who needed the compensation the most (Watters & Biernacki, 1989). 
Participants described tight finances. At the same time, they expressed other motivations for 
participating, such as finding it useful to talk about their experiences. Some said that they did 
not know about the compensation beforehand. Rather, they found it meaningful to contribute, 
in order to reflect on the questions related to themselves and their lives. They also found it 
meaningful to elaborate on stereotypes and prejudices about PWID, and provide more 
nuanced knowledge in order to help others. 

Kvale (2006) suggests that although interviewing may be a sensitive method for investigating 
subjects’ lives, it is vital to recognise that research interviews are not necessarily an open 
and dominance-free dialogue between egalitarian partners. Rather, interviews are a “specific 
hierarchical and instrumental form of conversation, where the interviewer sets the stage and 
scripts in accord with his or her research interest” (Kvale, 2006, p. 485). A growing body of 
literature, though, suggests that participation in qualitative research may involve agency and 
positive gains for the interviewees. This may involve e.g. interest, the ability to help, 
informing “change” or an opportunity for participant reflexivity (Clark, 2010; Perera, 2020; 
Wolgemuth et al., 2015).  

Based on an implicit underlying assumption that a research interview may be harmful, Bredal 
et al. (2022) express a general unease about the increasingly narrow understanding of 
consent in ethical reviews of research. They argue that interviewees often welcome the 
opportunity to participate and use the interviews for their own purposes, such as telling their 
story for themselves, for others and for the researcher. Telling their story for themselves 
concerns the participant’s personal development in terms of being listened to – taking 
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ownership of one’s experiences in a culture where invalidation may be a risk. This may be 
especially relevant in this project because many PWID have experiences of not being 
believed, inadequate services or being confronted with stereotypical ideas of “drug users” 
(Paquette et al., 2018). Telling one’s story to others implies a need and a responsibility to do 
good and improve general understanding, agencies and the system. On telling their story to 
the researcher, participants appear to come to the interview with no other agenda than being 
interviewed, although a lack of elaboration on motivation does not mean that they were not 
motivated. However, Bredal et al. (2022) suggest that the way interviewees were recruited 
was of significance to the participants’ motives for participation. For example, self-recruitment 
was associated with telling one’s story for oneself and others.  

As described in section 4.5.1, recruitment in this study took place as self-recruitment and 
recruitment by the staff and researchers. Still, the overall impression was that, whoever 
conducted the recruitment, participants expressed interest and an eagerness to be 
interviewed. When the interview was over, some said: “Is it over already?”, “Are you sure you 
don’t have any more questions?” or “Just ask if you wonder about anything more. It’s 
important to enhance an understanding of our situation, you know”. However, some also 
expressed feelings of sadness in telling their story, yet in a constructive sense so as to give 
them an overview and “sum up” in a way. Bracken-Roche et al. (2017) argue that how 
vulnerability is defined may reinforce stereotypes and stigma about categories of individuals, 
focusing overwhelmingly on a lack of ability to consent. Instead, the authors highlight the 
importance of contextual factors and individual characteristics beyond their membership of a 
group.  

Here, it is ethically important how the researcher meets the interviewees and potential 
unpredictable situations during research practice – "everyday ethical practice of research" 
(Guillemin & Heggen, 2009, p. 294). Such “field issues” may contribute to strengthening 
and/or weakening the quality of a study (Creswell & Poth, 2017, p. 149). For example, in this 
study, one participant said that he had never been asked such questions before. He said that 
he experienced them as meaningful, for example topics related to thoughts and reflections 
about risks. He started to cry and said: “That was a deep question. I haven’t been asked that 
before, and I’m sorry for [crying], but I welcome the question. Do you really want the sincere 
answer to that? I don’t care [about risks].” We both dwelled a bit, and I found it important to 
pause and not rush on with further questions. Rather, it felt natural and ethical to 
acknowledge his feelings, and to show support. 

This example also emphasises the importance of researcher reflexivity and how to make a 
safe space for the participants. However, how to be a good listener is not often spelt out 
(Bredal et al., 2022; Lavee & Itzchakov, 2021). Jacobs et al. (2017) argue that although there 
is no easy way out of relational barriers, there is a need for the researcher to be sensitive to 
the setting and various challenges that may arise on the way. This includes having a 
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repertoire of conversational approaches and being able to be “flexible in the organization of 
the research” (van Dulmen et al., 2017, p. 211). The flexible approach aligns with my clinical 
practice, which may have had a transference value for the interviews; I tried to tune in so as 
to connect with the participants in the best possible way. For example, I interviewed a 30-
year-old woman. She appeared tired and chaotic, yet said that she wanted to participate. I 
was occupied with creating a calm and safe atmosphere, and a mild conversational 
approach. I also focused on ensuring informed consent and that she could discontinue the 
interview at any time. During the first part of the interview, she was sceptical, looked down, 
answered briefly, and often in terms of negative views of herself and her peers. It was a 
priority for me to answer in an understanding manner and to acknowledge her feelings. After 
a few minutes, she seemed less chaotic, looked me in the eyes and answered my questions 
with more presence. However, she suddenly remembered that she had misplaced a dose of 
heroin on the way to the interview. She said that she wanted to continue the interview, yet 
appeared distracted and unable to focus on the interview. Eventually, she said that she had 
to search for the 0.2 gramme bag of heroin, and asked if I could help.  

From my clinical experience, I was used to this. However, in this situation I was not a helper 
in a clinic, but a researcher. We searched for the drugs for quite some time in various floors 
and rooms, but could not find them. I asked if she wanted to discontinue the interview, but 
she said no. Yet she appeared distracted and despairing. Then I saw the little bag of heroin 
under her chair. She lighted up, smiled, thanked me and said: “You see what heroin does to 
you?”. I interpreted this as an expression of frustration, relief and also discomfort at the fact 
that she had thought about the heroin – unable to focus on the interview she had actively 
asked to participate in. The interview atmosphere changed back to being calm, and the 
participant was more present, talkative and engaged. Yet central questions are: Could I have 
resolved the situation differently? Was it unethical to help her search for her drugs? Was it 
too “natural” for me to assist, considering my clinical experience? Could that have 
contributed to strengthening or weakening the data, and should I have decided to stop the 
interview? In this context, it is important to reflect on what it means to me to be an ethical 
researcher, and that ending her interview in this situation might also have contributed to 
feelings of shame on the part of the participant. This highlights that although my clinical 
experience may be a resource, it has also required critical reflexivity.  
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5 Summary of the research articles  

This section provides a summary of the study findings as they appear in the three published 
articles. It highlights the interconnectedness of the individual works in the thesis, which is a 
comprehensive methodological and theoretical exploration of injecting drug use and 
associated risks and pleasures from the perspective of an extensive number of PWID. Article 
1 offers insight into how people who inject drugs have lived through the shifting perceptions 
and status of injecting, and how they perceive and give meaning to their injecting drugs use. 
It also offers insight into possible explanations for why such behaviours are maintained over 
time, despite the associated negative consequences. Article 2 contributes knowledge about 
the complex practices of solitary injecting, and explores the meanings, perceptions and 
possible rationales associated with such a drug-using practice. Article 3 provides insights into 
the meanings and various ways of relating to the risk of overdose death by exploring the 
lived experiences and perceptions of overdose. In sum, these article findings shed light on 
how PWID perceive and give various meanings to injecting drug use and the associated 
risks, as well as pleasures. They also show the social processes involved in these 
experiences and contribute a multifaceted understanding of risk, pleasure and ambivalence 
towards overdose death in the social context of drug-using environments and living 
conditions. 

5.1 Article 1 

Hanoa, K., Bilgrei, O. R., Buvik, K., & Gjersing, L. (2021). “Hooked on the needle”: Exploring 
the paradoxical attractions towards injecting drug use. Drugs: Education, Prevention and 
Policy, 1-8. DOI: 10.1080/09687637.2021.1955829 

Injecting drug use is one of the leading risk factors for harmful health effects such as 
infections and drug-related deaths. Yet many PWID continue to inject, despite access to less 
damaging intake methods. In Article 1, we explore this seemingly paradoxical attraction 
towards injecting drug use. Based on data from 80 qualitative interviews with PWID recruited 
from low-threshold settings in five cities in Norway, we focus on the process of injection 
initiation and why PWID maintain such behaviour over time, despite associated harmful 
health effects and other negative consequences. Inspired by a social interaction perspective, 
the study shows a complex range of attractions towards injecting drug use. It also shows how 
participants’ experiences evolved from a fear of the needle, to embracing it as a meaningful 
practice. This involved social interaction and learning from other PWID, as well as 
appreciating the intensity and speed of the intoxication. It also involved the ritual aspect of 
injecting entailing positive feelings, described as an addiction of its own. Perceptions of 
injecting also entailed a devaluation of other modes of use. Participants accounted for 
various harmful effects related to injecting. Yet analyses show how the attractions involved 
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social interaction and learning from other PWID, highlighting how social influence occurs 
through social interaction in an environment where drug-use norms are established. This 
shows how perceptions of injecting and risks are relational and socially contingent, fuelled by 
subjective logic that rationalises injecting drug use. The study thus highlights how injecting is 
not only an individual project. Rather, it is influenced by socially constructed perceptions 
developed through social relationships and interactions. This entails a process whereby 
experience and knowledge are internalised through social influence and learning in drug-
using networks, and embodied experiences which emphasise the importance of a common 
habitus. The paradoxical attractions towards injecting are thus embedded in the social and 
physical environments of drug scenes. This also entails an identity transition associated with 
injecting – a process of becoming, in which the perspective of social interaction seeks to 
understand the social meanings, experiences and contexts of risk behaviour. The study 
thereby helps expand upon understandings of the interactional process and cultural context 
of drug use, in which the interplay of social factors influences individual actions and promotes 
injecting over other and less risky intake methods. Hence, future interventions aimed at 
reducing the number of PWID need to consider how various contexts and social negotiations 
impinge on, or even encourage, such risky practices among PWID. 

5.2 Article 2 

Hanoa, K., Bilgrei, O. R., & Buvik, K. (2023). Injecting Alone. The Importance of Perceived 
Safety, Stigma and Pleasure for Solitary Injecting. Journal of Drug Issues, DOI: 
00220426231151377.  

Many PWID inject when they are alone, which increases the risk of overdose death. In Article 
2, we explore the complex practices of solitary injection based on the same qualitative data 
as in Article 1; interviews with 80 Norwegian PWID. Leaning on the concepts of risk 
environment, stigma and pleasure, the analyses show that the interviewees construct several 
rational and positive meanings of injecting alone. First, the analysis illustrates that the risk 
environments in which they participated involved high levels of fear and stigma, which made 
them prefer solitary injecting. This involved a perceived notion of safety from an environment 
where they experienced theft and feelings of unpredictability. In this way, some considered 
the relative risks stemming from these environments as more pronounced than those of a 
potential overdose. Second, stigma was described as causing feelings of otherness. The 
interviewees therefore wanted to hide their drug-using practices. Their identities as injecting 
drug users and feelings of shame and societal discrediting were felt and enacted from both 
drug-using peers and wider society. This transformed the interviewees’ drug use towards a 
potentially riskier practice by hiding their injections. Finally, injecting drug use involved 
contextual pleasure, maximised by injecting alone due to peace and concentration. Despite 
the participants’ awareness of the overdose risk when injecting alone, injecting with others or 
in public places were perceived as less hygienic. Additionally, they experienced barriers such 
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as noise or discomfort in DCRs. In this way, the participants’ contextual experiences go 
beyond the physiological drug effects, to also include the physical space in which they inject. 
In sum, the study illustrates how the risk environment in which PWID lived their everyday 
lives caused additional harm, by which solitary injections were rationalised, despite an 
increased mortality risk. Rather, they considered the potential harm from the sociocultural 
factors embedded in their drug-using environment as more salient than solitary injection. This 
highlights the competing priorities among PWID, and that solitary injection should be 
understood as an adaptive strategy employed by marginalised individuals to manage various 
considerations and risks in their everyday lives. This invites further discussion of how solitary 
injections are influenced by social and environmental factors, and how they may contribute to 
an understanding of such drug-using behaviour. Future harm-reduction initiatives should 
reflect this important aspect. 

5.3 Article 3 

Hanoa, K., Buvik, K., & Karlsson, B. (2022): Death holds no fear. Perceptions of the risk of 
overdose among people who inject drugs. Contemporary Drug Problems. DOI: 
00914509231164764. 

Over the past decade, the overdose mortality rate has increased in several countries 
worldwide – despite various preventive measures. In Article 3, we highlight the need to 
understand overdoses on the basis of how PWID perceive and experience risk. Based on the 
same qualitative source of data as Articles 1 and 2, we explore the complex lived 
experiences and perceptions of overdose among 80 PWID in Norway. We lean on the 
concepts of neutralization and symbolic boundaries. Both theories are often used in self-
presentation, which may serve several functions, such as downplaying intrinsic stress related 
to risk, or avoiding stigma by distancing oneself from those we find less desirable. The 
analysis presents three types of accounts concerning the participants’ perceptions of 
overdose risk. First, interviewees described death as natural and universal, and therefore 
giving nothing to fear. This was related to the participants’ perceptions of death as part of 
their high-risk lifestyle, and to previous overdose experiences described as pleasurable. The 
participants’ stories of death as natural might neutralize intrinsic stress, or the risk of being 
perceived as irresponsible risk takers, avoiding feelings of otherness. Second, they 
presented accounts of how they perceived others to be at greater risk of overdose than 
themselves. They believed they had control based on experience and a perceived high 
tolerance of drugs, which created boundaries between themselves and PWID they described 
as less rational or skilful. These boundaries may contribute to forming social identities and 
creating positive perceptions of self, which is particularly important for people who are 
stigmatised. In this way, the participants may gain a sense of agency and feelings of self-
worth. Finally, interviewees described an ambivalence or indifference towards life and death. 
This was related to various life challenges such as physical and mental health, feelings of 
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stigma and hopelessness, or living in a high-risk environment. The participants’ indifference 
towards death highlights a grey area on a continuum between the wish to live and death as 
relief from life. This reflects the blurred lines between intentional and unintentional 
overdoses.  

In sum, the study illustrates how PWID inhabit drug-using environments characterised by a 
high-risk lifestyle. Faced with these risks, participants presented stories which may serve 
several functions. For instance, they may contribute to neutralize feelings of risk and stigma 
and gaining a sense of control in an otherwise overwhelmingly stressful environment. 
Participants also created symbolic boundaries by distancing themselves from other 
stereotypical people who use drugs, describing rationality in their drug use – despite 
associated risks. The participants additionally expressed an indifference towards overdose 
death, which is key to understanding the complexity of overdose mortality. This suggests that 
avoiding death, the main rationale of overdose interventions, is viewed with indifference by 
some PWID and is not always the most important priority in many people’s lives. In order to 
understand the complexity of overdose mortality, these aspects should be reflected in future 
harm-reduction initiatives. 
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6 Discussion and concluding remarks 

In my dissertation, I have offered a contribution to the field of harm reduction regarding the 
need for increased knowledge about PWID’s own experiences and perceptions of injecting 
drug use. Applying a focus on PWID themselves – a person-centred focus – I have provided 
new empirical knowledge about their experiences and perceptions in the context of their day-
to-day lives. The overarching research question has been: How can we understand injecting 
drug use and the social meanings of risk and overdose? An underlying research question 
has been how PWID’s perceptions may be understood within the contexts of their everyday 
lives. Against the previous chapters and the three articles, the simplified answer is that we 
can understand injecting drug use and the risk of overdose death as complex and changing, 
contingent on social contexts. The phenomena entails multiple social meanings and 
experiences developed in social interaction and in the context of the risk environment in 
which PWID live their everyday lives. In this concluding chapter, I discuss some plausible 
explanations for the complexity of this drug-use practice and the ambivalence towards life 
and death. Moreover, I reflect upon possible implications from my observations and offer 
some recommendations for future research.       

As described in Chapter 1, various harm reduction strategies focus on individual behavioural 
change, such as switching to safer intake methods (Bardwell et al., 2019; Edland-Gryt, 
2018). This perspective is based on individual risk knowledge and the wish or ability of PWID 
to avoid risks (Small et al., 2012). However, individuals also act within social contexts that 
influence experience, expectations and perceptions (Olsen et al., 2012; Richert, 2014). A 
better understanding of risk perceptions from the vantage point of PWID themselves may 
allow the development of a range of preventive strategies adapted to a variety of realities.  

In addition to contributing on the field of drug use, this study has also allowed me to increase 
my knowledge and understanding of injecting drug use. It highlights how PWID’s 
perspectives on injecting, practices and perceptions of overdose death are intertwined with 
socio-structural factors, social interaction and living conditions. I have leaned on the concept 
of risk environment (Rhodes, 2002, 2009; Rhodes et al., 2001) as an overarching lens 
through which to view the findings. The important aspect here is that the study shows that 
risk in the PWID’s environment encompasses multiple and changing meanings. It involves 
the risk of harmful health effects and overdose death, which is well-documented (Colledge et 
al., 2020; Degenhardt et al., 2017; Gjersing, 2020). The participants also describe the risk of 
stigma, arrest, and theft, and hence also their money situation in an otherwise financially 
restrained life. Risk also involves feelings of otherness, stress and a lack of opportunity to 
alleviate withdrawal symptoms, or to feel safe, comfortable and able enjoy the kick – risk 
factors which influence the participants’ navigation in their drug-using environments, their 
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perceptions of injecting and how, where and when to consume drugs – as well as their 
perspectives on survival. 

6.1 The social process of injecting 

Prior to injection initiation, participants in this study expressed an awareness of risks 
associated with injecting. Yet spending a lot of time in an environment where drug use and 
drug-related activities are central contributed to influencing their perceptions, paving the way 
for injecting as an increasingly valued mode of use. This highlights how injecting is not only 
an individual project, but also encompasses interactional processes between experienced 
and novice PWID (Harocopos et al., 2009; Khobzi et al., 2009). Lalander (2012) describes 
drug use as a social process where experience and knowledge are internalised through 
social networks and embodied experiences, emphasising the importance of a common 
habitus. This also includes positive feelings about the ritual aspects of injecting. Although 
Lalander (2011) describes drug use rituals as something friends do together, it has 
similarities with this study, highlighting the pleasurable feelings related to rituals – secluded 
from the outside world. Thus, despite awareness of the harmful effects associated with 
injecting, participants learned about its functions and pleasures, as well as a devaluation of 
other intake methods (Hanoa et al., 2021). This thesis thereby illustrates how the paradoxical 
attractions of injecting drug use are embedded in the social interaction processes, habituated 
in PWID’s lives, which contribute to shaping risk perceptions. In this way, even though 
injecting and opioid use cause a large proportion of the illness and death resulting from drug 
use, health problems are also compounded by other factors, e.g. “properties of the 
substances, the route of administration, individual vulnerability and the social context in 
which drugs are consumed” (EMCDDA, 2023, p. 1). Such ecological perspectives shift the 
emphasis from an individual to a social focus, such as social interactions, relationships or 
situations, aiming to understand how risky behaviour is socially organised. This also involves 
political and economic factors, as well as the importance of physical environments, and how 
they interact with the person and their characteristics to determine health outcomes (Burris et 
al., 2004; Rhodes, 1997; Rhodes et al., 2005). This is not to ignore the significance of choice 
and responsibility, but rather to emphasise how drug-use behaviours are also shaped by 
social and contextual factors (Duff, 2007). 

6.2 The solitary process of injecting  

Drug use may be viewed as a social behaviour related to the setting where drugs are 
injected, which represents a crucial dimension in the production of drug-related harm 
(Rhodes et al., 2007; Small et al., 2012). Injecting in public places is associated with elevated 
risk behaviour and health harms. This is related to hasty injections, increasing the risk of 
‘missed hits’ and disruptions to hygiene routines due to e.g. the risk of arrest (Rhodes et al., 
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2007). Against this backdrop, private settings are often preferred for injecting drugs (Hanoa, 
et al., 2023; Winiker et al., 2020). 

As described in Chapter 1, encouraging PWID not to inject alone and to carry naloxone are 
widespread harm reduction interventions (Norwegian Directorate of Health, 2019; Winiker et 
al., 2020). For naloxone to be effective, the person who has overdosed depends on another 
person to administer it. However, in line with other studies showing that most PWID often 
inject alone (Gjersing, 2017; Gjersing & Helle, 2021), participants in this study described 
complex reasons for solitary injections, as well as barriers to adopting the practice of 
injecting around others. This was mainly related to contextual factors such as the risk of theft. 
Trust was also highlighted as crucial, with many interviewees saying that they did not have 
anyone they could trust or feel close to.  

Grønnestad & Lalander (2014) describe how being part of a social environment with other 
people who use drugs produces feelings of belonging, solidarity and care for others. They 
describe open drug scenes and sceptical glances from people passing by. Here, “decay 
stories” (Grønnestad & Lalander, 2014, p. 177) are highly valued, connecting the people who 
use drugs to the past, each other and a humoristic perspective on life. Yet, in line with this 
study, they also describe a lack of trust towards drug-using peers, and the need to be on 
guard. Additionally, although participants in this study emphasised the benefits of the 
presence of healthcare personnel at the DCRs, these environments were also perceived as 
stressful, due to e.g. noise and crowded environments. Hence, although PWID might wish to 
prioritise health and safety, solitary injections were perceived to alleviate risks in their social 
environment. This aligns with other studies, describing solitary injection as both protection 
and risk (Papamihali et al., 2020; Winiker et al., 2020). Solitary injections must therefore be 
understood within the context of worldviews that deviate from that of the “expert” risk 
assessments (Fox, 1999). While experts in the drug field tend to focus on a causal 
relationship between knowledge and behavioural modification (Connors, 1992), this thesis 
illustrates a grey area between what the individual knows and how that person applies that 
knowledge in various contexts.  

