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Abstract

Aims—To explore the perspectives of structurally vulnerable people who use drugs (PWUD)
regarding: (1) the potential integration of harm reduction interventions (e.g., supervised drug
consumption services, opioid assisted treatment) into hospitals; and, (2) the implications of these
interventions for patient-centered care, hospital outcomes, and drug-related risks and harms.

Design—Semi-structured qualitative interviews.
Setting—Vancouver, Canada.

Participants—30 structurally vulnerable PWUD who had been discharged from hospital against
medical advice within the past two years, and hospitalized multiple times over the past five years.

Measurements—Semi-structured interview guide including questions to elicit perspectives on
hospital-based harm reduction interventions.

Findings—Participant accounts highlighted that hospital-based harm reduction interventions
would promote patient-centered care by: (1) prioritizing hospital care access and risk reduction
over the enforcement of abstinence-based drug policies; (2) increasing responsiveness to
subjective health needs (e.g., pain and withdrawal symptoms); and, (3) fostering “culturally safe’
care.

Conclusions—Hospital-based harm reduction interventions for people who use drugs, such as
supervised drug consumption services and opioid assisted treatment, can potentially improve
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hospital care retention, promote patient-centred care, and reduce adverse health outcomes among
people who use drugs.

Keywords
Patient-centered care; drug users; harm reduction; hospitals; qualitative

INTRODUCTION

Patient-centered care (PCC) has gained increased prominence since the publication of
reports by the Picker Institute (Europe) and Institute of Medicine (United States) identifying
it as a central element of quality health care (1,2). While PCC first emerged in the early
1980s (3), these reports proved instrumental in advancing PCC within medical education
and health policy and planning. In many countries, hospitals have since shifted from care
models emphasizing ‘compliance’ with physician orders to those seeking to be responsive to
patients’ needs, preferences, and values (2,4-7). While there remains no consensus on the
definition of PCC, most PCC models include the following dimensions (1,8,9): (i)
recognition of bio-psychosocial influences on health; (ii) acknowledgement of subjective
health needs and experiences; (iii) shared power and decision-making between patients and
health care providers; and, (iv) promotion of patient-provider communication and
relationships based on mutual trust. While first advanced as a means to address power
relationships between health care provider sand indigenous populations, “cultural safety’ has
more recently been advanced as a core dimension of PCC (10) and best practice in the care
of vulnerable populations (11-13). ‘Cultural safety’ seeks to ensure that care is responsive to
power imbalances and institutional policies and practices that produce health inequities on
the basis of race, gender identity, sexuality, and socio-economic status, among other
characteristics (14).

Previous studies have highlighted the role of PCC in improving patient-provider trust and
communication (15-17), satisfaction with care (16,18,19), and health outcomes (20-22).
However, there is evidence that not all populations equally receive PCC (23-27). Social-
structural forces operating within hospitals often deny the subjective health experiences and
agency of ‘structurally vulnerable’ patient populations. These populations occupy marginal
positions within social hierarchies due to social-structural inequities (e.g., drug
criminalization, racism) and institutional arrangements (e.g., policies and practices), which
render them vulnerable to adverse outcomes (28,29). For example, institutionalized racism
within hospital settings often constrains patient-centered communication and shared
decision-making for racialized populations (e.g., Indigenous or African-American
populations) (23,30,31). Here, racialization refers to the processes by which populations are
marginalized by differential treatment within social systems (inclusive of hospitals) on the
basis of their race or ethnicity (32). Meanwhile, structural forces, such as ‘risk management’
policies, often lead health care professionals to ignore the needs and preferences of certain
populations on the grounds that their ‘risky” behaviors preclude them from sharing in
decision-making (33,34). These shortcomings highlight the need to explore how social and
structural conditions within hospitals can be altered to reduce disparities in PCC and hospital
outcomes.
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This need to better align the social-structural contexts of hospital care with the needs of
populations affected by health inequities is particularly important in the case of people who
use drugs (PWUD). While considerable heterogeneity exists across drug-using populations,
those disproportionately impacted by social-structural inequities, such as racialized policing
and homelessness, are particularly vulnerable to the transmission of infectious diseases (e.g.,
HIV, Hepatitis C) (35-37) and other harms. High rates of infectious diseases (38,39) and
other drug-related complications (e.g., injection-related infections) (40-42) among
structurally vulnerable PWUD lead to frequent hospitalizations (43,44). However, PWUD
have among the worst hospital outcomes of any population and are more likely than other
populations to be discharged against medical advice (33,34,45-49). This increases their
likelihood of hospital readmission, longer hospital stays, and premature mortality (45,49-
51). Recent research characterizing hospitals as ‘risk environments’ has demonstrated that
social-structural forces in hospitals, such as abstinence-based drug policies and racial
discrimination, drive adverse outcomes for PWUD (33,52,53). Moreover, these contextual
forces deny the subjective health experiences and agency of structurally vulnerable PWUD
(33), and preclude the implementation of PCC models responsive to their needs.