Harm reduction initiatives are intertwined with the responsibility of risk-averse citizens, in 
which discourses of pleasure have been rather absent (Duncan et al., 2017; Rhodes et al., 
2007). As shown in this thesis, pleasures related to injecting, as well as the consumption 
events and environments where PWID were able to “chill out” and feel autonomy, are of 
crucial importance. This also relates to the positive ritual aspect of injecting drug use, as 
described in Article 1. Article 2 shows how solitary injection facilitated the performance and 
enjoyment of these consumptions routines. Duff (2008) argues that pleasure is an essential 
part of understanding drug use, which also extends beyond physiological experiences to 
include contextual elements. Pleasure facilitates feelings or ways of being in the world that 
are otherwise unthinkable while sober (Bartoszko, 2018; Duff, 2008; Titchen et al., 2017). As 
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participant Lukas described in the title of this dissertation, risk does not exclude pleasure: 
“Because that kick… It’s like dancing with the Devil.” 

In this way, the study illustrates how risks may be mediated by social norms about what risk 
is and through the interplay of social factors exogenous to individuals themselves. Rhodes 
(1997) describes this as a hierarchy of risk priorities. This is reflected in the interviewees’ 
perceptions of the risk of overdose, which was related to several factors, such as perceiving 
risk as “an everyday thing”, and not necessarily perceiving overdose death as the worst 
outcome relative to other challenging life factors.  

6.3 The ambivalence of overdose mortality  

The interviewees’ perceptions of the risk of overdose challenge the assumption about the 
relationship between knowledge of risk and risk avoidance in various ways. Some did not 
personalise the risk of overdose based on feelings of control. Although they had strategies 
for preventing overdoses, these were deployed sporadically. This is reflected in other studies 
showing that PWID are often unrealistically optimistic regarding their own risk of overdose 
(Darke & Ross, 1997; McGregor et al., 1998). Others perceived death as natural and 
universal for all human beings, and therefore nothing to fear. This may contribute to 
neutralizing feelings of otherness by comparing the risk of overdose death with death as 
pertinent for all people, not just them. Perceiving death as natural was also linked to living in 
an environment where death and disability were common occurrences. Some described how 
they had already experienced death – had been “on the other side” as they described it – 
and experienced it as pleasurable.  

Living in a risk environment, these stories may contribute to neutralizing the risk of death – a 
highly adaptive mechanism for coping with intrinsic stress (Maruna & Copes, 2005). Stigma 
is also crucial. The participants inhabit drug-using environments which incorporate the harms 
of drug use as behaviour that needs to be justified, either to wider society, but also to me as 
a researcher. Participants may wish to construct themselves as moral agents in interviews 
which highlight how talk is also action, and the importance of interaction between the 
interviewer and the interviewed (Atkinson & Coffey, 2003; Kvale, 1997; Silverman, 2014; 
Sandberg, 2009). It could also be mentioned, though, that Lalander (2011) describes how 
death gives rise to anxiety for most people. Yet death is both taboo and fascinating, and 
gives drug use and associated rituals an aura of autonomy and energy, and a fascination 
with death being just nearby. This may also be related to Oscar’s words at the beginning of 
this thesis, when describing how he balanced on the edge of the risk of death, which he 
perceived as almost impossible to think about for “normal people”. 
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Importantly, participants expressed an indifference towards overdoses, involving a lack of 
concern for death or even a wish to die. This was often not described as a clear wish for 
either life or death. Rather, they expressed shifting perspectives on a continuum between the 
wish to live and death as relief. They related these shifts to various life factors, such as 
physical and mental health, feelings of frustration, stigma, hopelessness and long-term 
emotional suffering (Hanoa, et al., 2023). Bartoszko (2018) describes how this entails living 
in a chronic survival mode which may create barriers for their ability to aim for new social 
roles – and survival. This reflects the blurred lines between intentional and unintentional 
overdoses, and how perceptions of risk and feelings towards survival are complex and 
changing. As Miller (2009) describes – although they engage in hazardous behaviour that 
carries a risk of death, they perceive the likelihood of their death with indifference or 
resignation. 

As described in Chapter 1, a narrative of survival has dominated the harm reduction 
movement (Bartoszko, 2018). A question is, though, if this focus may contribute to 
overlooking other important perspectives on the meaning of life and death for PWID. In a 
study of persons with heroin addiction, Bartoszko (2018) describes how the dichotomy 
between “life” and “survival” often emerged in the conversations during her fieldwork. She 
describes how staying alive and living longer are regarded as a value in itself and are taken 
for granted in the prevention of overdoses, and argues that “the patients’ rationale challenges 
the medical and public way of framing life” (Bartoszko, 2018, p. 196). Additionally, she 
suggests that the overdose narrative risks over-communicating physical and biological life, 
and under-communicating life as lived. Thus, “their personal and emotional experiences 
challenge the governing overdose thinking” (Bartoszko, 2018, p. 195). 

Further, literature often presents overdose experiences in binary terms – with or without 
intention (Heale et al., 2003; Monico et al., 2021). This thesis shows how complex and 
changing feelings towards overdoses can be in reality. Other studies also show how various 
degrees of suicidal thoughts and behaviour are not captured within the categorical labels of 
“intentional” and “unintentional”, and that PWID often live in a social environment of 
marginalisation and overwhelming distress, which may involve suicidal ideation (Bohnert et 
al., 2010; Monico et al., 2021; Richer et al., 2013). This thesis thus shows the importance of 
an awareness of the possibility that avoiding death, the primary logic behind overdose 
interventions, is viewed with considerable indifference by some PWID (Hanoa et al., 2023; 
Moore, 2004). As Gjersing et al. write: “An overdose is always more than an accident” 
(Gjersing et al., 2011, p. 66).  

This does not mean that harm reduction does not work. In the last decade, many countries 
have promoted various interventions, such as needle exchange programmes, to reduce the 
potential harmful consequences of injecting drug use. Studies have found these interventions 
to be effective in reducing high-risk behaviour (Lovell, 2002; Vlahov et al., 1997). Yet this 
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thesis illustrates that the everyday lives of PWID are characterised by various challenging 
living conditions, such as feelings of addiction, physical and mental health problems, 
unstable housing, broken relationships, and feelings of hopelessness and shame (Hanoa et 
al., 2023). This may speak to something more profound about social forces that might shape 
the participant’s accounts, reflecting broader political, social and legal contexts, which may 
hinder addressing key factors in overdose deaths. Health consequences, on which many 
overdose prevention strategies are based, are thus not necessarily the most important 
priority in many PWID’s lives.  

6.4 Reducing stigma 

Stigma plays a significant role in this thesis. Participants described feelings of stigma from 
the public, healthcare professionals and drug-using peers. This was based on experiences of 
enacted stigma such as hurtful comments from friends, exclusion from restaurants or 
dismissive attitudes from healthcare personnel. Hence, eliminating the stigma associated 
with injecting drug use remains a necessity in order to allow PWID to feel safe (Muncan et 
al., 2020). Potential avenues for reducing stigma may point to, for example, the need for 
societal level interventions that address these norms. Norwegian drug policy is evolving, 
moving from punitive to more supportive approaches. A drug reform was implemented in 
2004, intended to ensure patient rights for people who use drugs, such as treatment for their 
drug use, and the need for specialised health services in order to reduce mental and somatic 
challenges (Gjersing & Amundsen, 2018). A recent drug reform was proposed in 2022 
(Norwegian Parliament, 2022). Although the reform has not yet been adopted, a key goal is 
to reduce the stigmatisation of people who use drugs, and make it easier to reach them with 
supportive measures. The Reform Committee argues that decriminalisation may contribute to 
this goal. For instance, the use, acquisition, possession and storage of small amounts of 
illegal substances for personal use will remain illegal, but should no longer be subject to 
criminal prosecution (Norwegian Parliament, 2022).  

The shift in societal understandings of drug use is also reflected in the implementation of 
heroin-assisted treatment in 2022 (Ellefsen, 2023). Heroin treatment is controversial, due to 
the drug’s illegal status (Frank, 2013). Yet, although this is a trial project, the aim is to help 
people with opioid addiction to achieve a better quality of life, enhanced individual support, 
and to reduce the health risks associated with non-medical use of opioids (Oslo University 
Hospital, 2022). A recent study by Ellefsen et al. (2023) shows that patients express a high 
level of satisfaction with the treatment. The medical aspect contributed to an alleviation of the 
constant financial pressure to raise money for drugs, and is likely to have broader mental 
health benefits. The participants reported respectful interactions with staff, and the 
experience of having an influence on their own treatment. Strengthened health and social 
care approaches may contribute to less stigma and more unified healthcare. Yet this study 
illustrates that stigma is still important to address. 
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6.5 The meanings of life 

This thesis illustrates how injecting drug use represents various social meanings of both risk 
and pleasure. However, considering the participants’ living conditions and ambivalence 
towards survival, it is also important to address more existential questions such as hope, 
meaning and feelings of belonging (Gjersing et al., 2011). Biong & Ravndal (2007) suggest 
that drug use and suicidal behaviour in terms of life-threatening overdoses could be 
communicative and meaningful actions, and a movement “between death as an escape from 
pain and the hope of a life” (Biong & Ravndal, 2007, p. 246). They relate this to grief over 
feelings of loss, and challenges in fulfilling cultural ideals in terms of sobriety, work and close 
relationships. Not living their lives in a traditional or “normal” way may cause feelings of 
stress and frustration, as well as feelings of failure (Grønnestad & Lalander, 2014; 
Grønnestad & Sagvaag, 2016; Sandberg & Pedersen, 2009). 

Biong (2013) emphasises the importance of professionals understanding overdoses as 
communication about specific life history events – gaining a deeper understanding of the 
“inside” perspective. Drug treatment and prevention programmes should also consider giving 
some attention to life-meaning issues in their intervention strategies (Nicholson et al., 1994). 
This may be facilitated by feelings of support and non-judgemental attitudes from staff, which 
are emphasised as important qualities in the relationship between staff and people in drug 
treatment (Frank et al., 2021). Similarly, Biong & Svensson (2009) stress the importance of a 
sensitive approach in every encounter, which may bridge motivational gaps in treatment for 
people who use drugs. Heale (2003) describes: “Suicidal thought and behavior are complex, 
and it is possible that more sensitive questioning could reveal some level of suicidal intent, 
while dichotomous questioning may reveal none” (Heale et al., 2003, p. 236). This includes a 
holistic understanding and supportive environment, as well as building trust, which is an 
important condition for such communication to occur (Biong, 2013; Gjersing et al., 2011; 
Sælør, 2015). Hope and finding life meaningful are crucial prerequisites for recovery among 
people with co-occurring mental health and substance use problems (Biong, 2013; Sælør, 
2015; Grønnestad & Sagvaag, 2016).  

6.6 Future perspectives 

This thesis has highlighted the complexity of injecting and overdoses. Gjersing et al. (2011) 
emphasise that contexts and the individual’s overall life situation need to be addressed in the 
overdose prevention work. Considering the participants’ ambivalence towards life, it is key to 
examine this topic in future research. Although it may be difficult to make a distinction 
between suicide and overdoses, it could be beneficial if the supporting services were the 
same as for non-fatal suicides (Gjersing et al., 2011; Myhre et al., 2022; Walby et al., 2020). 
Gjersing et al. (2011) suggest interventions such as emphasising the importance of 
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enhanced relations to relatives and professionals, and close follow-up after non-fatal 
overdoses. As such, overdoses treated by the ambulance services may be an opportunity for 
additional follow-up/interventions (Gjersing & Bretteville‐Jensen, 2015). 

Furthermore, the most common overdose prevention interventions, such as opioid 
substitution treatment and DCRs, are tailored towards people who use illicit opioids such as 
heroin, or who inject. However, recent studies suggest new groups at an increased risk of 
overdose (Gjersing, 2023; Gjersing & Amundsen, 2022). These are individuals who died with 
other opioids as the underlying cause of death, and who had different characteristics 
compared to those with heroin as the cause of death. For instance, they less frequently had 
a drug-related diagnosis or had been charged with criminal offences, and had a higher 
socioeconomic status. Preventive measures and treatments need to be adjusted for these 
new at-overdose-risk groups. As such, there is a need for more knowledge to design 
interventions that also reach those at risk of pharmaceutical overdose deaths (Amundsen et 
al., 2023; Gjersing, 2023; Gjersing & Amundsen, 2022).  

Overall, UNODC (2021) suggests that prevention remains a crucial approach to reducing 
drug use. They argue that “the increased number of people with drug use disorders globally 
calls for the scaling up of evidence-based interventions that take a multifactorial approach” 
(UNODC, 2021, p. 48). This includes communities – e.g. networks of people who use drugs 
or people in recovery – that can greatly support prevention efforts. People who use drugs 
should be included and empowered in all aspects of the design and implementation of 
service delivery. This aligns with the person-centred influence described in section 4.3, 
aiming to improve individual patient care processes and outcomes. This includes highlighting 
participatory approaches, in which the subjects of care are active agents related to their 
healthcare (Martin & Félix‐Bortolotti, 2014). UNODC points to policy implications, stressing 
that “protecting the human rights of people who use drugs by treating them with dignity, 
removing stigma and providing equal access to health and social services need to be the 
underlying principles of all interventions related to drug use” (UNODC, 2021, p. 48). This 
means that all human beings have value as persons, with “personhood” implying that people 
have intrinsic and objective worth that transcends every other consideration (Okoro, 2020).  

Ultimately, as Oscar described in the beginning of this thesis; PWID live their everyday lives 
with drug use in social environments that influence their perceptions of risk and survival. 
These perceptions are key in order to convey relevant harm reduction messages, and 
emphasise the importance of a person-in-context understanding, acknowledging that a 
human being is someone in constant dialogue with both the multifaceted, inner parts of 
themselves and the outer context they interact with (Klevan, 2017). Ultimately, this speaks 
for the importance of addressing the reasons behind PWID’s ambivalence towards survival, 
and not only individual behavioural change, which may contribute to the marginalisation of 
already marginalised people.  



Hanoa 59 “It’s like dancing with the Devil” 

7 References 

Amundsen, E. (2015). Narkotikautløste dødsfall [Drug-induced deaths]. SIRUS. 
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2015/sirusrap.2.15.pdf 

Amundsen, E. J., & Bretteville-Jensen, A. L. (2010). Hard drug use in Norway. Nordic 
Studies on Alcohol and Drugs, 27(1), 87-94.  

Amundsen EJ, Melsom A-KM, Eriksen BO, Løchen M-L. (2023). No decline in drug overdose 
deaths in Norway: An ecological approach to understanding at-risk groups and the 
impact of interventions. Nordic Studies on Alcohol and Drugs. 2023;0(0). DOI: 
10.1177/14550725231195413 

Arboleda-Flórez, J. (2002). What causes stigma? World Psychiatry, 1(1), 25.  
Aronson, E. (1968). Dissonance theory: Progress and problems. Theories of cognitive 

consistency: A sourcebook, 249, 253.  
Aronson, E. (1992). The return of the repressed: Dissonance theory makes a comeback. 

Psychological inquiry, 3(4), 303-311.  
Atkinson, P., & Coffey, A. (2003). Revisiting the relationship between participant observation 

and interviewing (J. F. Gubrium & J. A. Holstein, Eds.). Sage Publications.  
Aven, T., Boyesen, M., Olsen, K. H., & Sandve, K. (2011). Samfunnssikkerhet [Society 

Security] Universitetsforlaget.  
Bardwell, G., Kerr, T., & McNeil, R. (2019). The opioid overdose epidemic and the urgent 

need for effective public health interventions that address men who use drugs alone. 
American Journal of Men's Health., 1-4.  

Bartoszko, A. (2018). The Pharmaceutical Other. Negotiating Drugs, Rights, and Lives in 
Substitution Treatment of Heroin Addiction in Norway. [Doctoral thesis]. Publication 
Number 11. Oslo Metropolitan University. 

Becker, H. S. (1953). Becoming a marihuana user. American journal of Sociology, 59(3), 
235-242.  

Benton, T., & Craib, I. (2011). Philosophy of science: The foundations of philosophical 
thought (2nd ed.). Palgrave Macmillan.  

Bergen municipality (2023). Fakta om Bergen [Facts about Bergen]. 
https://www.bergen.kommune.no/omkommunen/fakta-om-
bergen/befolkning/befolkning 

Binder, P.-E., Schanche, E., Holgersen, H., Nielsen, G. H., Hjeltnes, A., Stige, S. H., Veseth, 
M., & Moltu, C. (2016). Why do we need qualitative research on psychological 
treatments? The case for discovery, reflexivity, critique, receptivity, and evocation. 
Scandinavian Psychologist, 3.  

Biong, S. (2008). Between death as escape and the dream of life: Psychosocial dimensions 
of health in young men living with substance abuse and suicidal behaviour. [Doctoral 
thesis]. Nordic School of Public Health, Gøteborg. 

Biong, S. (2013). Overdoser som selvmord: en fenomenologisk case studie [Overdoses as 
suicide. A phenomenological case study]. Suicidologi, 18(3).  

https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2015/sirusrap.2.15.pdf
https://www.bergen.kommune.no/omkommunen/fakta-om-bergen/befolkning/befolkning
https://www.bergen.kommune.no/omkommunen/fakta-om-bergen/befolkning/befolkning


Hanoa 60 “It’s like dancing with the Devil” 

Biong, S., & Ravndal, E. (2007). Young men's experiences of living with substance abuse 
and suicidal behaviour: Between death as an escape from pain and the hope of a life. 
International Journal of Qualitative Studies on Health and Well-being, 2(4), 246-259.  

Biong, S., & Ravndal, E. (2009). Living in a maze: Health, well-being and coping in young 
non-western men in Scandinavia experiencing substance abuse and suicidal 
behaviour. International Journal of Qualitative Studies on Health and Well-being, 4(1), 
4-16.  

Biong, S., & Svensson, T. (2009). Bridging the gaps: Experiencing and preventing life-
threatening heroin overdoses in men in Oslo. International Journal of Qualitative 
Studies on Health and Well-Being, 4(2), 94-105.  

Blumer, H. (1969). Symbolic Interactionism: Perspective and Method. Prentice Hall.  
Bogdan, R., Taylor, S. J., & Taylor, S. S. (1975). Introduction to qualitative research 

methods. A guidebook and resource. (4. ed.). New Jersey: Wiley-Interscience.  
Bohnert, A. S., Roeder, K., & Ilgen, M. A. (2010). Unintentional overdose and suicide among 

substance users: a review of overlap and risk factors. Drug and Alcohol Dependence, 
110(3), 183-192.  

Borg, M., & Karlsson, B. (2017). Person-centredness, recovery and user involvement in 
mental health services. In B. M. McCormack, T. (Ed.), In: Person-centred Practice in 
Nursing and Health Care: Theory and Practice (2.ed.). (p.215-224).  

Bourgois, P. (1998). The moral economies of homeless heroin addicts: confronting 
ethnography, HIV risk, and everyday violence in San Francisco shooting 
encampments. Substance use & misuse, 33(11), 2323-2351. 
https://doi.org/10.3109/10826089809056260.  

Bracken-Roche, D., Bell, E., Macdonald, M. E., & Racine, E. (2017). The concept of 
‘vulnerability’ in research ethics: an in-depth analysis of policies and guidelines. 
Health research policy and systems, 15(1), 1-18.  

Bramness, A. J. G., & Madah-Amiri, D. (2017). Bruk av rusmidler på ulike måter–ulik risiko. 
Et notat utført på oppdrag av Helsedirektoratet [Substance use in different ways – 
different risks. A report commissioned by the Norwegian Directorate of Health]. Oslo: 
Norwegian Centre for Addiction Research, University of Oslo.  

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative research in 
psychology, 3(2), 77-101.  

Braun, V., & Clarke, V. (2019). Reflecting on reflexive thematic analysis. Qualitative research 
in sport, exercise and health, 11(4), 589-597.  

Bredal, A., Stefansen, K., & Bjørnholt, M. (2022). Why do people participate in research 
interviews? Participant orientations and ethical contracts in interviews with victims of 
interpersonal violence. Qualitative Research, 14687941221138409.  

Brekke, E. (2019). Recovery in co-occurring mental health and substance use disorders: a 
qualitative study of first-person and staff experiences [Doctoral Thesis]. Publication 
Number 40. University of South-Eastern Norway. 

Bretteville-Jensen, A. L., & Skretting, A. (2010). Heroin smoking and heroin using trends in 
Norway. Nordic Studies on Alcohol and Drugs, 27(1), 5-18.  

https://doi.org/10.3109/10826089809056260


Hanoa 61 “It’s like dancing with the Devil” 

Bridge, J. (2010). Route transition interventions: potential public health gains from reducing 
or preventing injecting. International Journal of Drug Policy, 21(2), 125-128.  

Brinkmann, S., & Kvale, S. (2015). Interviews: Learning the craft of qualitative research 
interviewing (Vol. 3). Sage Publications. 

Bruner, J. S. (2003). Making stories: Law, literature, life. Harvard University Press.  
Buckley, C. (2017). Giving Voice to ´Hard To Reach Groups` in Healthcare Research: A 

Narrative Approach. In B. McCormack, S. van Dulmen, H. Eide, K. Skovdahl, & T. 
Eide (Eds.), Person-centred Healthcare Research (p.131-140). Wiley Blackwell.  

Burris, S., Blankenship, K. M., Donoghoe, M., Sherman, S., Vernick, J. S., Case, P., 
Lazzarini, Z., & Koester, S. (2004). Addressing the “risk environment” for injection 
drug users: the mysterious case of the missing cop. The Milbank Quarterly, 82(1), 
125-156.  

Christie, N., & Bruun, K. (1985). Den gode fiende. Narkotikapolitikk i de nordiske landene. 
[The good enemy. Drug policy in the Nordic countries]. Universitetsforlaget.  

Clark, T. (2010). On ‘being researched’: Why do people engage with qualitative research? 
Qualitative Research, 10(4), 399-419.  

Clausen, T. (2022). What lessons from Norway’s experience could be applied in the United 
States in response to the addiction and overdose crisis? Addiction (Abingdon, 
England), 117(5), 1192.  

Clausen, T., Anchersen, K., & Waal, H. (2008). Mortality prior to, during and after opioid 
maintenance treatment (OMT): a national prospective cross-registry study. Drug and 
Alcohol Dependence, 94(1-3), 151-157.  

Coffin, P. O., Tracy, M., Bucciarelli, A., Ompad, D., Vlahov, D., & Galea, S. (2007). 
Identifying injection drug users at risk of nonfatal overdose. Academic emergency 
medicine, 14(7), 616-623.  

Colledge, S., Larney, S., Peacock, A., Leung, J., Hickman, M., Grebely, J., Farrell, M., & 
Degenhardt, L. (2020). Depression, post-traumatic stress disorder, suicidality and 
self-harm among people who inject drugs: a systematic review and meta-analysis. 
Drug and Alcohol Dependence, 207, 107793.  

Colonna, R., Knott, M., Kim, S., & Bagajati, R. (2022). Qualitative Research on Cannabis 
Use Among Youth: A Methodological Review. Journal of Drug Issues, 
00220426221139420.  

Connors, M. M. (1992). Risk perception, risk taking and risk management among intravenous 
drug users: Implications for AIDS prevention. Social science & medicine, 34(6), 591-
601. https://doi.org/10.1016/0277-9536(92)90187-u.  

Copes, H. (2016). A narrative approach to studying symbolic boundaries among drug users: 
A qualitative meta-synthesis. Crime, Media, Culture, 12(2), 193-213. 
https://doi.org/10.1177/1741659016641720  

Copes, H., & Deitzer, J. (2015). Neutralization theory. The encyclopedia of crime and 
punishment, 1-5.  

Copes, H., Hochstetler, A., & Williams, J. P. (2008). “We Weren't Like No Regular Dope 
Fiends”: Negotiating Hustler and Crackhead Identities1. Social problems, 55(2), 254-
270.  

https://doi.org/10.1016/0277-9536(92)90187-u
https://doi.org/10.1177/1741659016641720


Hanoa 62 “It’s like dancing with the Devil” 

Corrigan, P. W., & Watson, A. C. (2002). Understanding the impact of stigma on people with 
mental illness. World Psychiatry, 1(1), 16-20.  

Creswell, J. W., Hanson, W. E., Clark Plano, V. L., & Morales, A. (2007). Qualitative research 
designs: Selection and implementation. The counselling psychologist, 35(2), 236-264.  

Creswell, J. W., & Poth, C. N. (2017). Qualitative inquiry and research design: Choosing 
among five approaches. Sage Publications.  

Dalgarno, P., & Shewan, D. (2005). Reducing the risks of drug use: The case for set and 
setting. Addiction Research & Theory, 13(3), 259-265. 
https://doi.org/10.1080/16066350500053562  

Darke, S., & Ross, J. (1997). Overdose risk perceptions and behaviours among heroin users 
in Sydney, Australia. European addiction research, 3(2), 87-92.  

Darke, S., Ross, J., & Hall, W. (1996). Overdose among heroin users in Sydney, Australia: I. 
Prevalence and correlates of non‐fatal overdose. Addiction, 91(3), 405-411.  

Darke, S., Ross, J., Williamson, A., Mills, K. L., Havard, A., & Teesson, M. (2007). Patterns 
and correlates of attempted suicide by heroin users over a 3-year period: findings 
from the Australian treatment outcome study. Drug and Alcohol Dependence, 87(2-3), 
146-152.  

Darke, S., & Zador, D. (1996). Fatal heroin ‘overdose’: a review. Addiction, 91(12), 1765-
1772.  

Degenhardt, L., Bucello, C., Mathers, B., Briegleb, C., Ali, H., Hickman, M., & McLaren, J. 
(2011). Mortality among regular or dependent users of heroin and other opioids: a 
systematic review and meta‐analysis of cohort studies. Addiction, 106(1), 32-51. 
https://doi.org/10.1111/j.1360-0443.2010.03140.x  

Degenhardt, L., Peacock, A., Colledge, S., Leung, J., Grebely, J., Vickerman, P., Stone, J., 
Cunningham, E. B., Trickey, A., & Dumchev, K. (2017). Global prevalence of injecting 
drug use and sociodemographic characteristics and prevalence of HIV, HBV, and 
HCV in people who inject drugs: a multistage systematic review. The Lancet Global 
Health, 5(12), e1192-e1207.  

Delanty, G. (2005). Social science. Philosophical and Methodological Foundations. Open 
University Press.  

Dewing, J., Eide, T., & MCormack, B. (2017). Philosophical Perspectives on Person-
centredness for Healthcare Research. In B. McCormack, S. van Dulmen, H. Eide, K. 
Skovdahl, & T. Eide (Eds.), Person-centred Healthcare Research (p. 19-29). Wiley 
Blackwell.  

Douglas, M. (1985). Risk Acceptability According to the Social Sciences. Russell Sage 
Foundation.  

Duff, C. (2007). Towards a theory of drug use contexts: Space, embodiment and practice. 
Addiction Research & Theory, 15(5), 503-519.  

Duff, C. (2008). The pleasure in context. International Journal of Drug Policy, 19(5), 384-392. 
https://doi.org/10.1016/j.drugpo.2007.07.003.  

Duncan, T., Duff, C., Sebar, B., & Lee, J. (2017). ‘Enjoying the kick’: Locating pleasure within 
the drug consumption room. International Journal of Drug Policy, 49, 92-101. 
https://doi.org/10.1016/j.drugpo.2017.07.005.  

https://doi.org/10.1080/16066350500053562
https://doi.org/10.1111/j.1360-0443.2010.03140.x
https://doi.org/10.1016/j.drugpo.2007.07.003
https://doi.org/10.1016/j.drugpo.2017.07.005


Hanoa 63 “It’s like dancing with the Devil” 

Dyb, E. (2017). Counting homelessness and politics: The case of Norway. European Journal 
of Homelessness, 11(2).  

Edland-Gryt, M. (2018). Prosessevaluering av Nasjonal overdosestrategi 2014-2017: 
Hvordan forebygge overdosedødsfall? [Process evaluation of Norway’s Overdose 
Strategy 2014-2017. How to prevent overdose deaths?] https://fhi.brage.unit.no/fhi-
xmlui/bitstream/handle/11250/2571617/EdlandGryt_2018_Pro.pdf?sequence=1 

Edland-Gryt, M., & Skatvedt, A. H. (2013). Thresholds in a low-threshold setting: An 
empirical study of barriers in a centre for people with drug problems and mental 
health disorders. International Journal of Drug Policy, 24(3), 257-264.  

Ellefsen R. (2023). Narkotikapolitikk i endring: Heroinklinikkenes oppkomst i Norge 
[Changing Drug Policy: The Emergence of Heroin Clinics in Norway]. Nordic Studies 
on Alcohol and Drugs. 2023;0(0). doi:10.1177/14550725231207251 

Ellefsen, R., Wüsthoff, L. E. C., & Arnevik, E. A. (2023). Patients’ satisfaction with heroin-
assisted treatment: a qualitative study. Harm Reduction Journal, 20(1), 73.  

EMCDDA. (2017). European drug report 2017: Trends and developments. Publications 
Office of the European Union. https://www.emcdda.europa.eu/publications/edr/trends-
developments/2017_en 

EMCDDA (2018). European Drug Report 2018: Trends and Developments. Publications 
Office of the European Union. https://www.emcdda.europa.eu/publications/edr/trends-
developments/2018_en.  

EMCDDA (2019). Norway Country Report 2019. Publications Office of the European Union. 
https://www.emcdda.europa.eu/system/files/publications/11348/norway-cdr-
2019_0.pdf 

EMCDDA (2020). European Drug Report. Trends and Developments 2020. Publications 
Office of the European Union. https://www.emcdda.europa.eu/publications/edr/trends-
developments/2020 en 

EMCDDA (2022). Statistical bulletin 2022. Publications Office of the European Union. 
https://www.emcdda.europa.eu/data/stats2022/methods/drd 

Entwistle, V. A., & Watt, I. S. (2013). Treating patients as persons: a capabilities approach to 
support delivery of person-centered care. The American Journal of Bioethics, 13(8), 
29-39.  

Esbensen, B. A., Swane, C. E., Hallberg, I. R., & Thome, B. (2008). Being given a cancer 
diagnosis in old age: A phenomenological study. International Journal of Nursing 
Studies, 45(3), 393-405.  

Finlay, L. (2009). Debating phenomenological research methods. Phenomenology & 
Practice, 3 (1), 6-25.  

Fitzgerald, J. L., Louie, R., Rosenthal, D., & Crofts, N. (1999). The meaning of the rush for 
initiates to injecting drug use. Contemporary Drug Problems, 26(3), 481-504.  

Flick, U., Von Kardorff, E., & Steinke, I. (2004). What is qualitative research? An introduction 
to the field. In U. Flick, E. Von Kardorff, & I. Steinke (Eds.), A companion to qualitative 
research (pp. 3-11). Sage Publications.  

Flåto, M., & Johansen, N. B. (2008). Mot en sosiologisk forståelse av avhengighet? [Towards 
a sociological understanding of addiction?] Sosiologi i dag, 38(1).  

https://fhi.brage.unit.no/fhi-xmlui/bitstream/handle/11250/2571617/EdlandGryt_2018_Pro.pdf?sequence=1
https://fhi.brage.unit.no/fhi-xmlui/bitstream/handle/11250/2571617/EdlandGryt_2018_Pro.pdf?sequence=1
https://doi.org/10.1177/14550725231207251
https://www.emcdda.europa.eu/publications/edr/trends-developments/2017_en
https://www.emcdda.europa.eu/publications/edr/trends-developments/2017_en
https://www.emcdda.europa.eu/publications/edr/trends-developments/2018_en
https://www.emcdda.europa.eu/publications/edr/trends-developments/2018_en
https://www.emcdda.europa.eu/system/files/publications/11348/norway-cdr-2019_0.pdf
https://www.emcdda.europa.eu/system/files/publications/11348/norway-cdr-2019_0.pdf
https://www.emcdda.europa.eu/publications/edr/trends-developments/2020%20en
https://www.emcdda.europa.eu/publications/edr/trends-developments/2020%20en
https://www.emcdda.europa.eu/data/stats2022/methods/drd


Hanoa 64 “It’s like dancing with the Devil” 

Foucault, M. (1996) Foucault live: Collected interviews, 1961-1984. Lotringer, S. (ed.),  
Semiotext(e): New York. 

Fox, N. J. (1999). Postmodern reflections: Deconstructing ‘risk’, ‘health’ and ‘work’. Health 
and work: critical perspectives, 198-219.  

Frank, D., Mateu-Gelabert, P., Guarino, H., Bennett, A., Wendel, T., Jessell, L., & Teper, A. 
(2015). High risk and little knowledge: overdose experiences and knowledge among 
young adult nonmedical prescription opioid users. International Journal of Drug 
Policy, 26(1), 84-91.  

Frank, V. A. (2013). EMCDDA INSIGHTS 11, New heroin-assisted drug treatment – Recent 
evidence and current practices of supervised injectable heroin treatment in Europe 
and beyond by Strang, J., T. Groshkova & N. Meltrebian. Drugs: Education, 
Prevention and Policy, 20(2), 160-161.https://doi.org/10.3109/09687637.2012.755869 

Frank, V. A., Betsy, T., & Herold, M. D. (2021). “Some of us need to be taken care of”: young 
adults’ perspectives on support and help in drug reducing interventions in coercive 
contexts in Denmark and the UK. Drugs: Education, Prevention and Policy, 28(1), 17-
25. Advance online publication. https://doi.org/10.1080/09687637.2020.1771285 

Friberg, J. H. (2019). Tvilsomme informanter, troverdig forskning? Norsk sosiologisk 
tidsskrift, 3(02), 119-136.  

Fulton, R. (1999). The stigma of substance use: A review of the literature. A report submitted 
to the committee on stigma and addiction at the Centre for Addiction and Mental 
Health.  

Gashi, L., Sandberg, S., & Pedersen, W. (2021). Making “bad trips” good: How users of 
psychedelics narratively transform challenging trips into valuable experiences. 
International Journal of Drug Policy, 87, 102997.  

Gergen, K. J. (2015). An invitation to social construction. Sage Publications.  
Giddings, D., Christo, G., & Davy, J. (2003). Reasons for injecting and not injecting: a 

qualitative study to inform therapeutic intervention. Drugs: education, prevention and 
policy, 10(1), 95-104.  

Gifford, S. M. (1986). The meaning of lumps: a case study of the ambiguities of risk. In 
Anthropology and epidemiology (pp. 213-246). Springer.  

Gjerde H., Bretteville-Jensen A.L., Bache-Andreassen L., Hanoa, K., Furuhagen H., 
Brochmann, G.W., & Vindenes, V. (2021). Which illicit drugs are injected in Oslo? A 
study based on analysis of drug residues in used injection equipment and self-
reported information. Scandinavian Journal of Public Health. 2021;1-
7:140349482110439. doi:10.1177/14034948211043984  

Gjersing, L. (2017). Narkotikabruk på gateplan i syv norske byer 2017 [Street-level drug use 
in seven Norwegian cities 2017]. Folkehelseinstituttet. [Norwegian Institute of Public 
Health https://www.fhi.no/ml/rusmidler-og-avhengighet/narkotikabruk-pa-gateplan-i-
syv-norske-byer-2017/  

Gjersing, L. (2020). Narkotikautløste dødsfall 2019 [Drug-induced deaths 2019]. 
Folkehelseinstituttet [Norwegian Institute of Public Health]. 
https://www.fhi.no/nettpub/narkotikainorge/konsekvenser-av-
narkotikabruk/narkotikautloste-dodsfall-2019/ 

https://www.fhi.no/ml/rusmidler-og-avhengighet/narkotikabruk-pa-gateplan-i-syv-norske-byer-2017/
https://www.fhi.no/ml/rusmidler-og-avhengighet/narkotikabruk-pa-gateplan-i-syv-norske-byer-2017/
https://www.fhi.no/nettpub/narkotikainorge/konsekvenser-av-narkotikabruk/narkotikautloste-dodsfall-2019/
https://www.fhi.no/nettpub/narkotikainorge/konsekvenser-av-narkotikabruk/narkotikautloste-dodsfall-2019/


Hanoa 65 “It’s like dancing with the Devil” 

Gjersing, L. (2021). Narkotikautløste dødsfall i Norge 2020 [Drug-induced deaths in Norway 
2020]. Folkehelseinstituttet [Norwegian Institute of Public Health].  

Gjersing, L. (2023). Narkotikautløste dødsfall 2022 [Drug Induced Deaths 2022]. 
Folkehelseinstituttet [Norwegian Institute of Public Health]. 
https://www.fhi.no/nettpub/narkotikainorge/konsekvenser-av-
narkotikabruk/narkotikautloste-dodsfall/ 

Gjersing, L. R., & Amundsen, E. J. (2018). Narkotika i Norge [Drugs in Norway]. 
Folkehelseinstituttet [Norwegian Institute of Public Health]. https://fhi.brage.unit.no/fhi-
xmlui/bitstream/handle/11250/2582062/Narkotika%20i%20Norge%202018utgave2.pd
f?sequence=6 

Gjersing, L., & Amundsen, E. (2022). Increasing trend in accidental pharmaceutical opioid 
overdose deaths and diverging overdose death correlates following the opioid 
prescription policy liberalization in Norway 2010–2018. International Journal of Drug 
Policy, 108, 103785.  

Gjersing, L., Biong, S., Ravndal, E., Waal, H., Bramness, J., & Clausen, T. (2011). Dødelige 
overdoser i Oslo 2006 til 2008. En helhetlig gjennomgang. Rapport 2/2011. Oslo: 
Senter for rus- og avhengighetsforskning (SERAF), 2011.  

Gjersing, L., & Bretteville-Jensen, A. L. (2014). Gender differences in mortality and risk 
factors in a 13-year cohort study of street-recruited injecting drug users. BMC Public 
Health, 14(1), 440.   

Gjersing, L., & Bretteville‐Jensen, A. L. (2015). Are overdoses treated by ambulance services 
an opportunity for additional interventions? A prospective cohort study. Addiction, 
110(11), 1767-1774.  

Gjersing, L., & Bretteville‐Jensen, A. L. (2018). Patterns of substance use and mortality risk 
in a cohort of ‘hard‐to‐reach’ polysubstance users. Addiction, 113(4), 729-739.   

Gjersing, L., & Helle, M. K. (2021). Injecting Alone is More Common among Men, Frequent 
Injectors and Polysubstance Users in a Sample of People Who Inject Drugs. 
Substance Use & Misuse, 56:14, 2214-2220  

Gjersing, L., & Sandøy, T. A. (2014). Street-Level Drug Use in Seven Norwegian Cities 
[Narkotikabruk på gateplan i syv norske byer]. SIRUS rapport, 1, 2014.  

Goffman, E. (1963). Stigma: Notes on the management of spoiled identity. Prentice-Hall.  
Goffman, E. (1967). Interaction ritual: Essays on face-to-face interaction. Anchor Books.  
Goffman, E. (1968). Asylums: Essays on the Social Situation of Mental Patients and Other 

Inmates. Harmondsworth. Penguin. 
Grønnestad, T. E., & Lalander, P. (2014). The Bench: An open drug scene and its people. 

Nordic Studies on Alcohol and Drugs, 32(2), 165-182.  
Grønnestad, T. E., & Sagvaag, H. (2016). Stuck in limbo: illicit drug users’ experiences with 

opioid maintenance treatment and the relation to recovery. International journal of 
qualitative studies on health and well-being, 11(1), 31992. 

Gubrium, J. F., & Holstein, J. A. (2001). Handbook of interview research: Context and 
method. Sage Publications, Inc. 

https://www.fhi.no/nettpub/narkotikainorge/konsekvenser-av-narkotikabruk/narkotikautloste-dodsfall/
https://www.fhi.no/nettpub/narkotikainorge/konsekvenser-av-narkotikabruk/narkotikautloste-dodsfall/
https://fhi.brage.unit.no/fhi-xmlui/bitstream/handle/11250/2582062/Narkotika%20i%20Norge%202018utgave2.pdf?sequence=6
https://fhi.brage.unit.no/fhi-xmlui/bitstream/handle/11250/2582062/Narkotika%20i%20Norge%202018utgave2.pdf?sequence=6
https://fhi.brage.unit.no/fhi-xmlui/bitstream/handle/11250/2582062/Narkotika%20i%20Norge%202018utgave2.pdf?sequence=6


Hanoa 66 “It’s like dancing with the Devil” 

Guillemin, M., & Heggen, K. (2009). Rapport and respect: Negotiating ethical relations 
between researcher and participant. Medicine, Health Care and Philosophy, 12(3), 
291-299.  

Guise, A., Horyniak, D., Melo, J., McNeil, R., & Werb, D. (2017). The experience of initiating 
injection drug use and its social context: a qualitative systematic review and thematic 
synthesis. Addiction, 112(12), 2098-2111.  

Hagan, H., Campbell, J. V., Thiede, H., Strathdee, S. A., Ouellet, L., Latka, M., Hudson, S., 
Garfein, R. S., & Team, D. S. (2007). Injecting alone among young adult IDUs in five 
US cities: evidence of low rates of injection risk behavior. Drug and Alcohol 
Dependence, 91, S48-S55. https://doi.org/10.1016/j.drugalcdep.2007.02.002.  

Hanoa, K., Bilgrei, O. R., & Buvik, K. (2023). Injecting Alone. The Importance of Perceived 
Safety, Stigma and Pleasure for Solitary Injecting. Journal of Drug Issues. DOI: 
00220426231151377. 

Hanoa, K., Bilgrei, O. R., Buvik, K., & Gjersing, L. (2021). “Hooked on the needle”: Exploring 
the paradoxical attractions towards injecting drug use. Drugs: Education, Prevention 
and Policy, 1-8. DOI: 10.1080/09687637.2021.1955829 

Hanoa, K., Buvik, K., & Karlsson, B. (2023). Death Holds No Fear: Overdose Risk 
Perceptions Among People Who Inject Drugs. Contemporary Drug Problems. DOI: 
00914509231164764.  

Harocopos, A., Goldsamt, L. A., Kobrak, P., Jost, J. J., & Clatts, M. C. (2009). New injectors 
and the social context of injection initiation. International Journal of Drug Policy, 20(4), 
317-323.  

Harris, E. C., & Barraclough, B. M. (1994). Suicide as an outcome for medical disorders. 
Medicine, 73(6), 281-296.  

Heale, P., Dietze, P., & Fry, C. (2003). Intentional overdose among heroin overdose 
survivors. Journal of Urban Health, 80(2), 230-237.  

Hesse-Biber, S., Dupuis, P., & Kinder, T. S. (1991). HyperRESEARCH: A computer program 
for the analysis of qualitative data with an emphasis on hypothesis testing and 
multimedia analysis. Qualitative Sociology, 14(4), 289-306.  

Hinton, S., Signal, T., & Ghea, V. (2015). Needle fixation profile: An exploratory assessment 
of applicability in the Australian context. Substance use & misuse, 50(11), 1449-1452.  