There is mounting evidence that harm reduction interventions, including syringe exchange
programs, supervised drug consumption services, and opioid assisted treatment (see
descriptions in Table 1), promote access to care (54-57) and strengthen patient-provider
relationships (58,59). This highlights the potential of harm reduction interventions to create
conditions that facilitate PCC and improve hospital outcomes. One recent qualitative study
outlined how the integration of harm reduction services (including supervised drug
consumption services) into an HIV care facility improved health access, engagement, and
patient-provider relationships (59). Nonetheless, these approaches have not been
implemented in hospitals broadly or in a systematic fashion. There remains a need to
understand their potential impacts on PCC and hospital outcomes.

We undertook this qualitative study to: (i) explore the perspectives of structurally vulnerable
PWUD who had been discharged from hospital against medical advice regarding the
potential integration of harm reduction services into hospitals, including potential impacts
on drug-related risks and care retention; and, (ii) explore the potential of hospital-based
harm reduction approaches to facilitate PCC models for structurally vulnerable PWUD.

METHODS

We draw upon qualitative interviews conducted as part of an ethno-epidemiological study
exploring social-structural influences on hospital care among structurally vulnerable PWUD
(33,52,53), and their perspectives on hospital-based harm reduction services. Consistent
with ethno-epidemiological methods (60,61), we deployed qualitative methods alongside an
epidemiological research program to examine contextual influences on hospital outcomes to
generate insights to inform more targeted interventions. We conducted the qualitative
component in connection with two prospective cohort studies in VVancouver, Canada,
comprised of more than 2000 structurally vulnerable PWUD: the VVancouver Injection Drug
Users Study (HIV-negative) and AIDS Care Cohort to Evaluate Exposure to Survival
Services (HIV-positive), which have been described in detail elsewhere (62,63). In brief,
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cohort participants complete interview-administered questionnaires and provide blood
samples for serological analysis and disease monitoring every six months.

From December 2011 to February 2013, we conducted qualitative interviews with cohort
participants who reported leaving hospital prior to completing treatment (past six months)
during cohort surveys administered since 2010. We focused on this population because they
were deemed most likely to identify shortcomings in hospital care and solutions to adverse
hospital outcomes. We identified potential participants by querying cohort databases, as well
as recruiting individuals reporting discharges against medical advice when completing
surveys administered during the study period. We contacted eligible participants by phone or
approached them during office visits to invite them to participate. While no one refused to
participate, several people did not show up for interview appointments. Ultimately, thirty
people were interviewed (see Table 2 for demographic information). Participants were
predominantly Aboriginal and vulnerably housed, and nearly all reported multiple
hospitalizations over the past five years.

The lead author conducted all of the interviews at the cohort study research office. Informed
consent was obtained prior to commencing interviews. Participants received $20 CAD
honoraria after their interviews. Interviews were facilitated using an interview guide
including questions on social-structural influences on hospital care and perspectives on
hospital-based harm reduction services. Interviews were audio-recorded, averaged 45
minutes, and were transcribed by research assistants.

Interview transcripts were imported into NVivo, a qualitative analysis software program,
and analyzed using inductive and deductive methods (64), which are consistent with ethno-
epidemiological approaches. Data analysis began at the project mid-point and emerging
themes informed subsequent interviews. Inductive and deductive themes were interpreted by
drawing on principles of PCC (1,8,9) and Rhodes’ ‘Risk Environment’ framework (65,66).
The Risk Environment framework focuses on how the interplay between types of
environments (i.e., social, physical, economic, and political) operating across macro, meso,
and micro levels of environmental influence produces or reduces adverse health outcomes
(65,66). Macro-level influences refer to structural factors, such as legal or policy
frameworks, socio-economic conditions, and cultural beliefs (66). Meso-level influences
refer to institutional factors, such as organizational policies and practices (66). Micro-level
influences refer to immediate or interpersonal influences, such as social relationships or
injection settings (66). This framework also focused our attention on how environmental
factors could be modified to improve hospital outcomes. We re-coded interview transcripts
following the establishment of the final themes to ensure their credibility (67). We obtained
feedback on these themes during presentations to local drug user organizations to enhance
the rigour of our findings.

Ethical approval was obtained from the Providence Healthcare Research Ethics Board.
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RESULTS

We found that changing the meso-environmental context of hospital care by implementing
harm reduction approaches has the potential to mediate micro-social/physical environmental
conditions that foster PCC for drug-using populations and improve hospital outcomes.
Figure 1 outlines in greater detail the specific environmental changes necessary to align
hospital care with the needs, preferences, and values of PWUD. Our findings focus on how
these changes would facilitate the adoption of PCC approaches by: (i) prioritizing hospital
care retention and risk reduction; (ii) increasing responsiveness to subjective health needs;
and, (iii) fostering “cultural safety’.

1. Prioritizing Care Retention & Risk Reduction

1.1. Promoting hospital care retention—Participant accounts suggested that hospital-
based harm reduction services would alter the micro-social/physical environmental contexts
of hospital care to ensure that continued drug use would not interfere with care access.
Participants described how they frequently left hospital before completing treatment to avoid
breaching abstinence-based policies, which has been described in detail elsewhere (33).
Participants indicated that the expectation that they abstain from drug use while hospitalized
was unrealistic due to their drug dependency. Participants emphasized the potential of harm
reduction approaches to align environmental conditions in hospital with their needs in ways
that would promote care retention. For example, “Mary” described how hospital care
retention would be improved if hospitals implemented harm reduction approaches that
“listened”” to the drug-related needs of PWUD:

If I wouldn’t have been so sick [i.e., experiencing opiate withdrawal], if they would
listen about my drug needs, | would stay [in hospital]. Just take it seriously.

Participants singled out hospital-based supervised drug consumption services as having the
greatest potential to enable them to complete hospital treatment despite continued drug use.
Participants reported that this intervention would allow them to consume drugs in a
regulated environment in the hospital as opposed to having to leave hospital or lock
themselves in hospital washrooms. “Ellen”, who reported injecting cocaine in locked
washrooms during her many hospitalizations, explained:

Just knowing that you’re not having to [consume drugs] in hiding...People aren’t
gonna leave the hospital, for one thing, if they feel they need to use and feel safe in
the hospital...You don’t have to risk your health care.

1.2. Prioritizing risk reduction over drug abstinence

Whereas current abstinence-based hospital policies produced drug-related risks (e.g.,
injecting in washrooms, syringe-sharing) for those seeking to avoid “getting caught” using
drugs, harm reduction approaches were considered likely to reduce these risks by
prioritizing risk reduction over drug abstinence. Participants emphasized that “safer” harm
reduction approaches would enable them to enact risk reduction by fostering access to
micro-social/physical environmental supports (e.g., medical supervision, injection-related
equipment) critical to minimizing HIV and overdose risks. “Allan” described the potential
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reductions in drug-related risks and harms achievable through hospital-based supervised
drug consumption services:

It would save lives. 1t’d be in a safer environment and it’d be under supervision. It
wouldn’t be out on the street...You could watch each other’s back if something
should go wrong like an overdose or something.