Hinton, S. L., Signal, T. D., & Ghea, V. C. (2013). Addicted to the needle: the relationship 
between needle fixation and impulsivity. Journal of Substance Use, 18(1), 21-30.  

Holstein, J. A., & Gubrium, J. F. (1995). The active interview. London: Sage publications.  
Horan, J. A., Deasy, C., Hemy, K., O'Brien, D., & Van Hout, M. C. (2015). Overdose risk 

perceptions and experience of overdose among heroin users in Cork, Ireland. 
Preliminary results from a pilot overdose prevention study. Heroin Addiction And 
Related Clinical Problems, 17(5), 19-26.  

Jacobs, G., van Lieshout, F., Borg, M., & Ness, O. (2017). Being a Person-centred 
Researcher: Principles and Methods for Doing Research in a Person-centred Way. In 
B. McCormack, S. van Dulmen, H. Eide, K. Skovdahl, & T. Eide (Eds.), Person-
Centred Healthcare Research (p. 51-60). Wiley Blackwell.  

https://doi.org/10.1016/j.drugalcdep.2007.02.002


Hanoa 67 “It’s like dancing with the Devil” 

Joranger, L. (2019). “Scientific” Healthcare and the Person: exemplifying relations between 
general laws and idiographic interpretation. European Journal for Person Centered 
Healthcare, 7(1), 35-41.  

Justesen, L., & Mik-Meyer, N. (2010). Kvalitative metoder i organisations- og ledelsesstudier 
[Qualitative methods in organisation- and leadership studies]. (Vol. 1. utgave, 
5.opplag). Hans Reitzels Forlag.  

Järvinen, M. (2005). Interviews, Observations, and Documents [Interview i en 
interaktionistisk begrebsramme [Interview in an Interactionist Conceptual Framework]. 
In: M. Järvinen & N. Mik-Meyer (Ed.), Kvalitative metoder i et interaktionistisk 
perspektiv. Interview, observationer og dokumenter] (s. 27-48). Hans Reitzels Forlag.  

Järvinen, M., & Mik-Meyer, N. (2017). Kvalitativ analyse: Syv traditioner [Qualitative analysis: 
Seven traditions].Tidsskrift for samfunnsforskning Årg. 58, 361.  

Järvinen, M., & Ravn, S. (2011). From recreational to regular drug use: qualitative interviews 
with young clubbers. Sociology of Health & Illness, 33(4), 554-569.  

Karnieli-Miller, O., Strier, R., & Pessach, L. (2009). Power relations in qualitative research. 
Qualitative health research, 19(2), 279-289.  

Kerr, T., Fairbairn, N., Tyndall, M., Marsh, D., Li, K., Montaner, J., & Wood, E. (2007). 
Predictors of non-fatal overdose among a cohort of polysubstance-using injection 
drug users. Drug and Alcohol Dependence, 87(1), 39-45.  

Kerr, T., Small, W., Hyshka, E., Maher, L., & Shannon, K. (2013). ‘It's more about the heroin’: 
injection drug users' response to an overdose warning campaign in a Canadian 
setting. Addiction, 108(7), 1270-1276.  

Khobzi, N., Strike, C., Cavalieri, W., Bright, R., Myers, T., Calzavara, L., & Millson, M. (2009). 
A qualitative study on the initiation into injection drug use: Necessary and background 
processes. Addiction Research & Theory, 17(5), 546-559.  

Kinderman, P., & Cooke, A. (2018). Pass på språket ditt! En veileder for språkbruk om 
psykisk helse i fag og media. [Watch your language! A guide for language usage on 
mental health in professional and media contexts]. Translated by Bengt Karlsson, 
Marit Borg & Thomas Tjelta. 
file:///C:/Users/krhn/Downloads/Pass%20p%C3%A5%20spr%C3%A5ket%20ditt2019.
pdf 

Kirst, M. J. (2009). Social capital and beyond: a qualitative analysis of social contextual and 
structural influences on drug-use related health behaviors. Journal of Drug Issues, 
39(3), 653-676. https://doi.org/10.1177/002204260903900309.  

Klee, H. (1995). Drug misuse and suicide: assessing the impact of HIV. Aids Care, 7, S145-
155.  

Kleinman, A., & Hall-Clifford, R. (2009). Stigma: a social, cultural and moral process. In (Vol. 
63, pp. 418-419): BMJ Publishing Group Ltd. 

Klevan, T. G. (2017). The importance of helpful help in mental health crises: experiences, 
stories, and contexts–a qualitative exploration (Publication Number 14) [Doctoral 
thesis]. University of South-Eastern Norway. https://openarchive.usn.no/usn-
xmlui/handle/11250/2436527 

https://doi.org/10.1177/002204260903900309
https://openarchive.usn.no/usn-xmlui/handle/11250/2436527
https://openarchive.usn.no/usn-xmlui/handle/11250/2436527


Hanoa 68 “It’s like dancing with the Devil” 

Koester, S., Glanz, J., & Barón, A. (2005). Drug sharing among heroin networks: implications 
for HIV and hepatitis B and C prevention. AIDS and Behavior, 9(1), 27-39.  

Krumpal, I. (2013). Determinants of social desirability bias in sensitive surveys: a literature 
review. Quality & Quantity, 47(4), 2025-2047.  

Kvale, S. (1995). The social construction of validity. Qualitative inquiry, 1(1), 19-40.  
Kvale, S. (1997). The qualitative research interview [Det kvalitative forskningsintervjw]. ad 

Notam Gyldendal 
Kvale, S. (2006). Dominance through interviews and dialogues. Qualitative inquiry, 12(3), 

480-500.  
Kvale, S., & Brinkmann, S. (2009). Det kvalitative forskningsintervjew [The qualitative 

research interview]. (2. utg.). Gyldendal akademisk.  
Lalander, P. (2011). Hela världen är din – en bok om unga heroinister [The Whole World Is 

Yours – a book about young heroin addicts]. Studentlitteratur.  
Lalander, P. (2012). Det sociala och förkroppsligade missbruket [The social and embodied 

addiction]. In: C. Falhke [Ed.). Handbok i missbrukspsykologi – teori och tillämpning. 
p.207-215). [Handbook of Addiction Psychology – Theory and Application]. Liber AB.  

Lander, L., Howsare, J., & Byrne, M. (2013). The impact of substance use disorders on 
families and children: from theory to practice. Social work in public health, 28(3-4), 
194-205.  

Latkin, C. A., Mai, N. V. T., Ha, T. V., Sripaipan, T., Zelaya, C., Le Minh, N., Morales, G., & 
Go, V. F. (2016). Social desirability response bias and other factors that may 
influence self-reports of substance use and HIV risk behaviors: a qualitative study of 
drug users in Vietnam. AIDS Education and Prevention, 28(5), 417-425.  

Lavee, E., & Itzchakov, G. (2021). Good listening: A key element in establishing quality in 
qualitative research. Qualitative research. DOI: 14687941211039402.  

Lloyd, C. (2013). The stigmatization of problem drug users: A narrative literature review. 
Drugs: Education, Prevention and Policy, 20(2), 85-95.  

Lovell, A. M. (2002). Risking risk: the influence of types of capital and social networks on the 
injection practices of drug users. Social science & medicine, 55(5), 803-821.  

Luoma, J. B., Twohig, M. P., Waltz, T., Hayes, S. C., Roget, N., Padilla, M., & Fisher, G. 
(2007). An investigation of stigma in individuals receiving treatment for substance 
abuse. Addictive behaviors, 32(7), 1331-1346. 
https://doi.org/10.1016/j.addbeh.2006.09.008  

Lupton, D. (2005). Risk. Routledge.  
Madah-Amiri, D. (2017). Opioid overdoses and overdose prevention: the establishment of 

take-home naloxone in Norway [Doctoral thesis]. University of Oslo.  
Madah‐Amiri, D., Clausen, T., Myrmel, L., Brattebø, G., & Lobmaier, P. (2017). 

Circumstances surrounding non‐fatal opioid overdoses attended by ambulance 
services. Drug and alcohol review, 36(3), 288-294.  

Madah‐Amiri, D., Gjersing, L., & Clausen, T. (2019). Naloxone distribution and possession 
following a large‐scale naloxone programme. Addiction, 114(1), 92-100.  

Malins, P. (2017). Desiring assemblages: A case for desire over pleasure in critical drug 
studies. International Journal of Drug Policy, 49, 126-132.  

https://doi.org/10.1016/j.addbeh.2006.09.008


Hanoa 69 “It’s like dancing with the Devil” 

Malterud, K. (2001). Qualitative research: standards, challenges, and guidelines. The Lancet, 
358(9280), 483-488.  

Malterud, K. (2016). Theory and interpretation in qualitative studies from general practice: 
why and how? Scandinavian journal of public health, 44(2), 120-129.  

Martin, C. M., & Félix‐Bortolotti, M. (2014). Person‐centred health care: a critical assessment 
of current and emerging research approaches. Journal of Evaluation in Clinical 
Practice, 20(6), 1056-1064.  

Martin, F. S. (2010). Becoming vulnerable: Young women's accounts of initiation to injecting 
drug use. Addiction Research & Theory, 18(5), 511-527.  

Maruna, S., & Copes, H. (2005). What have we learned from five decades of neutralization 
research? Crime and justice, 32, 221-320.  

Mathers, B. M., Degenhardt, L., Bucello, C., Lemon, J., Wiessing, L., & Hickman, M. (2013). 
Mortality among people who inject drugs: a systematic review and meta-analysis. 
Bulletin of the World Health Organization, 91, 102-123. 
https://doi.org/10.2471/BLT.12.108282.  

Mayock, P. (2005). ‘Scripting risk’: Young people and the construction of drug journeys. 
Drugs: Education, Prevention and Policy, 12(5), 349-368.  

McAdams, D. P. (1995). Introductory commentary. Journal of Narrative and Life History, 5(3), 
207-211.  

McBride, A. J., Pates, R. M., Arnold, K., & Ball, N. (2001). Needle fixation, the drug user's 
perspective: A qualitative study. Addiction, 96(7), 1049-1058.  

McGovern, R., & McGovern, W. (2011). Voluntary risk-taking and heavy-end crack cocaine 
use: An edgework perspective. Health, risk & society, 13(5), 487-500.  

McGregor, C., Darke, S., Ali, R., & Christie, P. (1998). Experience of non‐fatal overdose 
among heroin users in Adelaide, Australia: circumstances and risk perceptions. 
Addiction, 93(5), 701-711.  

MacLean SJ, Riddell O, Herold MD, Frank V.A. (2022). Becoming a nitrous oxide user on 
social media: Learning to maximise pleasures and minimise harms. International 
Journal of Drug Policy.109:103861. https://doi:org./10.1016/j.drugpo.2022.103861 

Miller, P. G. (2005). Scapegoating, self-confidence and risk comparison: The functionality of 
risk neutralisation and lay epidemiology by injecting drug users. International Journal 
of Drug Policy, 16(4), 246-253.  

Miller, P. G. (2009). Safe using messages may not be enough to promote behaviour change 
amongst injecting drug users who are ambivalent or indifferent towards death. Harm 
Reduction Journal, 6(1), 18.  

Ministry of Health and Care Services (2011). Meld. St. 30 (2011-2012). Se meg! En helhetlig 
ruspolitikk [See me! A comprehensive alcohol, drug and drug policy]. 
[https://www.regjeringen.no/no/dokumenter/meld-st-30-20112012/id686014/ 

Monico, L. B., Ludwig, A., Lertch, E., Dionne, R., Fishman, M., Schwartz, R. P., & Mitchell, S. 
G. (2021). Opioid overdose experiences in a sample of US adolescents and young 
adults: a thematic analysis. Addiction, 116(4), 865-873.  

https://doi.org/10.2471/BLT.12.108282
https://doi:org./10.1016/j.drugpo.2022.103861
https://www.regjeringen.no/no/dokumenter/meld-st-30-20112012/id686014/


Hanoa 70 “It’s like dancing with the Devil” 

Moore, D. (2004). Governing street-based injecting drug users: A critique of heroin overdose 
prevention in Australia. Social science & medicine, 59(7), 1547-1557. 
https://doi.org/10.1016/j.socscimed.2004.01.029.  

Moore, D. (2008). Erasing pleasure from public discourse on illicit drugs: On the creation and 
reproduction of an absence. International Journal of Drug Policy, 19(5), 353-358. 
https://doi.org/10.1016/j.drugpo.2007.07.004.  

Moore, D., & Fraser, S. (2006). Putting at risk what we know: Reflecting on the drug-using 
subject in harm reduction and its political implications. Social science & medicine, 
62(12), 3035-3047.  

Moore, D., & Fraser, S. (2013). Producing the “problem” of addiction in drug treatment. 
Qualitative Health Research, 23(7), 916-923.  

Mueser, K. T., Yarnold, P. R., Rosenberg, S. D., Swett Jr, C., Miles, K. M., & Hill, D. (2000). 
Substance use disorder in hospitalized severely mentally ill psychiatric patients: 
prevalence, correlates, and subgroups. Schizophrenia bulletin, 26(1), 179-192.  

Muncan, B., Walters, S. M., Ezell, J., & Ompad, D. C. (2020). “They look at us like junkies”: 
influences of drug use stigma on the healthcare engagement of people who inject 
drugs in New York City. Harm Reduction Journal, 17(1), 1-9.  

Myhre, M. Ø., Astrup, H., & Walby, F. A. (2022). Selvmord med illegale rusmidler etter 
kontakt med spesialisthelsetjenester for psykisk helse og rus. [Suicide with illegal 
substances following contact with specialist mental health and substance use 
services]. Thematic report 2022. Nasjonalt senter for selvmordsforskning og -
forebygging [National Centre for Suicide Research and Prevention], University of 
Oslo. 

Neale, J. (2000). Suicidal intent in non‐fatal illicit drug overdose. Addiction, 95(1), 85-93.  
Neale, J., Allen, D., & Coombes, L. (2005). Qualitative research methods within the 

addictions. Addiction.  
NESH (2021). Forskningsetiske retningslinjer for samfunnsvitenskap, humaniora, jus og 

teologi [Research Ethics Guidelines for the Social Sciences, Humanities, Law, and 
Theology]. https://www.forskningsetikk.no/retningslinjer/hum-sam/forskningsetiske-
retningslinjer-for-samfunnsvitenskap-humaniora-juss-og-teologi/ 

Nesvåg, S., Salte, T., & Gundersen, S. (2019). Hvordan kan vi forstå den subjektive 
opplevelsen av risikoen for overdose? [How can we understand the subjective 
experience of the risk of overdose?]. Tidsskrift for psykisk helsearbeid, 16(01), 28-38.  

Nicholson, T., Higgins, W., Turner, P., James, S., Stickle, F., & Pruitt, T. (1994). The relation 
between meaning in life and the occurrence of drug abuse: A retrospective study. 
Psychology of Addictive Behaviors, 8(1), 24.  

Norwegian Directorate of Health [Helsedirektoratet] (2014). Nasjonal overdosestrategi 2014-
2017. "Ja visst kan du bli rusfri – men først må du overleve". [National Overdose 
Strategy 2014-2017. “Sure you can quit drugs – but first you have to survive”]. 
[https://www.regjeringen.no/contentassets/43121155483947d79316af20c68e6d7d/ov
erdosestrategi_230414.pdf  

https://doi.org/10.1016/j.socscimed.2004.01.029
https://doi.org/10.1016/j.drugpo.2007.07.004
https://www.forskningsetikk.no/retningslinjer/hum-sam/forskningsetiske-retningslinjer-for-samfunnsvitenskap-humaniora-juss-og-teologi/
https://www.forskningsetikk.no/retningslinjer/hum-sam/forskningsetiske-retningslinjer-for-samfunnsvitenskap-humaniora-juss-og-teologi/
https://www.regjeringen.no/contentassets/43121155483947d79316af20c68e6d7d/overdosestrategi_230414.pdf
https://www.regjeringen.no/contentassets/43121155483947d79316af20c68e6d7d/overdosestrategi_230414.pdf


Hanoa 71 “It’s like dancing with the Devil” 

Norwegian Directorate of Health [Helsedirektoratet] (2019). Nasjonal overdosestrategi 2019-
2022. "Ja visst kan du bli rusfri – men først må du overleve". [National Overdose 
Strategy 2019-2022. “Sure you can quit drugs – but first you have to survive”]. 

https://www.regjeringen.no/contentassets/405ff92c06e34a9e93e92149ad616806/20190320_
nasjonal_overdosestrategi_2019-2022.pdf  

Norwegian Directorate of Health [Helsedirektoratet] (2020). Statistikk og definisjon på 
overdose [Statistics and definition of overdose]. 
https://www.helsedirektoratet.no/faglige-rad/overdose-lokalt-forebyggende-
arbeid/statistikk-og-definisjon-pa-overdose 

Norwegian Institute of Public Health [Folkehelseinstituttet] (2020). Alkohol i Norge. Historisk 
oversikt over tjenestetilbudet på rusmiddelfeltet 1900–2021 [Alcohol in Norway. 
Historical overview of services in the field of substance use 1900-2021]. 
https://www.fhi.no/le/alkohol/alkoholinorge/alkohol-i-historien/historisk-oversikt-over-
tjenestetilbudet-pa-rusmiddelfeltet-19002018/?term= 

Norwegian Parliament [Stortinget] (2022). Stortingsmelding om forebyggings- og 
behandlingsreform på rusfeltet [Parliamentary Report on the Prevention and 
Treatment Reform on the Field of Substance Abuse]. 
https://www.regjeringen.no/no/aktuelt/stortingsmelding-om-forebyggings-og-
behandlingsreform-pa-rusfeltet/id2905279/ 

Nyström, M., & Dahlberg, K. (2001). Pre‐understanding and openness – a relationship 
without hope? Scandinavian Journal of Caring Sciences, 15(4), 339-346.  

O’Malley, P., & Valverde, M. (2004). Pleasure, freedom and drugs: The uses of ‘pleasure’ in 
liberal governance of drug and alcohol consumption. Sociology, 38(1), 25-42. 
https://doi.org/10.1177/0038038504039359.  

Ochoa, K. C., Hahn, J. A., Seal, K. H., & Moss, A. R. (2001). Overdosing among young 
injection drug users in San Francisco. Addictive Behaviors, 26(3), 453-460.  

Okoro, A. I. (2020). A Philosophical Appraisal of Kant's Categorical Imperative. IAR Journal 
of Humanities and Social Science, 1(3).  

Olsen, A., Banwell, C., Dance, P., & Maher, L. (2012). Positive health beliefs and behaviours 
in the midst of difficult lives: women who inject drugs. International Journal of Drug 
Policy, 23(4), 312-318.  

Olsen, H. (2020). Drug Policy and Harm Reduction: Dilemmas in Police Work, Addiction 
Treatment, and Needle Exchange Program [Narkotikapolitikk og skadereduksjon: 
Dilemmaer i politiarbeid, rusbehandling og sprøyterom]. [Doctoral thesis]. University 
of Oslo.  

Oslo Municipality (2023). Befolkning [Population] Retrieved 02.10.23 from 
https://www.oslo.kommune.no/statistikk/befolkning/#gref 

Oslo University Hospital (2022). Evalueringsprosjekt. Heroinassistert behandling [An 
evaluation project. Heroin-assisted treatment]. 
https://oslo-universitetssykehus.no/fag-og 
forskning/forskning/forskningsmiljoer/rusforsk/evalueringsprosjekt-heroinassistert-
behandling 

https://www.regjeringen.no/contentassets/405ff92c06e34a9e93e92149ad616806/20190320_nasjonal_overdosestrategi_2019-2022.pdf
https://www.regjeringen.no/contentassets/405ff92c06e34a9e93e92149ad616806/20190320_nasjonal_overdosestrategi_2019-2022.pdf
https://www.helsedirektoratet.no/faglige-rad/overdose-lokalt-forebyggende-arbeid/statistikk-og-definisjon-pa-overdose
https://www.helsedirektoratet.no/faglige-rad/overdose-lokalt-forebyggende-arbeid/statistikk-og-definisjon-pa-overdose
https://www.fhi.no/le/alkohol/alkoholinorge/alkohol-i-historien/historisk-oversikt-over-tjenestetilbudet-pa-rusmiddelfeltet-19002018/?term
https://www.fhi.no/le/alkohol/alkoholinorge/alkohol-i-historien/historisk-oversikt-over-tjenestetilbudet-pa-rusmiddelfeltet-19002018/?term
https://www.regjeringen.no/no/aktuelt/stortingsmelding-om-forebyggings-og-behandlingsreform-pa-rusfeltet/id2905279/
https://www.regjeringen.no/no/aktuelt/stortingsmelding-om-forebyggings-og-behandlingsreform-pa-rusfeltet/id2905279/
https://doi.org/10.1177/0038038504039359
https://www.oslo.kommune.no/statistikk/befolkning/#gref
https://oslo-universitetssykehus.no/fag-og%20forskning/forskning/forskningsmiljoer/rusforsk/evalueringsprosjekt-heroinassistert-behandling
https://oslo-universitetssykehus.no/fag-og%20forskning/forskning/forskningsmiljoer/rusforsk/evalueringsprosjekt-heroinassistert-behandling
https://oslo-universitetssykehus.no/fag-og%20forskning/forskning/forskningsmiljoer/rusforsk/evalueringsprosjekt-heroinassistert-behandling


Hanoa 72 “It’s like dancing with the Devil” 

Papamihali, K., Yoon, M., Graham, B., Karamouzian, M., Slaunwhite, A. K., Tsang, V., 
Young, S., & Buxton, J. A. (2020). Convenience and comfort: reasons reported for 
using drugs alone among clients of harm reduction sites in British Columbia, Canada. 
Harm Reduction Journal, 17(1), 1-11. https://doi.org/0.1186/s12954-020-00436-6.  