Additionally, participants emphasized the importance of opioid assisted treatment in
reducing the risks (e.g., overdose) associated with opioid dependency under drug
criminalization that become particularly pronounced during hospitalizations. For example,
given the proliferation of adulterated drugs in the study setting (e.g., heroin mixed with
fentanyl), participants explained that opioid assisted treatment meant that they would ““know
what kind of drugs we’re actually doing.”” That is, it would eliminate concerns associated
with consuming drugs of unknown purity that are particularly risky when injecting alone
(e.g., hospital washrooms) or in situations leading to rushed injections (e.g., avoiding
detection by nurses).

2. Responsiveness to Subjective Health Needs

2.1. Acknowledging experiences of pain & withdrawal

Participants considered harm reduction approaches necessary to create micro-environmental
conditions in hospitals that acknowledge the subjective health needs and experiences of
PWUD. While participants described diverse subjective health needs, they indicated that
unmanaged pain and withdrawal symptoms were their most urgent health concerns when
hospitalized, and that these framed their experiences in hospitals. Participants reported that
“heightened tolerance™ to pain medications due to complex co-morbidities (e.g., HIV,
traumatic injury) and withdrawal symptoms stemming from the interruption of drug use
patterns produced severe suffering when hospitalized. However, participants indicated that
hospital staff routinely dismissed these symptoms due to the intersection of abstinence-based
policies, anti-drug stigma, and, in the case of those of Aboriginal ancestry, racism.
Participants explained that harm reduction approaches had the potential to reorient care by
acknowledging these symptoms, among other health care needs, and ensuring that these
needs were prioritized over drug abstinence. For example, the following excerpts illustrate
how reorienting pain and withdrawal management protocols to alleviate suffering was
considered necessary to acknowledge — even symbolically — participants’ subjective health
needs and experiences:

You could just show a little more compassion and gentleness. Understand that good
people are also addicts. Not everybody is a criminal. Maybe not to deny them
proper medications whether it’s an opiate or not just because of their addiction.
Give them a chance to heal and get better.

[“Joseph”]
The hospital should ask the person, ‘Do you need anything? Are you using
anything?’ Heroin, it’s an addictive drug. If my doctor was giving me pain
medication, then | wouldn’t have to use heroin...If you’re a junkie and go in the
hospital, they won’t give you anything. How do they expect you to stay?
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[“Alexander”]

2.2. Aligning environmental conditions with health needs & decisions

Participants considered the provision of more comprehensive harm reduction supports as
being necessary to ensure that hospital care is responsive to and respectful of their needs and
experiences. They viewed improvements in pain and withdrawal management as likely to
reduce their need to consume drugs. However, participants reported that they would
continue to consume drugs due to drug dependency and personal preferences. Harm
reduction approaches, such as supervised drug consumption services and opioid assisted
treatment, were considered necessary to allow participants’ agency in responding to their
needs (e.g., pain and withdrawal symptoms) and in making decisions surrounding drug use.
For example, participants indicated that providing opioid assisted treatment in combination
with supervised drug consumption services would enable them to manage withdrawal
symptoms, in consultation with their physician, stemming from interruptions in drug use
patterns. As “Elaine”, who had experienced extreme pain and withdrawal in hospital,
explained:

If a person doesn’t have their down [i.e., heroin], they get really sick. I mean,
physically sick. You know, instead of being judged by the health care professional,
he can just go take a little walk down to this, you know, place [i.e., supervised drug
consumption services] and go use [i.e., prescribed opioids] and go back to the
bed... They’re able to say, you know, “I am physically sick and | need what |
need.”

Importantly, participants articulated that aligning the meso- and micro-social/structural
contexts of hospitals with their needs by providing harm reduction supports would ensure
that primary focus of care remains their presenting illness. “Otis” explained that this would
reduce barriers to hospital care access and retention by partially relieving the stress
associated with hospitalization:

I wouldn’t be leaving the hospital. It would make me want to deal with my medical
issues. | would stay there ‘cause when I’m up there [in hospital] | want to use
drugs. | know a lot of people that go to the hospital that are drug users, and they
leave the hospital ‘cause they want to do drugs.

3. Promoting Cultural Safety

3.1. Increased cultural safety in patient-provider relationships

Harm reduction approaches were considered necessary to disrupt stigma operating at the
micro (e.g., anti-drug discrimination) and meso (e.g., abstinence-based policies) social-
environmental levels and reorient the environmental contexts of hospitals around cultural
safety. Participants asserted that harm reduction approaches would reshape the social-
environmental contexts of patient-provider interactions by promoting non-judgment and
refocusing attention on their ‘personhood’. Participants drew upon their experiences with
local harm reduction services when emphasizing that the non-judgment and social inclusion
that characterizes these settings could be extended to hospitals through the adoption of
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similar approaches. “Leslie”, who regularly injected heroin at the local supervised injection
facility, explained:

In Insite [i.e., local supervised injection facility], they basically don’t judge. When
you go in there, you’re just who you are...You know that nobody’s judging you.
They’re keeping an eye out for you just to make sure you’re safe...If [the hospital]
was kinda [like] that environment where you feel like you’re not being judged or
stereotyped, | think it definitely would be something people [like] myself would be
interested in.

Aboriginal participants described how the intersection of anti-drug stigma and racism led to
poor treatment in hospitals and contributed to distrust of hospital staff. All participants
identified the need to complement harm reduction policies with training, emphasizing
social-structural drivers of drug dependence and health inequities. However, Aboriginal
participants emphasized the importance of coupling these supports with anti-racist policies
and education to extend cultural safety to racialized populations. The following excerpts
from interviews with “Beth” and “Natalie”, both Aboriginal women, highlight the
intersection of racism and anti-drug stigma, and emphasis Aboriginal participants placed on
the need for non-judgmental approaches:

Sometimes, when you’re in a hospital...and you’re an Aboriginal person. You walk
in and people just start looking at you and you know there’s a lot of racism in the
hospital. [...] They mistreat you and they don’t care. [...] | think if | was treated
equally like the other patients were being treated, like human beings and not
mistreated, | would [stay]... treat them for who they are and not just because we’re
Aboriginal people and drug addicts.

[“Beth”]
I think they need to learn more about drug addicts and alcoholics and that they need

more teaching around addictions instead of judging because of them not having that
education...Instead of just being a nurse, maybe be a friend too.

[“Natalie”]

3.2. Creating culturally safe spaces

While emphasizing the importance of cultural safety across the meso- environmental level,
participants further pointed to the potential of specialized wards operating under harm
reduction and antiracist approaches to create ‘culturally safe spaces’ in hospitals for drug-
using populations. They viewed specialized wards as most likely to minimize anti-drug
stigma and racial discrimination within the context of patient-provider relationships because
the wards would require a greater degree of skill specialization among hospital staff. In turn,
participants asserted that hospital staff in specialized wards ““[would be] more at ease and
know what’s expected if there’s a special area for us. The following excerpt from an
interview with “Roy” illustrates how specialized wards with trained hospital staff were
perceived to have potential to minimize stigma and discrimination:

Maybe a separate ward would be better for the addicted... | think a lot of the
stigma and misbeliefs about addictions wouldn’t be prevalent because you know
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that the staff...If they’re there, [it’s] because they really care from the heart...|

think the discrimination of addiction would probably, hopefully, be gone.
Participants also acknowledged the potential social-structural barriers (e.qg., stigma, anti-drug
policies) to integrating harm reduction approaches into general inpatient settings, with one
participant noting that these “wouldn’t be very kosher with the other patients”. Participants
reported that specialized hospital wards would thus need to be ““separated and segregated”
in order to be acceptable to other patients and to accommodate those wishing to pursue drug
abstinence or drug treatment during hospitalization. Nonetheless, participants indicated that
specialized wards for PWUD would be similar to those available to other patient
populations. “James” explained:

There should be like a special wing of the hospital that’s just for people [who use

drugs] so that their lifestyle doesn’t affect other people that are hospitalized. [...]

They already have that, where all patients with similar problems are kept in the

same wings of the hospital. Like, everybody with spinal problems is kept in the

same department together and everybody with cancer are all kept together, so they

don’t feel like they’re alone in it, so they have somebody that they can relate to.