Paquette, C. E., Syvertsen, J. L., & Pollini, R. A. (2018). Stigma at every turn: Health 
services experiences among people who inject drugs. International Journal of Drug 
Policy, 57, 104-110.  

Pates, R., Arnold, K., & McBride, A. (2009). The identification of needle fixation: The 
development of the NEFPRO, a clinical screening tool. Journal of Substance Use, 
14(5), 306-311.  

Pates, R. M., McBride, A. J., Ball, N., & Arnold, K. (2001). Towards a holistic understanding 
of injecting drug use: An overview of needle fixation. Addiction Research & Theory, 
9(1), 3-17.  

Perera, K. (2020). The interview as an opportunity for participant reflexivity. Qualitative 
Research, 20(2), 143-159.  

Peretti-Watel, P., & Moatti, J.-P. (2006). Understanding risk behaviours: How the sociology of 
deviance may contribute? The case of drug-taking. Social science & medicine, 63(3), 
675-679.  

Pollini, R. A., McCall, L., Mehta, S. H., Vlahov, D., & Strathdee, S. A. (2006). Non-fatal 
overdose and subsequent drug treatment among injection drug users. Drug and 
Alcohol Dependence, 83(2), 104-110.  

Powell, J. (1995). Conditioned responses to drug‐related stimuli: is context crucial. Addiction, 
90(8), 1089-1095.  

Prindsen Reception Center (2021). Annual report 2020 [Årsrapport 2020]. Drug Consumtion 
Room and Need Exchange Program (2021). [Brukerromet og smittevern -Prindsen 
mottakssenter] Oslo: Agency for Social and Welfare Services. 

Range, L. M., MacIntyre, D. I., Rutherford, D., Billie, S., Payne, B., Knott, E., Brown, M., & 
Foster, C. L. (1997). Suicide in special populations and circumstances: A review. 
Aggression and Violent Behavior, 2(1), 53-63.  

Rhodes, T. (1997). Risk theory in epidemic times: sex, drugs and the social organisation of 
‘risk behaviour’. Sociology of Health & Illness, 19(2), 208-227.  

Rhodes, T. (2002). The ‘risk environment’: a framework for understanding and reducing drug-
related harm. International Journal of Drug Policy, 13(2), 85-94. 
https://doi.org/10.1016/S0955-3959(02)00007-5.  

Rhodes T. (2009). Risk environments and drug harms: a social science for harm reduction 
approach. International Journal of Drug Policy. 2009;20(3):193–201. DOI: 
10.1016/j.drugpo.2008.10.003.  

Rhodes, T., Barnard, M., Fountain, J., Hariga, F., Avilés, N. R., Vicente, J., Weber, U., 
Greenwood, G., & Robertson, K. (2001). Injecting drug use, risk behaviour and 
qualitative research in the time of AIDS. Office for Official Publications of the 
European Communities EMCDDA.  

https://doi.org/0.1186/s12954-020-00436-6
https://doi.org/10.1016/S0955-3959(02)00007-5


Hanoa 73 “It’s like dancing with the Devil” 

Rhodes, T., Bivol, S., Scutelniciuc, O., Hunt, N., Bernays, S., & Busza, J. (2011). Narrating 
the social relations of initiating injecting drug use: transitions in self and society. 
International Journal of Drug Policy, 22(6), 445-454.  

Rhodes, T., Davis, M., & Judd, A. (2004). Hepatitis C and its risk management among drug 
injectors in London: renewing harm reduction in the context of uncertainty. Addiction, 
99(5), 621-633. https://doi.org/10.1111/j.1360-0443.2004.00692.x.  

Rhodes, T., & Hedrich, D. (2010). Harm Reduction: Evidence, Impacts, and Challenges.  
Rhodes, T., Singer, M., Bourgois, P., Friedman, S. R., & Strathdee, S. A. (2005). The social 

structural production of HIV risk among injecting drug users. Social science & 
medicine, 61(5), 1026-1044.  

Rhodes, T., Watts, L., Davies, S., Martin, A., Smith, J., Clark, D., Craine, N., & Lyons, M. 
(2007). Risk, shame and the public injector: a qualitative study of drug injecting in 
South Wales. Social science & medicine, 65(3), 572-585. 
https://doi.org/10.1016/J.SOCSCIMED.2007.03.033.  

Richer, I., Bertrand, K., Vandermeerschen, J., & Roy, E. (2013). A prospective cohort study 
of non‐fatal accidental overdose among street youth: The link with suicidal ideation. 
Drug and alcohol review, 32(4), 398-404.  

Richert, T. (2014). Överdoser, försörjningsstrategier och riskhantering: livsvillkor för personer 
som injicerar narkotika [Overdoses, prevention strategies, and risk management: 
living conditions for people who inject drugs]. [Doctoral thesis]. (Publication Number 
2014:5.). Malmö University. https://muep.mau.se/handle/2043/17489 

Richert, T., & Svensson, B. (2008). Gambling with life–injection drug use, risk taking and 
overdoses. Nordic Studies on Alcohol and Drugs, 25(5), 6-6.  

Rivera, A. V., DeCuir, J., Crawford, N. D., Amesty, S., & Lewis, C. F. (2014). Internalized 
stigma and sterile syringe use among people who inject drugs in New York City, 
2010–2012. Drug and Alcohol Dependence, 144, 259-264. 
https://doi.org/10.1016/j.drugalcdep.2014.09.778.  

Rossow, I., & Lauritzen, G. (1999). Balancing on the edge of death: suicide attempts and life‐
threatening overdoses among drug addicts. Addiction, 94(2), 209-219.  

Roy, É., Nonn, É., & Haley, N. (2008). Transition to injection drug use among street youth — 
A qualitative analysis. Drug and Alcohol Dependence, 94(1-3), 19-29.  

Sandberg, S. (2009). A Narrative Search for Respect. Deviant Behavior, 30(6), 487-510. 
https://doi.org/10.1080/01639620802296394  

Sandberg, S., & Pedersen, W. (2006/2009). Street Capital [Gatekapital]. Universitetsforlaget. 
Sandøy, T. A. (2022). Alternative sanctions for young drug offenders: From punishment to 

help? [Doctoral thesis]. University of Oslo. 
Sherman, S. G., Smith, L., Laney, G., & Strathdee, S. A. (2002). Social influences on the 

transition to injection drug use among young heroin sniffers: a qualitative analysis. 
International Journal of Drug Policy, 13(2), 113-120.  

Silverman, D. (2014). Interpreting qualitative data, (5th ed.). Sage Publications.  
Simmonds, L., & Coomber, R. (2009). Injecting drug users: a stigmatised and stigmatising 

population. International Journal of Drug Policy, 20(2), 121-130. 
https://doi.org/10.1016/j.drugpo.2007.09.002.  

https://doi.org/10.1111/j.1360-0443.2004.00692.x
https://doi.org/10.1016/J.SOCSCIMED.2007.03.033
https://muep.mau.se/handle/2043/17489
https://doi.org/10.1016/j.drugalcdep.2014.09.778
https://doi.org/10.1080/01639620802296394
https://doi.org/10.1016/j.drugpo.2007.09.002


Hanoa 74 “It’s like dancing with the Devil” 

Skretting, A. (2014). Governmental conceptions of the drug problem: A review of Norwegian 
governmental papers 1965-2012. Nordic Studies on Alcohol and Drugs, 31(5-6), 569-
584.  

Small, W., Fast, D., Krusi, A., Wood, E., & Kerr, T. (2009). Social influences upon injection 
initiation among street-involved youth in Vancouver, Canada: a qualitative study. 
Substance abuse treatment, prevention, and policy, 4(1), 8. 
https://doi.org/10.1186/1747-597X-4-8.  

Small, W., Moore, D., Shoveller, J., Wood, E., & Kerr, T. (2012). Perceptions of risk and 
safety within injection settings: Injection drug users' reasons for attending a 
supervised injecting facility in Vancouver, Canada. Health, Risk & Society, 14(4), 307-
324. https://doi.org/10.1186/1747-597X-4-8.  

Statistics Norway (2023) Befolkning [Population]. Retrieved 10.08.23 from 
https://www.ssb.no/en/befolkning/folketall/statistikk/befolkning 

Stillwell, G., Hunt, N., Taylor, C., & Griffiths, P. (1999). The modelling of injecting behaviour 
and initiation into injecting. Addiction Research, 7(5), 447-459.  

Svartdal, F. (2009). Beskrivende og kvalitative forskningsmetoder. I Psykologiens 
forskningsmetoder (Vol. 3).  

Svensson, B. (2007). Pundare, jonkare och andra: med narkotikan som följeslagare [Junkies, 
users, and others: with drugs as companions]. Carlsson Bokförlag.  

Sykes, G. M., & Matza, D. (1957). Techniques of neutralization: A theory of delinquency. 
American sociological review, 22(6), 664-670.  

Sælør, K. T., Ness, O., & Semb, R. (2015). Taking the plunge: Service users´ experiences of 
hope within the mental health and substance use services. Scandinavian 
Psychologist, 2(e9). doi: http://dx.doi.org/10.15714/scandpsychol.2.e9 

Thagaard, T. (2013). Systematikk og innlevelse: en innføring i kvalitative metoder (5.utg) 
ed.). Fagbokforlaget.  

The Association Against Drugs [Forbundet mot rusgift] (2007). Feltpleien i Oslo: helse-sosial 
i integrert omsorg. [Low-threshold health care in Oslo. Health- and social integrated 
care] https://www.fmr.no/feltpleien-i-oslo-helse-sosial-i-integrert-omsorg.62677-
7722.html 

The Ministry of Justice and Public Security (2019). The Norwegian penal Code, § 231 & § 
232. Drug legislation. https://www.regjeringen.no/no/tema/helse-og-omsorg/psykisk-
helse/innsikt/forebygginglovgivning/id449058/?expand=factbox2536324 

Thornton, J. (2021). The Global Drug Policy Index: tracking national drug policies. Lancet 
(London, England), 398(10313), 1788-1789.  

Titchen, A., Cardiff, S., & Biong, S. (2017). The Knowing and Being of Person-centred 
Research Practice across Worldviews: An Epistemiological and Ontological 
Framework. In B. McCormack, S. van Dulmen, H. Eide, K. Skovdahl, & T. Eide (Eds.), 
Person-centred Healthcare Research (p. 31-50). Wiley Blackwell.  

Tjora, A. (2017). Kvalitative forskningsmetoder i praksis [Qualitative research methods in 
practice]. 3. utg. Gyldendal Norsk Forlag.  

https://doi.org/10.1186/1747-597X-4-8
https://doi.org/10.1186/1747-597X-4-8
https://www.ssb.no/en/befolkning/folketall/statistikk/befolkning
http://dx.doi.org/10.15714/scandpsychol.2.e9
https://www.fmr.no/feltpleien-i-oslo-helse-sosial-i-integrert-omsorg.62677-7722.html
https://www.fmr.no/feltpleien-i-oslo-helse-sosial-i-integrert-omsorg.62677-7722.html
https://www.regjeringen.no/no/tema/helse-og-omsorg/psykisk-helse/innsikt/forebygginglovgivning/id449058/?expand=factbox2536324
https://www.regjeringen.no/no/tema/helse-og-omsorg/psykisk-helse/innsikt/forebygginglovgivning/id449058/?expand=factbox2536324


Hanoa 75 “It’s like dancing with the Devil” 

Trang, N. T., Jauffret-Roustide, M., Giang, L. M., & Visier, L. (2022). “I’m not like others”: 
stigma navigation by people who inject drugs in Vietnam. Drugs: Education, 
Prevention and Policy, 29(1), 85-94.  

Tsang, V., Papamihali, K., Crabtree, A., & Buxton, J. (2019). Acceptability of technological 
solutions for overdose monitoring: perspectives of people who use drugs. Substance 
abuse, 1-10. https://doi.org/10.1080/08897077.2019.1680479.  

UNODC (2019). World drug report 2019. United Nations Office on Drugs and Crime. 
https://wdr.unodc.org/wdr2019/prelaunch/WDR19_Booklet_1_EXECUTIVE_SUMMA
RY.pdf.  

UNODC (2021). World drug report 2021. United Nations Office on Drugs and Crime. 
https://www.unodc.org/res/wdr2021/field/WDR21_Booklet_1.pdf  

UNODC (2022). World Drug Report 2022. United Nations Office on Drugs and Crime. 
https://www.unodc.org/unodc/data-and-analysis/world-drug-report-2022.html 

Van Ameijden, E., & Coutinho, R. (2001). Large decline in injecting drug use in Amsterdam, 
1986–1998: explanatory mechanisms and determinants of injecting transitions. 
Journal of Epidemiology & Community Health, 55(5), 356-363.  

Van den Brink, W., & Haasen, C. (2006). Evidence-based treatment of opioid-dependent 
patients. The Canadian Journal of Psychiatry, 51(10), 635-646.  

van Dulmen, S., McCormack, B., Eide, T., Skovdahl, K., & Eide, H. (2017). Future Directions 
for Person-Centred Healthcare Research. In B. McCormack, S. van Dulmen, H. Eide, 
K. Skovdahl, & T. Eide (Eds.), Person-Centred Healthcare Research (pp. 209-218). 
Wiley Blackwell.  

Vlahov, D., Junge, B., Brookmeyer, R., Cohn, S., Riley, E., Armenian, H., & Beilenson, P. 
(1997). Reductions in high-risk drug use behaviors among participants in the 
Baltimore needle exchange program. JAIDS Journal of Acquired Immune Deficiency 
Syndromes, 16(5), 400-406.  

Walby, F. A., Myhre, M. Ø., & Kildahl, A. T. (2020). Selvmord under og etter kontakt med 
tverrfaglig spesialisert rusbehandling 2009 til 2017. En nasjonal registerstudie 
[Suicide during and after contact with interdisciplinary specialized substance abuse 
treatment 2009 to 2017: A national registry study]. National Surveillance System for 
Suicide in Mental Health and Interdisciplinary Specialized Substance Abuse 
Treatment at the National Center for Suicide Research and Prevention, University of 
Oslo. www.uio.no/kartleggingssystemet 

Watters, J. K., & Biernacki, P. (1989). Targeted sampling: Options for the study of hidden 
populations. Social Problems, 36(4), 416-430.  

Winiker, A. K., Tobin, K. E., Gicquelais, R. E., Owczarzak, J., & Latkin, C. (2020). “When 
You're Getting High… You Just Don't Want to Be around Anybody.” A Qualitative 
Exploration of Reasons for Injecting Alone: Perspectives from Young People Who 
Inject Drugs. Substance Use & Misuse, 55(13), 2079-2086. 
https://doi.org/10.1080/10826084.2020.1790008.  

Witteveen, E., Van Ameijden, E. J., & Schippers, G. M. (2006). Motives for and against 
injecting drug use among young adults in Amsterdam: qualitative findings and 
considerations for disease prevention. Substance Use & Misuse, 41(6-7), 1001-1016.  

https://doi.org/10.1080/08897077.2019.1680479
https://wdr.unodc.org/wdr2019/prelaunch/WDR19_Booklet_1_EXECUTIVE_SUMMARY.pdf
https://wdr.unodc.org/wdr2019/prelaunch/WDR19_Booklet_1_EXECUTIVE_SUMMARY.pdf
https://www.unodc.org/res/wdr2021/field/WDR21_Booklet_1.pdf
https://www.unodc.org/unodc/data-and-analysis/world-drug-report-2022.html
http://www.uio.no/kartleggingssystemet
https://doi.org/10.1080/10826084.2020.1790008


Hanoa 76 “It’s like dancing with the Devil” 

Wolgemuth, J. R., Erdil-Moody, Z., Opsal, T., Cross, J. E., Kaanta, T., Dickmann, E. M., & 
Colomer, S. (2015). Participants’ experiences of the qualitative interview: Considering 
the importance of research paradigms. Qualitative research, 15(3), 351-372.  

Zajdow, G. (2010). ‘It blasted me into space’: Intoxication and an ethics of pleasure. Health 
sociology review, 19(2), 218-229. https://doi.org/10.5172/hesr.2010.19.2.218.  

Zinberg, N. E. (1984). Drug, set, and setting: The basis for controlled intoxicant use. Yale 
University Press New Haven. 

Ådnanes, M., Kaspersen, S. L., Hjort, H., & Ose, S. O. (2008). Lavterskel helsetiltak for 
rusmiddelavhengige: Skadereduserende bindeledd mellom bruker og øvrig 
hjelpeapparat [Low-threshold healthcare services for substance users: Harm-
reduction link between the user and other support systems]. SINTEF helse.  

 

 

 

 

 

 

 

 

 

 

 

 

 

https://doi.org/10.5172/hesr.2010.19.2.218


Hanoa 77 “It’s like dancing with the Devil” 

Article 1 
Hanoa, K., Bilgrei, O. R., Buvik, K., & Gjersing, L. (2021). “Hooked on the needle”: Exploring 
the paradoxical attractions towards injecting drug use. Drugs: Education, Prevention and 
Policy, 1-8. DOI: 10.1080/09687637.2021.1955829 

  



Hanoa 78 “It’s like dancing with the Devil” 

  



Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=idep20

Drugs: Education, Prevention and Policy

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/idep20

“Hooked on the needle”: Exploring the paradoxical
attractions towards injecting drug use

Kristin Hanoa, Ola Røed Bilgrei, Kristin Buvik & Linn Gjersing

To cite this article: Kristin Hanoa, Ola Røed Bilgrei, Kristin Buvik & Linn Gjersing (2022)
“Hooked on the needle”: Exploring the paradoxical attractions towards injecting drug use,
Drugs: Education, Prevention and Policy, 29:6, 667-674, DOI: 10.1080/09687637.2021.1955829

To link to this article:  https://doi.org/10.1080/09687637.2021.1955829

© 2021 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.

Published online: 17 Aug 2021.

Submit your article to this journal 

Article views: 2560

View related articles 

View Crossmark data

Citing articles: 1 View citing articles 

https://www.tandfonline.com/action/journalInformation?journalCode=idep20
https://www.tandfonline.com/loi/idep20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/09687637.2021.1955829
https://doi.org/10.1080/09687637.2021.1955829
https://www.tandfonline.com/action/authorSubmission?journalCode=idep20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=idep20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/09687637.2021.1955829
https://www.tandfonline.com/doi/mlt/10.1080/09687637.2021.1955829
http://crossmark.crossref.org/dialog/?doi=10.1080/09687637.2021.1955829&domain=pdf&date_stamp=17 Aug 2021
http://crossmark.crossref.org/dialog/?doi=10.1080/09687637.2021.1955829&domain=pdf&date_stamp=17 Aug 2021
https://www.tandfonline.com/doi/citedby/10.1080/09687637.2021.1955829#tabModule
https://www.tandfonline.com/doi/citedby/10.1080/09687637.2021.1955829#tabModule


“Hooked on the needle”: Exploring the paradoxical attractions towards injecting
drug use
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ABSTRACT
Injecting drug use is one of the leading risk factors for infections and drug-related deaths. Despite
these risks, many people who inject drugs (PWID) continue to inject despite access to alternative intake
methods. In this study, we explore this seemingly paradoxical attraction. We conducted 80 qualitative
interviews with PWID, recruited from low threshold settings in five Norwegian cities, where we focus
on the process of injection initiation and why PWID maintain such behaviour over time, despite associ-
ated negative consequences. The analysis shows how participants’ experiences evolved from a fear of
the needle, to embracing it as a meaningful practice. First, this involved social interaction and learning
from other PWID, second, appreciating the intensity and speed of the intoxication, third, the positive
ritual aspect of injecting, and finally, a devaluation of other modes of use. The study thereby helps
expand upon and provide new understandings of the interactional process and cultural context of
drug use, in which the interplay of social factors influences individual actions and promotes injecting
over other modes of use. Future interventions for reducing the number of PWID thus need to consider
how various social contexts impinge on, or even encourage, injecting drug use.
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Introduction

Injecting drug use is one of the leading risk factors for
blood-borne infections, such as HIV and hepatitis C, and
drug-related deaths (Degenhardt et al., 2011; Mathers et al.,
2013). Despite these elevated risks, injection is still the pre-
ferred mode of use among many opioid and stimulant users
(Degenhardt et al., 2017; EMCDDA, 2020), with an estimate of
11.3 million injecting drug users worldwide (UNODC., 2020).
While epidemiological studies have provided a valuable over-
view of the practice and of the degree of associated risks
(Rhodes et al., 2001), a growing body of qualitative literature
shows that injecting drug use involves distinct meanings,
shaped by social and structural factors (Guise et al., 2017).
These perspectives offer an in-depth exploration of how
injection initiation is experienced, the meanings and identi-
ties it can bring, and how initiation is shaped by contextual
factors (Neale et al., 2005). Such perspectives also highlight
the ‘normalization’ of drug injecting within particular social
networks (Rhodes et al., 2011; Roy et al., 2008), which, over
time, lead to new social roles and identities bound to inject-
ing (Fitzgerald et al., 1999). These mechanisms may help
explain the limited effectiveness of interventions that aim to
prevent injecting drug use (Werb et al., 2013).

In addition to health risks, injecting drug use is also asso-
ciated with an increased risk of abscesses and skin infections

due to contaminated needles and incorrect injection routines
(Phillips et al., 2012). Injecting drugs is also associated with a
high degree of stigma which may contribute to economic
and social problems, such as less access to employment,
social exclusion and psychological problems (Lloyd, 2013;
Simmonds & Coomber, 2009). Despite these well-known risks,
the practice of injecting drug use may however be sustained
by subjective logic that rationalizes risky behaviour (Mayock,
2005), by which PWID see injection as an acceptable, and
even desirable, route of administration (Harocopos et
al., 2009).

Following such a perspective, drug injecting also involves
a certain level of autonomy, by which actors are attracted to
such scenes by a desire for excitement, independence and
belonging (Fast et al., 2009). As such, the individual trajecto-
ries towards injecting drug use unfold alongside dynamic
and changing perceptions of risks that are relational and
socially contingent (Mayock, 2005). These insights have led to
an increasing focus on ecological approaches that seek to
understand the ways in which structures, social processes
and physical environments of drug scenes contribute to
shaping risk among drug-using populations (Fast et al., 2009;
Rhodes, 2002; Strathdee et al., 1997).

As Rhodes and colleagues (2011) argue, there is a large
body of epidemiological research emphasizing individual-
level factors in explaining initiation to injecting drug use,
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such as childhood and educational experience, early initiation
to non-injecting drug use, and risk perceptions and practices.
Without undermining the value of such epidemiological per-
spectives, they tend to highlight the importance of context,
in which initiation to injecting drug use is also a process
bound to social interactions (Rhodes et al., 2011). As such,
the importance of peers and social networks is accentuated
(Harocopos et al., 2009; Roy et al., 2008; Small et al., 2009),
where the transition to injecting drug use involves a combin-
ation of social exposure, social influence and social learning
(Sherman et al., 2002; Stillwell et al., 1999; Witteveen et al.,
2006). These perspectives highlight how the paradoxical
attractions towards injecting drug use are embedded within
drug-using milieus, resulting from a social process enabled
and constrained by socio-structural factors, in which the
meanings associated with injections evolve through inter-
action (Guise et al., 2017). This invites further discussion of
social interactionist theory and how it may inform an analysis
of such drug-using behaviour.

A social interactionist perspective on injecting drug use

The concept of social interactionism places emphasis on the
socially situated nature of individual action, and strives to
describe the meanings and practices that persons produce
when they do things together (Denzin, 1992). In his seminal
conceptualization, Blumer (1969) argues that people act
towards things on the basis of the meanings they apply to
them. Importantly, such meanings are not ready-made, but
rather derived from social interaction, in which actors modify
and develop such meanings through an interpretive process
(Blumer, 1969, p. 2). In its crudest form, the analytical focus
of social interactionism is therefore to explore the processes
by which individual behaviour is shaped through socialization
(Battjes, 1984).

Following such a perspective, drug use may be viewed as
a social behaviour that involves interactions such as buying
and selling drugs, needles and paraphernalia, sharing injec-
tion equipment and using in places where other PWID gather
(Kumar et al., 2016). This social context may thus influence
and alter the perspectives of those involved, in which PWID
learn important norms and rules, as well as acquire know-
ledge, which may be technical and practical, but also more
emotionally anchored or embodied (Lalander, 2012; Richert,
2015). The initiation of the self into drug use is therefore a
process derived from social interactions occurring in specific
contexts (Rhodes et al., 2011). The identity transition associ-
ated with injecting drugs thus involves a process of becom-
ing and constitutes a transition to a new symbolic identity
(J€arvinen & Ravn, 2011; Martin, 2010). The perspective of
social interactionism thereby seeks to understand the social
meanings, experiences and contexts of risk behaviour
(Rhodes et al., 2001), and highlight the social environments
and complex social negotiations that promote injecting drug
use (Guise et al., 2017; Mayock, 2005; Sherman et al., 2002).

In this study, we employ such a social interactionist per-
spective and explore the narratives of a large group of PWID
in Norway – a country in Europe with a relatively high and

stable drug-induced death rate. In 2020 the rate was 6,1 per
100 000 inhabitants (EMCDDA, 2020; Gjersing, 2020). Our aim
is to explore the various attractions towards injecting drug
use, and how such practices are rationalized and sustained
over time, despite the associated negative consequences.
This study thereby provides not only insight in the complex
trajectories towards injecting drug use, but also the various
ways in which such behaviour is embedded with meaning
and how it may help understand the seemingly paradoxical
attractions towards injecting drug use. The intention of the
paper is therefore not to explore the risks related to injecting
drug use, but rather to understand the participant’s experien-
ces of injecting. This knowledge should help inform future
harm reduction interventions targeting PWID.

Methods

The study draws on qualitative interviews with 80 PWID,
recruited from low-threshold services in five Norwegian cities.
Interviewees were on average 45 years old (range 23–63) and
77% were males; the sample reflects the overall population
of people who inject drugs in Norway (Gjersing & Bretteville-
Jensen, 2018). Majority of interviewees injected drugs on a
daily basis. A total of 71% of the sample used multiple sub-
stances (mainly combinations of heroin, amphetamines and
benzodiazepines), 19% mainly used amphetamines, and her-
oin was the main drug of choice for 10%.

Voluntary interviews were conducted during October 2019
and interviewees were recruited at low-threshold services
such as health and social services, needle exchange pro-
grammes, homeless shelters, emergency food assistance pro-
grammes and drug consumption rooms. The services
received information about the project in advance and
informed PWID in order to motivate participation. Whilst
most of the interviewees were recruited by service staff
when researchers were present, some interviewees were
recruited through snowball sampling or by the researchers
themselves. Three researchers (first, second and third author)
and two trained research assistants conducted the interviews.
In order to create an atmosphere where the interviewees
could talk freely and undisturbed, interviews were conducted
in private spaces.

Qualitative research interviews were chosen in order to
understand the lived experiences of PWID themselves. The
interviews were semi-structured and open-ended, and we
used an interview guide in order to ensure that key topics
were covered. This guide included questions about topics
such as thoughts on injections before injection initiation,
positive and negative experiences with injecting drug use as
well as experiences with other intake methods. The inter-
views lasted between 25–60min, with an average of 45min.
Prior to gaining informed consent, we assessed individuals’
level of intoxication, including their potential to provide
informed consent and participate. We terminated two inter-
views, however, because we deemed it would be inappropri-
ate and unethical to proceed, given the participants’ heavy
intoxication or poor mental health.
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The interviews were recorded and transcribed verbatim.
The analytic software tool HyperRESEARCH was used to sys-
tematically code the data. In total, 25% of the interviews
were coded by two researchers to ensure sound interpret-
ation and shared understanding of the data. Transcripts from
the interviews were thematically coded and included a broad
range of codes, such as reflections and narratives on injection
initiation, risk and risk-prevention strategies and perceptions
on injecting drug use, as well as other modes of use. Topics
that emerged from the fine reading of the interviews were
supplemented to the code list, finally consisting of 34 codes
in total. As the topic of interest in the current study involved
an investigation of the possible attractions towards injecting
drug use, we focused the further analysis on the stories that
were relevant to understand their prolonged careers as
PWID, such as memories of their first injections, positive and
negative drug effects, as well as detailed descriptions and
how they prepared and injected drugs. All quotes in the rele-
vant codes were then reanalysed, and helped identify com-
mon themes that led to the classification into the four main
categories presented in the results: social interaction and
learning from other PWID, appreciating the intensity and
speed of the intoxication, the positive ritual aspects of inject-
ing, and devaluation of other modes of use.

The project was approved by the Regional Committee for
Medical and Health Research Ethics in Norway (REK). All inter-
viewees were reimbursed NOK 200 (approximately 20 e) for
their time, any identifiable information has been anonymized
and the interviewees are referred to by pseudonyms.

Results

The analyses revealed a process in which participants evolved
from being afraid of injecting drug use, to embracing it as
their preferred mode of use. This process involved social
interaction with more experienced peers and transfer of
knowledge, an acquired appreciation of the rapid and intense
sensation following drug injection, development of positive
rituals involved in the injecting behaviour, as well as negative
experiences or perceptions with other modes of use. The
analysis thereby highlights the paradoxical attractions associ-
ated with injecting drug use and why PWID sustain such
behaviour over time, despite the associated negative
consequences.

Social interaction and learning from other PWID

Most interviewees described having had negative attitudes
towards injecting drug use prior to their first injection. They
associated it with uncleanliness, diseases and overdoses, and
perceived that injections could lead to greater addiction and
make it increasingly difficult to quit. Several also spoke of a
fear of needles. In these narratives, they expressed deep con-
cerns about injecting, about the breaking of barriers required
to transition to injecting, and described it as a practice they
would never initiate. Karl explained:

I was afraid of everything that could go wrong. To push
something in and maybe get acute blood poisoning – in a flash

you’re so ill that you can’t account for yourself. I was afraid to
do it.

Despite their initial fears, the interviewees spent time in
social milieus where injecting drug use was widespread.
Drugs were prepared, injected and the effects were observed,
communicated and vividly described among their peers. Over
time, by observing and interacting with other people using
drugs, the interviewees described how they successively
learned technical as well as practical skills for injecting. Kari,
who used multiple substances, spoke of an initial fear of nee-
dles. Yet, by watching her friend inject, she described how
she acquired practical knowledge – a process that helped
diminish her fears:

I actually had a fear of needles. Everyone said “you, who had a
fear of needles, ended up as an injecting drug addict!” But it’s
different when you do it yourself. I kept a close eye on what my
friend did, how he prepped it and stuff, and what he did when
he was shooting. So, I sat alone, and there was no trouble, just
boom and I made it on the first try.

In Kari’s account, the informal process, in which she
observed peers who injected, was an effective way of learn-
ing the necessary techniques to control her fears. As such,
her everyday interactions among PWID facilitated a social
platform for learning, in which the practical knowledge asso-
ciated with injections was passed on. Others spoke of a simi-
lar process, and Asbjørn, who injected amphetamines on a
daily basis, described how injecting was the norm within
their social environment with drug-using peers:

I was one of the boys and had joined the gang. It was a bit like,
if you were going to use drugs, you had to inject it. You were
told, that’s the way to do it. There was only one way.

Asbjørn’s quote illustrates how injections were taken for
granted within the drug scenes. Karl expressed it similarly
and recounted the stories he was told when he initially
entered the milieu: ‘Well, it was the typical story, you know,
that you get a kick out of it and that it’s a lot stronger’. As
such, the shared valuation of the effects was vividly
described as well as explicitly recommended by peers.
Similarly, Stig was told that: ‘You have to try this!’ Thus,
norms of use and shared knowledge about the drugs’ effects
were communicated within the participants’ environments. In
this way, injecting drug use was normalized and can be
described as habituated within the users’ social relations.

As well as verbal communication from drug using peers
who explicitly expressed the benefits of injecting, the inter-
viewees also described a more emotional and embodied
communication stemming from the observable effects of
injections. By spending time in an environment where inject-
ing drug use was widespread, they grew curious about the
effects. Mona explained: ‘Everyone told me how good it was,
and I had seen others shoot. It looked like they felt good.’

Although the effects of injecting had been observed and
described to them by other PWID, the effect was not immedi-
ately apparent. As such, the interviewees said that they
needed to learn how to interpret the effects in order to value
and experience them in ‘the right way’. Mathias recounted
that he was disappointed after his first injection. However,
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after spending time with PWID, he described how he learned
to recognize and enjoy the effects:

I had expectations that something great would happen, that I
would get very high. I just didn’t quite understand it. But I did
eventually, though.

Mathias’s story exemplifies the importance of expectations
in the PWID’s initiations to injecting. Their observations and
daily encounters with peers created a basis for anticipation,
in which the effects of injecting were presented as pleasur-
able. However, this also involved learning how to interpret
the effects and how to value injections as opposed to other
modes of drug use.

The narratives presented among the interviewees indicate
how their perceptions of injecting drug use evolved through
social interaction. From deep concerns about the possible
negative effects, they successively learned how to value
injecting as pleasurable. These benefits were learned by inter-
action and illustrate the users’ socialization into a culture of
drug use where drug injections were the preferred method
of use. As such, their stories highlight the importance of the
social context of drug use, and how it may influence and
alter the perspectives of those involved.

The rapid and intense sensations of the high

The stories presented by the interviewees were not only
related to the social contexts of drug use, but also high-
lighted the importance of the pleasurable effects stemming
from injections. Oscar had injected drugs since his early teens
and described the beneficial sensations of injecting: ‘It’s noth-
ing positive besides the high – it’s just so damn good. That’s
why I am unable to stop.’ As such, the stories of the immedi-
ate and intense effects that were initially conveyed when the
interviewees first entered the scenes were increasingly
embodied through their own injecting experiences.

Hanne had injected drugs for over 15 years and still vividly
described the attractions injections had for her:

It’s the immediate effect. You get it right away, as quick as
possible. I’ve been screaming out: “OOOH, that’s GREAT! This is
better than an orgasm!” So, I would say that an orgasm is second
place, a good shot of heroin is always number one [laughs].

Similar to Hanne’s account, the interviewees spoke of
injecting as a way to maximize the effects from the drugs,
usually described in terms of a kick, euphoria, rush, orgasm
or intensity. Oyvind explained:

I only inject drugs. The rush comes right away. It takes 7-10-
12 seconds and then you feel the kick. That’s the main reason:
the kick.

Several interviewees emphasized the intense effects of
injections. However, after years of injecting drug use, the par-
ticipants described difficulties finding a vein for injection, as
well as increased tolerance and withdrawal symptoms.
Although some interviewees explained that they still felt and
desired the intense rush, injecting drugs was also an immedi-
ate means to relieve withdrawal symptoms and ‘get well’.
Hakon explained: ‘It’s the fact that it works in an instant. That
you get well right away.’

Similarly, Roger explained that he consumed drugs both
orally and by injections. Although he believed that the level
of intoxication could be the same, he preferred injections to
‘get well’ and explained it by the speed of the effect:

You get well a lot faster. So [when taking the drugs orally], you
have to wait 15min, or half an hour. The best about injecting…
It’s just the immediate effect if you’re sick.

Stories about being ‘sick’ and ‘getting well’ were repeated
during the interviews, and implied injecting in order to stabil-
ize and relieve withdrawal symptoms. Marie described an
overwhelming feeling of comfort when she experienced with-
drawal symptoms and injected drugs:

It’s a joy. The euphoria when you’re standing there [in front of
the stove boiling pills with water], and get it into your veins and
you get well. You get a kick and… oooh, it feels so good when
you’re sick!

As well as withdrawal symptoms, injecting drugs was also
perceived to relieve other types of discomfort or pains. These
kinds of pains were often related to physical or emotional
discomfort. Thomas struggled with physical pain from an
accident some years ago. Although he had previously con-
sumed painkillers orally, he explained his attraction towards
injecting due to its instant pain-relieving effects. Others
expressed the instant relief of emotional pain in terms of
peace, numbness or protection from emotions. Arne
described it as follows: ‘I don’t want to overdose, but to get
the best high you almost have to tip over to an overdose’. This
was usually referred to as ‘the head on the table’ and implied
a level of intoxication in which they were heavily asleep,
almost on the edge of an overdose. Oscar elaborated:

Preferably right on the edge of overdose, where you sit and
you’re almost dying. Then you’re comfortably numb. Everything is
comfortable, you’re good and warm and relaxed. There are no
stress factors in the universe. You just withdraw into yourself, and
then you’re just in a cotton bubble.

To sum up, the interviewees highlighted the rapid onset,
the effective and intense sensations, as well as the pleasur-
able relief associated with injecting the drugs. Whether to
feel the intense euphoria of the kick, or the pleasure and
relief of discomfort or pain, the speed and the intensity of
the effect were presented as key to understanding the users’
continued injecting practices. Accordingly, the narratives that
initially influenced their initiation to injecting were increas-
ingly embodied and served to explain their prolonged
careers as PWID.

The ritual aspects of injecting

The pleasures associated with injections were however not
limited to their intoxicating effects. During interviews, the
importance of rituals emerged when participants spoke
about their injecting practices. This involved specific ways of
organizing the injecting ritual, and they were usually detailed
and covered numerous steps that served to maximize the
drug’s effects. Oyvind described his routine as follows:

I have a ritual. First, I drink one litre of water. Then I eat a good
bowl of oatmeal, and everything is clean and nice around me.
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Then I put the equipment there, and then I put the drugs there.
At that point I have complete peace.

The quote illustrates how the use of drugs was performed
in a fixed and ordered manner, both in terms of the adminis-
tration of the drug as well as selection of the physical and
private setting for use; peace and concentration, secluded
from the outside world. Einar described it similarly:

I went to the pharmacy and picked up Dolcontin [prescription
opioid], and then I went home to cook it. If you cook it long
enough, it turns yellow, then it turns a little greenish, and then
you put the Dolcontin in and boil it and make sure everything is
just right. Not too much water and not too little. A little ritual,
every morning, almost like a kind of breakfast.

The latter quote indicates an instrumental function of the
ritual; by preparing and administering the drug in certain
ways, it maximized the benefit. Although some interviewees
described rituals as personalized, like Hanne: ‘It’s your thing.
Or if we’re together, it’s our thing’, rituals were in general per-
ceived to be common among the interviewees, mastered
through practice as well as by observing and learning from
experienced PWID.

The interviewees believed rituals to be a central aspect of
injecting, mainly described in positive terms such as expecta-
tions, joy, peace or excitement. Mathias explained: ‘A part of
the enjoyment is the rituals’. Some interviewees described the
whole ritual as being a meaningful part of injecting drugs,
while others highlighted different parts of the injecting pro-
cess as important. They highlighted the peaceful surround-
ings which promoted being calm and concentrated, the
cooking and preparation of the drugs, as well as observing
the blood mixing with the drug in the syringe, indicating
that they had hit a vein, usually referred to as ‘the answer’ as
Fredrik explained:

When you inject, you get the answer when you stick the needle
into a vein and you see the blood coming into the syringe –
that’s a kick in itself. I’m not the only one saying that.

Some explained how they perceived themselves to be
addicted to the ritual as well as the drugs. Synne had con-
sumed drugs by several modes of use, such as smoking her-
oin, but preferred injecting. When asked about her
perceptions of injecting, she mentioned the speed of the
effect, but also described how she felt addicted to the pro-
cess of preparing the drugs for injection. She perceived the
effect of the drugs as diminished without performing what
she referred to as a ritual. Her reflection indicates how the
ritual symbolized a positive outcome of the injection process:

It’s not the same when you get something that’s already
prepared. I guess it has something to do with my expectations,
you know, it kind of builds up and I’m thinking “now I’m going to
do it”. I’m almost playing myself up a bit.

Synne’s story exemplifies the importance of rituals for
injecting drug use, in which the meaning of the ritual and
the emotions it gave rise to seemed just as important as the
drug itself. This further illustrates how experiences of the
effects were influenced by expectations and pharmacology,
where rituals served as a blend of both instrumental and
symbolic meanings.

However, the interviewees described the use of needles to
be the most important part of their ritual and perceived
themselves to be addicted to the needle, referred to by the
interviewees as ‘hooked on the needle’. Einar explained:

It turns into a ritual that you get addicted to. You get really
needle-horny. You want to consume everything with a needle.

After years of injecting, Trygve had increasing difficulties
finding veins. Yet, he found it difficult to consume drugs by
other modes of use and explained it by being addicted to
the needle as well as the drugs. If he was without access to
needles, he said that he would save the drug rather than
consume it by another method:

If I don’t have any equipment, I don’t bother to sniff it. I can have
half a gram for a day or two, until I get hold of the equipment. If
I don’t have any equipment, I’m less likely to use drugs.

Several interviewees echoed Trygve’s experiences. Hege
said that she preferred to inject pills and heroin separately, in
order to perform two injections instead of one. Others
described how they would happily inject water if they did
not have access to drugs, in order to experience the act of
injecting. Mathias explained:

You almost get addicted to the needle. You can inject water just
to get a shot. It feels like an itch in the veins, that you have to
have it now. I have injected water 2–3 times and I’m not the
only one.

Overall, the ritual aspect of injecting, as has been high-
lighted above, seemed to be a central part of the partici-
pants’ practices. The ritual as a whole, or different parts of it,
were described as an addiction in its own right, mainly in
relation to the needle, in terms of satisfaction, calmness and
concentration, indicating how the ritual symbolized a positive
outcome of the injection process. As such, the interviewees
described the ritual aspects of injecting drugs as addictive in
themselves, influenced by perceptions, representations and
the anticipation of injecting drugs.

Devaluation of other modes of use

Although injection was the preferred method of use among
the interviewees, they had still consumed drugs by other
modes of use, such as sniffing, smoking, drinking or by tak-
ing it orally. This was either prior to their injection initiation
or if they had difficulties finding veins. However, amongst
these participants, they all went back to injecting. Their nar-
ratives usually involved a devaluation of other modes of use.

A central factor expressed was the perception of injecting
as more cost-effective compared to other modes of use.
Bjorn had both smoked and injected heroin. When asked if
he had considered switching from injecting to smoking, he
explained the cost-effectiveness of injecting over smoking:
‘You need a lot more [drugs] and it’s more expensive. I can use
0.1 grams, and it makes me well. If I smoke it, I would have to
use a lot more.’ Some interviewees recounted they were
advised by peers about the cost-effectiveness of injecting.
Although injecting involved more frequent use, it was per-
ceived to be more economical in terms of lack of waste.

DRUGS: EDUCATION, PREVENTION AND POLICY 671



Gunnar said that he had tried smoking heroin, but perceived
it to literally ‘go up in smoke’. He explained:

It’s about the small amounts. 0.25 [grams], that’s quite a small
amount, and if you smoke it, a lot of it disappears in smoke. But,
when you throw it all [the ingredients for preparing heroin for
injection] in a cooker with water to boil it, then all of it stays
there. So, there’s all of these factors that make you
prefer injections.

Another devaluating factor concerned negative experien-
ces of other modes of use, particularly heroin smoking or
snorting amphetamine. Interviewees associated smoking her-
oin with nausea from the smell or taste, and thus preferred
injections. Synne explained: ‘Some people smoke it. I almost
get nauseous just by the taste and smell of it.’ Others
described dental problems or nasal ulcers associated with fre-
quent amphetamine snorting. In combination with advice
from peers, they described harms from other modes of use
to be one of the main reasons for continuing to inject. Dag
used to snort amphetamine but switched to injecting due to
the negative effects from snorting: ‘I noticed that after I had
sniffed a lot, my nose, throat and stomach got ruined.’ Whilst
some of the devaluating narratives were described as per-
sonal experiences, others were based on information from
other PWID. Stig explained: ‘I know people who have had
stomach ulcers and ulcers in the intestines and stuff. So, I don’t
think it’s any better.’ Hege elaborated similarly:

Smoking, yuck. I’ve never tried it, but I couldn’t imagine it, either.
Because of the taste. I started sniffing and it ruined my nose. I
just got wounds and a lot of shit, so I stopped. I was afraid that I
was going to get a stomach ulcer. So, the cleanest and best thing
is to take it intravenously. That’s what they say.

Hege’s story further illustrates the assumptions of the
interviewees. Based on information from other PWID, inject-
ing drug use was perceived to be the cleanest, in terms of
avoiding bacteria and impurities in the drugs with subse-
quent health harms. Thus, injecting was not perceived as
more harmful than other modes of use.

Additionally, the interviewees who devaluated other
modes of use highlighted their lack of skills, especially related
to smoking heroin. Although some spoke of the positive
effects of smoking heroin, such as less stigmatization and a
high that enabled them to appear more ‘normal’, they had
lower skills in smoking compared to injecting. The latter was,
to a large degree, associated with self-confidence and status.
Petter explained:

I’ve never had the patience to learn the technique properly. I see
that there’s many who master it properly. If you learn to do it, it’s
probably a good way to do it.

Interviewees highlighted the practical knowledge needed
to consume drugs and explained their long-term injecting
drug use partly by lack of skills in other modes of use, such
as smoking heroin. Trygve said:

I’ve used heroin for 30 years and I’ve hardly smoked, it’s crazy. I
can’t make it flow properly. It shouldn’t be that hard. You just put
a little bit on top there and then you just [inhale] (… ) It’s not
out of the question [to smoke], I guess you just have to learn it.

To sum up, the interviewees spoke negatively about other
modes of use and upheld positive views about injecting.

Although most of them had less experience with other
modes of use, they relied on the socially circulating stories
within the drug scenes when denoting the negative conse-
quences of smoking or sniffing drugs. This perspective was
fuelled by their sensitivity to economic factors and lack of
skills in these alternative methods of consumption, which
caused a fear of not maximizing the effects of the drugs they
bought. Importantly, these stories were intrinsically bound to
their socialization within a user culture that favoured drug
injection over other modes of use, highlighting the embod-
ied knowledge, cultural norms and practical skills that guided
their ways of doing drugs. As such, the social processes and
physical environments of the drug scenes contributed to
shaping their risk behaviour, by which they viewed injection
as an acceptable and desirable route of administration.

Discussion

This study highlights the complex range of attractions
towards injecting drug use. Based on an extensive number of
interviews with PWID, the analyses show how these attrac-
tions involved social interaction and learning from other
PWID, appreciating the rapid and intense sensation of inject-
ing, a positive ritual aspect, as well as devaluation of other
modes of use. However, the interviewees’ accounts illustrated
how their perceptions had evolved over time. They described
having had feelings of anxiety and negative beliefs associ-
ated with injecting when they first started. After a while, they
increasingly perceived injecting as constructive and valued.
Whilst the participants accounted for a variety of social and
physical harms due to their drug-using practices, the analysis
demonstrates the paradoxical attractions of injecting drug
use, in which the interviewees evolved from fearing the nee-
dle, to embracing it as a valued mode of use.

These evolving attitudes highlight the importance of social
influences in PWID perceptions and negotiations of risks.
While most of the interviewees acknowledged the dangers
associated with their injecting practices, they were still heav-
ily influenced by peers when addressing their initial trajecto-
ries and describing the pleasures they associated with
injecting. As such, they had learned how to value injecting,
despite their initial fears, and their interactions with drug-
using peers enabled the acquisition of both technical skills
and a more embodied knowledge that influenced their per-
ceptions of risks and pleasure.

Similarly, Lalander (2001) describes drug use as a social
process where experience and knowledge are internalized
through social networks and embodied experiences, empha-
sizing the importance of a common habitus. Small et al.
(2009) also demonstrate how injecting is heavily influenced
by socially constructed perceptions, developed through social
relationships with other PWID rather than a rational calcula-
tion of risks. Perceptions of risks are therefore relational and
socially contingent, fuelled by subjective logic that rational-
izes risky behaviour (Mayock, 2005). The paradoxical attrac-
tions of injecting drug use are thus highly embedded in the
social processes and physical environments of drug scenes,
which contribute to shaping risk among drug-using
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populations (Fast et al., 2009; Rhodes, 2002; Strathdee et al.,
1997). Such ecological perspectives thereby shift the unit of
focus from individual risk factors, to social, political, and eco-
nomic factors, as well as the importance of physical environ-
ments and how they interact with personal characteristics to
determine health (Burris et al., 2004; Rhodes et al., 2005). As
Duff (2007) argues, this is not to ignore the significance of
choice and responsibility, but rather to emphasise how drug
use behaviours are also shaped and transformed by context-
ual factors, and not least how they are rooted within shared
social and symbolic meanings.

Findings highlight the participants’ appreciation of the
immediate and intense effects produced by injecting and this
appeared to be key to understanding their sustained inject-
ing careers. Similar associations have also been found in sev-
eral other studies (Crofts et al., 1996; Fitzgerald et al., 1999;
Goldsamt et al., 2010; Stillwell et al., 1999), and it is sug-
gested that the promise and experience of a rush are particu-
larly important for initiation to injecting drug use (Fitzgerald
et al., 1999). We found that participants’ stories of the imme-
diate and intense effects that were initially conveyed when
the PWID first entered the scenes were increasingly embod-
ied through their own descriptions. Accordingly, the shared
perspectives on the attractiveness of the effects, and the sto-
ries that sustained them, helped provide narratives and con-
tributed to shaping conceptions of injecting as meaningful
and pleasurable (Khobzi et al., 2009; Lalander, 2001).

However, the attractive effects of injections had not been
immediately apparent among the interviewees and some
expressed a need to learn how to interpret these effects in
‘the right way’. Similar findings have been suggested by sev-
eral scholars, arguing that shared perspectives and social
norms contribute to perceptions on how drug effects are val-
ued, expressed and interpreted among PWID (Becker, 1953;
Lalander, 2001; Richert, 2014; Svensson, 2007). This highlights
the importance of the interactional processes between expe-
rienced and novice PWID in defining effects as pleasurable
(Harocopos et al., 2009; Khobzi et al., 2009), and further dem-
onstrates the value of ecological perspectives in explaining
the seemingly paradoxical attractions towards injecting
drug use.

As we have demonstrated in this study, the pleasures
associated with injecting drug use were bound to interac-
tions, through which the interviewees learned both practical
and technical skills, as well as to interpret the effects as
pleasurable. Over time, the embodiment of this cultural
knowledge was displayed by their narratives that sustained
such pleasures and through their ritualized practices, which
ultimately made them reject other modes of drug use.
Despite the interviewees’ risks of health harms, overdoses
and ambivalence towards injecting drug use, these stories
drifted within their social networks of PWID, and displays
how the paradoxical attractions of injecting were embodied
in making it a meaningful and rational practice. As such, the
study shows the complexity of injecting drugs and how the
practice of injecting is contingent on the cultural context of
drug use, in which the interplay of social factors influences
individual actions and help explain the prolonged careers of
injecting drug use. If interventions are to encourage

reductions in injecting drug use, there is a need to under-
stand how different social situations and contexts impinge
on and encourage such risky practises among PWID.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

This work was funded by the Norwegian Directorate of Health, the
Norwegian Institute of Public Health and the Agency for Social and
Welfare Services, Oslo Municipality.

ORCID

Kristin Hanoa http://orcid.org/0000-0003-4062-5518
Ola Røed Bilgrei http://orcid.org/0000-0003-4345-0629
Kristin Buvik http://orcid.org/0000-0001-5874-0114

References

Battjes, R. J. (1984). Symbolic interaction theory: A perspective on drug
abuse and its treatment. The International Journal of the Addictions,
19(6), 675–688. https://doi.org/10.3109/10826088409057214

Becker, H. S. (1953). Becoming a marihuana user. American Journal of
Sociology, 59(3), 235–242. https://doi.org/10.1086/221326

Blumer, H. (1969). Symbolic interactionism: Perspective and method.
Prentice Hall.

Burris, S., Blankenship, K. M., Donoghoe, M., Sherman, S., Vernick, J. S.,
Case, P., Lazzarini, Z., & Koester, S. (2004). Addressing the “risk envi-
ronment” for injection drug users: The mysterious case of the missing
cop. The Milbank Quarterly, 82(1), 125–156. https://doi.org/10.1111/j.
0887-378x.2004.00304.x

Crofts, N., Louie, R., Rosenthal, D., & Jolley, D. (1996). The first hit:
Circumstances surrounding initiation into injecting. Addiction
(Abingdon, England), 91(8), 1187–1196. https://doi.org/10.1046/j.1360-
0443.1996.918118710.x

Degenhardt, L., Bucello, C., Mathers, B., Briegleb, C., Ali, H., Hickman, M.,
& McLaren, J. (2011). Mortality among regular or dependent users of
heroin and other opioids: A systematic review and meta-analysis of
cohort studies. Addiction (Abingdon, England), 106(1), 32–51. https://
doi.org/10.1111/j.1360-0443.2010.03140.x

Degenhardt, L., Peacock, A., Colledge, S., Leung, J., Grebely, J., Vickerman,
P., Stone, J., Cunningham, E. B., Trickey, A., Dumchev, K., Lynskey, M.,
Griffiths, P., Mattick, R. P., Hickman, M., & Larney, S. (2017). Global
prevalence of injecting drug use and sociodemographic characteristics
and prevalence of HIV, HBV, and HCV in people who inject drugs: A
multistage systematic review. The Lancet Global Health, 5(12),
e1192–e1207. https://doi.org/10.1016/S2214-109X(17)30375-3

Denzin, N. K. (1992). Symbolic interactionism and cultural studies: The polit-
ics of interpretation. Blackwell Publishing.

Duff, C. (2007). Towards a theory of drug use contexts: Space, embodi-
ment and practice. Addiction Research & Theory, 15(5), 503–519.
https://doi.org/10.1080/16066350601165448

EMCDDA. (2020). European drug report. Trends and developments 2020.
Publications Office of the European Union.

Fast, D., Small, W., Wood, E., & Kerr, T. (2009). Coming ‘down here’:
Young people’s reflections on becoming entrenched in a local drug
scene. Social Science & Medicine, 69(8), 1204–1210. https://doi.org/10.
1016/j.socscimed.2009.07.024

Fitzgerald, J. L., Louie, R., Rosenthal, D., & Crofts, N. (1999). The meaning
of the rush for initiates to injecting drug use. Contemporary Drug
Problems, 26(3), 481–504. https://doi.org/10.1177/009145099902600307

DRUGS: EDUCATION, PREVENTION AND POLICY 673

https://doi.org/10.3109/10826088409057214
https://doi.org/10.1086/221326
https://doi.org/10.1111/j.0887-378x.2004.00304.x
https://doi.org/10.1111/j.0887-378x.2004.00304.x
https://doi.org/10.1046/j.1360-0443.1996.918118710.x
https://doi.org/10.1046/j.1360-0443.1996.918118710.x
https://doi.org/10.1111/j.1360-0443.2010.03140.x
https://doi.org/10.1111/j.1360-0443.2010.03140.x
https://doi.org/10.1016/S2214-109X(17)30375-3
https://doi.org/10.1080/16066350601165448
https://doi.org/10.1016/j.socscimed.2009.07.024
https://doi.org/10.1016/j.socscimed.2009.07.024
https://doi.org/10.1177/009145099902600307


Gjersing, L. (2020). Narkotikautløste dødsfall i Norge 2020.
Folkehelseinstituttet. Retrieved from https://www.fhi.no/nettpub/narko-
tikainorge/konsekvenser-av-narkotikabruk/narkotikautloste-dodsfall-
2020

Gjersing, L., & Bretteville-Jensen, A. L. (2018). Patterns of substance use
and mortality risk in a cohort of ‘hard-to-reach’ polysubstance users.
Addiction, 113(4), 729–739. https://doi.org/10.1111/add.14053

Goldsamt, L. A., Harocopos, A., Kobrak, P., Jost, J. J., & Clatts, M. C. (2010).
Circumstances, pedagogy and rationales for injection initiation among
new drug injectors. Journal of Community Health, 35(3), 258–267.
https://doi.org/10.1007/s10900-010-9231-z

Guise, A., Horyniak, D., Melo, J., McNeil, R., & Werb, D. (2017). The experi-
ence of initiating injection drug use and its social context: A qualita-
tive systematic review and thematic synthesis. Addiction (Abingdon,
England), 112(12), 2098–2111. https://doi.org/10.1111/add.13957

Harocopos, A., Goldsamt, L. A., Kobrak, P., Jost, J. J., & Clatts, M. C. (2009).
New injectors and the social context of injection initiation. The
International Journal on Drug Policy, 20(4), 317–323. https://doi.org/10.
1016/j.drugpo.2008.06.003

J€arvinen, M., & Ravn, S. (2011). From recreational to regular drug use:
Qualitative interviews with young clubbers. Sociology of Health &
Illness, 33(4), 554–569. https://doi.org/10.1111/j.1467-9566.2010.01303.
x

Khobzi, N., Strike, C., Cavalieri, W., Bright, R., Myers, T., Calzavara, L., &
Millson, M. (2009). A qualitative study on the initiation into injection
drug use: Necessary and background processes. Addiction Research &
Theory, 17(5), 546–559. https://doi.org/10.1080/16066350802011664

Kumar, P. C., McNeely, J., & Latkin, C. A. (2016). It’s not what you know
but who you know’: Role of social capital in predicting risky injection
drug use behavior in a sample of people who inject drugs in
Baltimore City. Journal of Substance Use, 21(6), 620–626. https://doi.
org/10.3109/14659891.2015.1122098

Lalander, P. (2001). Hela v€arlden €ar din - en bok om unga heroinister.
Lund: Studentlitteratur.

Lalander, P. (2012). Det sociala och f€orkroppsligade missbruket. In C.
Fahlke (Ed.), Handbok i missbrukspsykologi – teori och till€ampning (pp.
207–215). Liber AB.

Lloyd, C. (2013). The stigmatization of problem drug users: A narrative lit-
erature review. Drugs: Education, Prevention and Policy, 20(2), 85–95.
https://doi.org/10.3109/09687637.2012.743506

Martin, F. S. (2010). Becoming vulnerable: Young women’s accounts of
initiation to injecting drug use. Addiction Research & Theory, 18(5),
511–527. https://doi.org/10.3109/16066351003611653

Mathers, B. M., Degenhardt, L., Bucello, C., Lemon, J., Wiessing, L., &
Hickman, M. (2013). Mortality among people who inject drugs: A sys-
tematic review and meta-analysis. Bulletin of the World Health
Organization, 91(2), 102–123. https://doi.org/10.2471/BLT.12.108282

Mayock, P. (2005). Scripting’risk: Young people and the construction of
drug journeys. Drugs: Education, Prevention and Policy, 12(5), 349–368.
https://doi.org/10.1080/09687630500183020

Neale, J., Allen, D., & Coombes, L. (2005). Qualitative research methods
within the addictions. Addiction (Abingdon, England), 100(11),
1584–1593. https://doi.org/10.1111/j.1360-0443.2005.01230.x

Phillips, K. T., Stein, M. D., Anderson, B. J., & Corsi, K. F. (2012). Skin and
needle hygiene intervention for injection drug users: Results from a
randomized, controlled Stage I pilot trial. Journal of Substance Abuse
Treatment, 43(3), 313–321. https://doi.org/10.1016/j.jsat.2012.01.003

Rhodes, T. (2002). The ‘risk environment’: A framework for understanding
and reducing drug-related harm. International Journal of Drug Policy,
13(2), 85–94. https://doi.org/10.1016/S0955-3959(02)00007-5

Rhodes, T., Barnard, M., Fountain, J., Hariga, F., Avil�es, N. R., Vicente, J.,
… Robertson, K. (2001). Injecting drug use, risk behaviour and qualita-
tive research in the time of AIDS. Office for Official Publications of the
European Communities EMCDDA.

Rhodes, T., Bivol, S., Scutelniciuc, O., Hunt, N., Bernays, S., & Busza, J.
(2011). Narrating the social relations of initiating injecting drug use:
Transitions in self and society. The International Journal on Drug Policy,
22(6), 445–454. https://doi.org/10.1016/j.drugpo.2011.07.012

Rhodes, T., Singer, M., Bourgois, P., Friedman, S. R., & Strathdee, S. A.
(2005). The social structural production of HIV risk among injecting
drug users. Social Science & Medicine (1982), 61(5), 1026–1044. https://
doi.org/10.1016/j.socscimed.2004.12.024

Richert, T. (2014). €Overdoser, f€ors€orjningsstrategier och riskhantering: livs-
villkor f€or personer som injicerar narkotika (doctoral dissertation). (Series
of dissertations submitted to the Faculty of Health and Society,
University of Malmø, nr 2014:5). Retrieved from https://muep.mau.se/
handle/2043/17489

Richert, T. (2015). Wasted, overdosed, or beyond saving-to act or not to
act? Heroin users’ views, assessments, and responses to witnessed
overdoses in Malm€o, Sweden. The International Journal on Drug Policy,
26(1), 92–99. https://doi.org/10.1016/j.drugpo.2014.07.006

Roy, �E., Nonn, �E., & Haley, N. (2008). Transition to injection drug use
among street youth—A qualitative analysis. Drug and Alcohol
Dependence, 94(1–3), 19–29. https://doi.org/10.1016/j.drugalcdep.2007.
09.021

Sherman, S. G., Smith, L., Laney, G., & Strathdee, S. A. (2002). Social influ-
ences on the transition to injection drug use among young heroin
sniffers: A qualitative analysis. International Journal of Drug Policy,
13(2), 113–120. https://doi.org/10.1016/S0955-3959(02)00010-5

Simmonds, L., & Coomber, R. (2009). Injecting drug users: A stigmatised
and stigmatising population. The International Journal on Drug Policy,
20(2), 121–130. https://doi.org/10.1016/j.drugpo.2007.09.002

Small, W., Fast, D., Krusi, A., Wood, E., & Kerr, T. (2009). Social influences
upon injection initiation among street-involved youth in Vancouver,
Canada: A qualitative study. Substance Abuse Treatment, Prevention,
and Policy, 4(1), 8. https://doi.org/10.1186/1747-597X-4-8

Stillwell, G., Hunt, N., Taylor, C., & Griffiths, P. (1999). The modelling of
injecting behaviour and initiation into injecting. Addiction Research,
7(5), 447–459. https://doi.org/10.3109/16066359909004398

Strathdee, S. A., Patrick, D. M., Currie, S. L., Cornelisse, P. G. A., Rekart,
M. L., Montaner, J. S. G., Schechter, M. T., & Oʼ shaughnessy, M. V.
(1997). Needle exchange is not enough: Lessons from the Vancouver
injecting drug use study. AIDS, 11(8), F59–F65. https://doi.org/10.1097/
00002030-199708000-00001

Svensson, B. (2007). Pundare, jonkare och andra: med narkotikan som
f€oljeslagare. Carlsson Bokf€orlag.

UNODC. (2020). World Drug Report 2020 (United Nations publication,
Sales No. E.20.XI.6). Retrieved from https://wdr.unodc.org/wdr2020/
field/WDR20_Booklet_2.pdf

Werb, D., Buxton, J., Shoveller, J., Richardson, C., Rowell, G., & Wood, E.
(2013). Interventions to prevent the initiation of injection drug use: A
systematic review. Drug and Alcohol Dependence, 133(2), 669–676.
https://doi.org/10.1016/j.drugalcdep.2013.08.017

Witteveen, E., Van Ameijden, E. J., & Schippers, G. M. (2006). Motives for
and against injecting drug use among young adults in Amsterdam:
Qualitative findings and considerations for disease prevention.
Substance Use & Misuse, 41(6–7), 1001–1016. https://doi.org/10.1080/
10826080600669561

674 K. HANOA ET AL.

https://www.fhi.no/nettpub/narkotikainorge/konsekvenser-av-narkotikabruk/narkotikautloste-dodsfall-2019/
https://www.fhi.no/nettpub/narkotikainorge/konsekvenser-av-narkotikabruk/narkotikautloste-dodsfall-2020
https://www.fhi.no/nettpub/narkotikainorge/konsekvenser-av-narkotikabruk/narkotikautloste-dodsfall-2020
https://doi.org/10.1111/add.14053
https://doi.org/10.1007/s10900-010-9231-z
https://doi.org/10.1111/add.13957
https://doi.org/10.1016/j.drugpo.2008.06.003
https://doi.org/10.1016/j.drugpo.2008.06.003
https://doi.org/10.1111/j.1467-9566.2010.01303.x
https://doi.org/10.1111/j.1467-9566.2010.01303.x
https://doi.org/10.1080/16066350802011664
https://doi.org/10.3109/14659891.2015.1122098
https://doi.org/10.3109/14659891.2015.1122098
https://doi.org/10.3109/09687637.2012.743506
https://doi.org/10.3109/16066351003611653
https://doi.org/10.2471/BLT.12.108282
https://doi.org/10.1080/09687630500183020
https://doi.org/10.1111/j.1360-0443.2005.01230.x
https://doi.org/10.1016/j.jsat.2012.01.003
https://doi.org/10.1016/S0955-3959(02)00007-5
https://doi.org/10.1016/j.drugpo.2011.07.012
https://doi.org/10.1016/j.socscimed.2004.12.024
https://doi.org/10.1016/j.socscimed.2004.12.024
https://muep.mau.se/handle/2043/17489
https://muep.mau.se/handle/2043/17489
https://doi.org/10.1016/j.drugpo.2014.07.006
https://doi.org/10.1016/j.drugalcdep.2007.09.021
https://doi.org/10.1016/j.drugalcdep.2007.09.021
https://doi.org/10.1016/S0955-3959(02)00010-5
https://doi.org/10.1016/j.drugpo.2007.09.002
https://doi.org/10.1186/1747-597X-4-8
https://doi.org/10.3109/16066359909004398
https://doi.org/10.1097/00002030-199708000-00001
https://doi.org/10.1097/00002030-199708000-00001
https://wdr.unodc.org/wdr2020/field/WDR20_Booklet_2.pdf
https://wdr.unodc.org/wdr2020/field/WDR20_Booklet_2.pdf
https://doi.org/10.1016/j.drugalcdep.2013.08.017
https://doi.org/10.1080/10826080600669561
https://doi.org/10.1080/10826080600669561


Hanoa 88 “It’s like dancing with the Devil” 

  



Hanoa 89 “It’s like dancing with the Devil” 

Article 2 
Hanoa, K., Bilgrei, O. R., & Buvik, K. (2023). Injecting Alone. The Importance of Perceived 
Safety, Stigma and Pleasure for Solitary Injecting. Journal of Drug Issues, DOI: 
00220426231151377. 

  



Hanoa 90 “It’s like dancing with the Devil” 

  



Hanoa 107 “It’s like dancing with the Devil” 

Article 3 
Hanoa, K., Buvik, K., & Karlsson, B. (2023). Death Holds No Fear: Overdose Risk 
Perceptions Among People Who Inject Drugs. Contemporary Drug Problems, DOI: 
00914509231164764. 

 

  



Hanoa 108 “It’s like dancing with the Devil” 

  



Hanoa 125 “It’s like dancing with the Devil” 

Appendices 



 
 

Forespørsel om deltakelse i forskningsprosjektet 
” Risikofylte inntaksmetoder blant injiserende brukere: Behov for mer kunnskap” 

 
Bakgrunn og hensikt 
Dette er en forespørsel til deg om å delta i en forskningsstudie. Hensikten med denne studien er å 
få mer dybdekunnskap om risikohåndtering blant personer som bruker rusmidler med sprøyte, 
og om situasjonene der bruken foregår. Folkehelseinstituttet-Avdeling for rusmidler og tobakk og 
Helsedirektoratet finansierer prosjektet. Linn Gjersing er prosjektleder. 
 
Hva innebærer studien? 
Undersøkelsen består av et intervju som gjennomføres av en forsker eller forskerassistent. 
Intervjuet tas opp på en opptaker og varer i ca. 30-60 minutter. Du vil få 200 kr i kompensasjon 
for å delta. Etter intervjuet vil du aldri bli kontaktet igjen på noen som helst måte. Du skal ikke 
oppgi navn, telefonnummer, adresse, eller fødselsdato i intervjuet. Om du i løpet av intervjuet 
oppgir ditt eget eller andres navn så vil dette bli erstattet med et fiktivt navn når intervjuet 
transkriberes. Lydopptaket vil bli slettet når det er transkribert. 

Hva skjer med informasjonen om deg? 
Informasjonen fra intervjuet skal kun brukes slik som beskrevet i hensikten med studien. 
Intervjuene vil bli behandlet uten navn og fødselsnummer eller andre direkte gjenkjennende 
opplysninger. Sitater fra intervjuet vil kunne bli brukt i rapport(er)/artikler, men ditt navn eller 
karakteristikker som muliggjør identifisering vil ikke under noen omstendigheter bli inkludert.  
Materialet vil bli oppbevart på FHIs sikre nettverk og kun være tilgjengelig for 
prosjektmedarbeiderne. 

Mulige fordeler og ulemper 
Det tar ca. 30-60 minutter av din tid å delta i undersøkelsen, og for dette får du 200 kr i 
godtgjørelse, ellers har ikke prosjektet noen ulemper eller fordeler for den enkelte deltaker. 

Frivillig deltakelse 
Det er frivillig å delta i studien. Du kan når som helst, og uten å oppgi noen grunn trekke ditt 
samtykke til å delta i studien. Dette vil ikke få noen konsekvenser for deg. Siden det ikke er noen 
kobling mellom ditt navn og tekstdokumentet med ditt intervju vil du ved inklusjon få oppgitt en 
kode som du må ta vare på, for eksempel som et bilde på mobiltelefonen din. Dette er den eneste 
lenken mellom deg og intervjuet, og vi på FHI har ingen kodeliste som kobler denne koden med 
ditt navn. Denne koden er tilfeldig generert, og den blir lest inn først i intervjuet. Om du ikke 
ønsker at en slik kode skal leses inn, så vil dette bli sagt først i intervjuet og du vil måtte bekrefte 
muntlig i intervjuet at du ikke ønsker en slik kode. 

Dersom du ønsker å trekke deg eller har spørsmål om studien, kan du kontakte prosjektleder 
Linn Gjersing på tlf. 406 48 711 eller epost linn.gjersing@fhi.no. Du må oppgi koden som du 
fikk ved inklusjon om vi skal slette dine data, ellers har vi ingen mulighet til å finne ditt intervju. 
Alternativt, kan Linn Gjersing kontaktes ved personlig oppmøte hos Folkehelseinstituttet- 
Sandakerveien 24C, bygg B1, 0473 Oslo mellom klokken 10 og 14 på hverdager. Om Linn 

Gjersing ikke er tilstede, kan du legge igjen beskjed i resepsjonen i Marcus Thranesgt 6 med 
navn og telefonnummer og dette vil bli videreformidlet til prosjektleder.  

 



Rett til innsyn og sletting av opplysninger om deg  
Hvis du sier ja til å delta i studien, har du rett til å få innsyn i hvilke opplysninger som er registrert 
om deg. Dersom du trekker deg fra studien, kan du kreve å få slettet opplysninger om deg, med 
mindre opplysningene allerede er inngått i analyser eller brukt i vitenskapelige publikasjoner. 
Siden det ikke er noen kobling mellom ditt navn og tekstdokumentet med ditt intervju vil du ved 
inklusjon få oppgitt en kode som du må ta vare på, for eksempel som et bilde på mobiltelefonen 
din. Dette er den eneste lenken mellom deg og intervjuet, og vi på FHI har ingen kodeliste som 
kobler denne koden med ditt navn. Denne koden er tilfeldig generert, og den blir lest inn først i 
intervjuet. Om du ikke ønsker at en slik kode skal leses inn, så vil dette bli sagt først i intervjuet 
og du vil måtte bekrefte muntlig i intervjuet at du ikke ønsker en slik kode. 

Økonomi og rolle 
Prosjektet finansieres av Helsedirektoratet og Folkehelseinstituttet-Avdeling for rusmidler og 
tobakk, men det kan på sikt være aktuelt å søke Forskningsrådet eller andre instanser om 
forskningsmidler for deler av prosjektet. 
 
Forsikring 
Deltakerne er dekket av pasientskadelovens regler under intervjuet. 

Informasjon om utfallet av studien  

Du har rett til å få informasjon om utfallet/resultatet av studien. Om du ønsker dette, kan du 

kontakte Rusfagsbiblioteket på Folkehelseinstituttet enten ved personlig oppmøte til Marcus 

Thranes gate 6, 0473 Oslo, ringe 401 04 227 eller sende en epost rusfagsbiblioteket@fhi.no. 
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PERSONVERNKONSEKVENSVURDERING Bruk retningslinje FO-JU-RE 013 ved utfylling. Den følger malen 
punktvis fra og med punkt 12.  
 

I. Prosjektopplysninger 

 

Prosjekttittel: Risikofylte inntaksmetoder blant injiserende brukere: Behov for mer kunnskap                                                                                                                                                     

Prosjektleder: Linn Gjersing 

Prosjektets tilhørighet (avdeling/klynge): Avdeling for rusmidler og tobakk 

Finansiering av prosjektet: Helsedirektoratet og FHI 

Arkivnummer (P-360):  19/11466 

Saksnummer i Prosjektdatabasen (PDB): Klikk her for å skrive inn tekst. 

 

II. Rettslig grunnlag 

 

A. Rettslig grunnlag for behandling av personopplysninger  

 

Det må finnes et rettslig grunnlag for behandling av personopplysninger i forskningsprosjektet. Alle 

behandlingsgrunnlagene er angitt i personvernforordningen artikkel 6. Fyll ut med fritekst og 

henvisning til riktig alternativ i artikkel 6, eller bruk avkrysningen nedenfor hvor de grunnlagene som 

antas mest aktuelle for forskningsprosjekter er angitt som alternativer. 

 

☒ 1. Den registrerte har samtykket til behandling av sine personopplysninger for ett eller flere 

spesifikke formål, jf. personvernforordningen artikkel 6 nr. 1 bokstav a). Legg ved kopi av 

samtykkeerklæring og informasjonsskriv. 

 

☐ 2. Behandlingen er nødvendig for 

 

☐ a) å utføre en oppgave i allmennhetens interesse, jf. personvernforordningen artikkel 6 nr. 1 

bokstav e), 

 

☐ b) å utøve offentlig myndighet som Folkehelseinstituttet er pålagt, jf. 

personvernforordningen artikkel 6 nr. 1 bokstav e), 

 

☐ c) at Folkehelseinstituttet skal kunne oppfylle en rettslig forpliktelse, jf. 

personvernforordningen artikkel 6 nr. 1 bokstav c). 
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Ved nr. 2 a), b) eller c), er det tilleggskrav om supplerende rettsgrunnlag, jf. 

personvernforordningen artikkel 6 nr. 3, og om i så fall må ett av følgende krysses av (se veiledning i 

retningslinje s.20)  

 

☐ I. Behandlingen av personopplysninger forutsetter dispensasjon eller unntak fra taushetsplikt fra    

           Helsedirektoratet eller REK etter helsepersonelloven eller helseforskningsloven. Det er søkt     

           eller søkes om slikt vedtak og vedtaket vedlegges personvernkonsekvensvurderingen når det  

          foreligger. 

☐ II. Behandlingen av personopplysninger forutsetter vedtak om dispensasjon fra taushetsplikt for   

           tilgjengeliggjøring av indirekte identifiserbare helseopplysninger fra lovbestemte registre etter  

           helseregisterloven (§ 20). Det er søkt eller søkes om utlevering og vedtaket vedlegges  

           personvernkonsekvensvurderingen når det foreligger. 

☐ III. Behandlingen av personopplysninger faller inn under forskrift om befolkningsbaserte   

            helseundersøkelser (helseregisterloven § 10).  

☐ IV. Behandling av personopplysninger til forskning i henhold til personopplysningsloven § 8. 

☐ V. Annet. Lov- eller forskriftshjemmel må angis og eventuelt begrunnes nærmere: Klikk her for å 

skrive inn tekst. 

 

☐ 3. Behandlingen er nødvendig for formål knyttet til en berettiget interesse som forfølges av 

Folkehelseinstituttet eller en tredjepart, gitt at hensynet til den registrertes personvern ikke 

overstiger denne interessen, jf. personvernforordningen artikkel 6 nr. 1 bokstav f).   

 

B. Rettslig grunnlag for behandling av særlige kategorier av personopplysninger (for definisjon 

se retningslinje pkt 4)  

 

Ved bruk av særlige kategorier av personopplysninger for eksempel helseopplysninger, må det i 

tillegg foreligge et særskilt grunnlag for å behandle denne typen opplysninger, jf. unntakene i 

personvernforordningen artikkel 9. 

☐ 1. Den registrerte har gitt uttrykkelig samtykke til behandlingen av særlige kategorier av 

personopplysninger, jf. personvernforordningen artikkel 9 nr. 2 bokstav a). Legg ved kopi av 

samtykkeerklæring og informasjonsskriv. 

 

☐ 2. Behandlingen av særlige kategorier opplysninger er nødvendig for vitenskapelig forskning, jf. 

personvernforordningen artikkel 9 nr. 2 bokstav j) på grunnlag av (f. eks. lovhjemlet vedtak, lov- 

eller forskriftshjemmel): 

 

☐ a) Lovhjemlet vedtak, lov- eller forskriftshjemmel, se avkrysning i punkt A, nr. 2 a. 
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☐ b) Samfunnets interesse i at behandlingen finner sted overstiger klart ulempene for den 

enkelte og vilkårene i personopplysningsloven § 9 er oppfylt.  

 

☐ c) Annet. Lov- eller forskriftshjemmel må angis og eventuelt begrunnes nærmere: 

 

______________________________________________________________________________ 

☐ 3. Behandlingen av særlige kategorier av opplysninger er nødvendig til annet formål enn 

forskning, jf. alternativene i personvernforordningen artikkel 9 nr. 2 bokstav b) tom. i). Riktig 

henvisning til forordningen artikkel 9 nr. 2 bokstav b) tom. bokstav i) må angis og ved tilleggskrav om 

regulering i nasjonal rett må også lov eller forskriftshjemmel presiseres: Klikk her for å skrive inn 

tekst.  

 

III. Er det behov for personvernkonsekvensvurdering? 

 

Før behandlingen av personopplysninger i forskningsprosjekter starter skal man vurdere om det er 

nødvendig med en personvernkonsekvensvurdering, ved bruk av følgende kriterier: 

☐ Involverer prosjektet eller undersøkelsen særlige kategorier personopplysninger (se definisjon 

punkt 4 i retningslinjen). 

☐ Vil to eller flere datasett, herunder personopplysninger fra ulike registre, sammenstilles? 

☐ Dreier det seg om en behandling av personopplysninger i stor skala, hensyntatt:  

• antallet personer inkludert i prosjektet (mer enn 5 000 personer),  

• volumet av personopplysningene som vil behandles (antall variabler, detaljeringsgrad),  

• prosjektets varighet (kort, tidsavgrenset, permanent) og  

• geografisk omfang (lokalt, regionalt, nasjonalt, internasjonalt)? 

☐ Er behandlingen en evaluering eller poengvurdering, inkludert profilering og forutsigelse, blant 

annet av aspekter som helse, personlige preferanser eller interesser, pålitelighet eller adferd, 

plassering eller bevegelser? 

☒ Omfatter prosjektet personopplysninger om personer med særskilt beskyttelsesbehov, f.eks. 

barn? 

☐ Vil konteksten for behandlingen begrense muligheten de registrerte har til å utøve sine 

rettigheter, f.eks. vil det være vanskelig å gi god informasjon?  

☐ Vil prosjektet ta i bruk ny teknologi eller brukes eksisterende teknologi til nye formål? 

☐ Omfatter prosjektet noen form for automatiserte avgjørelser? 
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☐ Innebærer prosjektet en systematisk overvåking? 

 

Hvis svaret er ja på to eller flere av spørsmålene om et planlagt prosjekt er det sannsynlig at dere 

må gjøre en personvernkonsekvensvurdering. Dersom en behandling oppfyller færre enn to kriterier, 

kan det hende det ikke er behov for en konsekvensvurdering, men det avhenger også her av en 

konkret vurdering.  

Hva gjelder løpende prosjekter er det slik at for prosjekter som er gitt konsesjon av Datatilsynet, 

tilrådd fra personvernombudet eller gitt godkjennelse fra REK etter helseforskningsloven § 33 for 

mindre enn 10 år siden og disse ikke har endret seg, vil det ikke være behov for å gjøre en 

fullstendig ny personvernkonsekvensvurdering.  

Se retningslinjen for personvernkonsekvensvurderinger FO-JU-RE-013, punkt 6, for mer veiledning.  

 

☐ Det er vurdert å være behov for personvernkonsekvensvurdering. Skriv inn navn på leder som 

har gjort vurderingen:   

Fyll ut resten av malen.  

☒ Det er vurdert at det ikke er behov for personvernkonsekvensvurdering. Skriv inn begrunnelsen 

under. Dersom prosjektet bruker særlige kategorier av personopplysninger (ref. første avkrysning) 

skal PVO rådføres. Fyll deretter ut del III eller oppgi det rettslige grunnlag på annen måte, og send til 

godkjenner i ditt område:  

Klikk her for å skrive inn tekst. 

Forskningsprosjektet oppfyller ikke to av de angitte kriteriene og det er vurdert å ikke være sannsynlig 

at prosjektet vil medføre en høy risiko for forskningsdeltakernes rettigheter og friheter.  

 

Navn på leder som har vurdert behandlingsgrunnlaget for personopplysninger i prosjektet (punkt 

II), samt behovet for personvernkonsekvensvurdering (punkt III).  Elisabeth Kvaavik 

Dato Godkjent av (henhold til fullmakt) 

8/10-19 Ole Trygve Stigen 
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Interview guide    

(translated from Norwegian)   

To the interviewer   

The interview is based on a conversation where we will talk about specific topics. An aspect is that 

the form is relatively focused in order to avoid the interviews to be too long and that the conversations 

are directed in a certain direction. This interview guide is primarily an aid/tool for the interviewer to 

ensure that certain topics are covered. Each topic is outlined with some questions, but the quality of 

the data also depends on the interviewer’s follow-up questions related to what the participants 

tell/share. Try to encourage participants to describe examples and specific stories. That is often what 

provides good data.    

   

Reimbursement   

All participants in the project are reimbursed with NOK 200. In order to get the reimbursement 

refunded in the project, the interviewers need to follow specific guidelines. For each interview, you 

must fill out a form where the following information is noted:   

• Where and when the interview and reimbursement took place.   

• How much; the number and amount per participant.   

• Who distributed the reimbursement, and signature.   

   

The possibility of discontinuing the interview   

All participants may withdraw their participation after the interview. Since we do not collect any 

personal information, this needs to be handled differently than if we had names, etc. Thus, each 

participant will receive a code, consisting of a letter and a number, which they must use if they wish 

to withdraw from the project. Kristin will provide you with this code. Participants are encouraged to 

take a photo of it with their mobile phones. This code must also be recorded into the audio recorder at 

the beginning of each interview.   

      

Introduction 

• The interviewer introduces his/herself.   

• It's very nice that you want to be part of this project!   

• There are no right or wrong answers to the questions I ask; I am only interested in your 

opinions, perceptions, and experiences.   

• These stories are important for understanding, and to enhance our knowledge about how some 

services that potentially may be improved.    

• What you say will be transcribed and anonymized so that no one can know who said what.   

• Don't be afraid to talk about the use of illegal substances; we won't take any action on that.   

• Participation is voluntary, and you can discontinue the interview at any time.  
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START THE RECORDER    

      

The person, and the initiation of injecting drug use:   

• Could you start by telling a bit about yourself?   

• Age   

• Housing/living arrangement   

• Job/source of income   

• Could you describe the first time you injected drugs? Tell story!   

• How did you learn what to do, and how to do it?   

• What were your thoughts on injecting before you tried it yourself?   

• How did you think about people who injected drugs?   

• How did people talk about injecting drug use – how did they describe it (the effect)?   

• What was attractive? What was negative?   

Substance use and injecting:   

So, I would like you to tell me about which substances you use today. Could you describe a typical 

day of drug use in your life?    

• What kind of substances do you use   

• How often?   

• How do you use them?   

• With whom? (Are you usually with someone or alone?)    

• Where, and what times?   

• Describe the situations!   

Where do you like best/prefer to be when you inject drugs?   

• Why is that?    

• With whom?   

• If alone, follow up!   

• Where do you least like to be?   

• Why is that?   

I would like you to describe in a bit more detail how you perform your injections.    

• Could you describe the whole process?   

• Follow up questions on specific ways of doing it – why do you do it that way?   

• How did you learn to do (these specific actions)?   

• What happens if you don't do it that way?   

• How do you know how much to take?   
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• What about variations in quality of drugs, how do you know?   

• Where on your body do you inject? Why there?   

• What is the best thing about injecting?   

• What is the worst?   

• Could you describe the effect?   

• How is that, compared to other intake methods?  

Where do you get the needles and syringes you use?   

• Does it sometimes happen that you use the same equipment multiple times?   

• Why/why not?   

• Do you sometimes use multiple drugs in the same syringe/shot?    

• If so, what is the reason for that?    

• Could you describe how you do it?   

How do you think about risks (of injecting)?   

• What do you do to avoid an overdose?   

• In which cases do you think one is most susceptible of an overdose?   

• Who do you think is most susceptible of an overdose?   

• Have you considered using a different intake method?   

• If no, why not?   

o What is it about injecting that makes you not consider another method?    

o Positive and negative aspects   

• If yes, why/what aspects?   

o Why haven't you started with it?   

o Positive and negative aspects   

• Do you sometimes switch between different intake methods?   

o Which ones?   

o Why or why not?   

Is there anything that we haven't talked about that you think is important to tell?   

   



 

«Risikofylte inntaksmetoder blant injiserende brukere: Behov for mer kunnskap» 

Skjema for utdeling av økonomisk godtgjørelse 

 

Dette skjemaet må fylles ut etter hvert intervju 

Hvor: …………………………………… 

Når: …………………………………….. 

Hvor mye: ……………………………… 

Hvem (navn intervjuer): ………………………………….. 

 

Jeg bekrefter at den økonomiske godtgjørelsen er gitt i henhold til gjeldende retningslinjer: 

 

…………………………………………….. 

Signatur og dato 
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