DISCUSSION

In summary, our findings highlight the potential of harm reduction approaches to reshape
the meso-social/structural contexts of hospital care to foster micro- social/physical
environmental conditions that promote PCC for structurally vulnerable PWUD (see Figure
1). Our findings also demonstrate the potential of population-specific PCC to produce
improvements in hospital outcomes, including increased satisfaction with care, improved
patient-provider relationships, and reductions in discharges against medical advice.

Conceptualizing harm reduction as a necessary condition for PCC for structurally vulnerable
PWUD reveals continuities between these approaches. By reducing risk and harm without
requiring drug abstinence, harm reduction approaches reflect principles of PCC, such as
responsiveness to patient needs, preferences, and values. Conversely, harm reduction
approaches are perhaps necessary to orient hospital care to the subjective health needs and
experiences of PWUD and foster shared decision-making and mutual trust. However, while
efforts to eliminate disparities in PCC prioritize clinical strategies, harm reduction
approaches often focus on the need for structural changes (e.g., drug policy reforms) to
respond to the needs of PWUD (54,65). Advancing equity in PCC for PWUD would require
both clinical and harm reduction approaches to remake the structural-environmental context
of hospital care (e.g., reforming drug laws and hospital policies) and facilitate the
implementation of population-specific PCC for PWUD. This further suggests that changes
to the social-structural contexts of hospital settings can transform them from ‘risk
environments’ into ‘safer environments’ for drug-using populations. However, given
continued community opposition to harm reduction approaches in much of the world, such
changes are unlikely to happen quickly. Advocacy campaigns involving a broad coalition of
actors (e.g., researchers, clinicians, drug user organizations) will likely be necessary to foster
socio-political conditions leading to the implementation of hospital-based harm reduction
services.
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Nonetheless, there is an ethical imperative for PCC models to be as responsive to the
subjective needs and experiences of drug-using populations as they are to other populations.
We found that harm reduction approaches were considered necessary to this end,
particularly with regard to pain and withdrawal management. While PWUD have diverse
health needs and experiences, there is considerable evidence that their pain and withdrawal
symptoms are routinely ignored in hospitals (33,34,52) as the result of anti-drug stigma,
racism, and abstinence-based hospital policies (33,34,68). Unmanaged pain and withdrawal
symptoms foster severe suffering, and lead to discharges from hospital against medical
advice among PWUD seeking to alleviate these symptoms (33). Our findings suggest that
enabling PWUD to manage pain and withdrawal in consultation with their attending
physician (i.e., opioid assisted treatment) or by injecting on their own (i.e., supervised drug
consumption services) may significantly improve hospital care retention and minimize drug-
related risks.

Consistent with previous studies on community-based harm reduction interventions
(54,55,58,59), our findings demonstrate the potential of hospital-based harm reduction
approaches to improve patient-provider relationships by de-stigmatizing drug use,
refocusing attention on ‘personhood’, and addressing racialized inequities in patient
decision-making. Harm reduction approaches thus appear to be a necessary condition for
‘cultural safety’ in hospital care for PWUD. Importantly, cultural safety extends beyond
cultural competence through attention to systemic factors (e.g., power imbalances,
institutional policies) that produce and reproduce health inequities among and within
populations along classed, gendered, and racialized lines (69). The abovementioned
structural changes represent an important step toward fostering conditions that enable
cultural safety. However, additional steps, such as improved training and institutional
policies, are necessary to further support health professionals in providing more equitable
care. Training in harm reduction approaches that emphasizes social-ecological
understandings of health inequities will be necessary to promote cultural safety (11,70). The
overrepresentation of racialized groups among drug-using populations — and, indeed,
Aboriginal persons in our sample — further requires that harm reduction training be
combined with antiracist policies and educational programming to extend cultural safety
equally across all drug-using populations.

Finally, while integrating harm reduction into PCC models has the potential to reframe
hospitals as culturally safe spaces, more targeted approaches, such as specialized wards,
might be necessary to ensure cultural safety for PWUD at particularly high-risk of adverse
hospital outcomes (e.g., discharges against medical advice). Previous research has suggested
that hospital-based harm reduction services may foster conflict between ‘non-drug users’ or
‘good drug users’ and “disruptive drug users’ (71). However, our findings suggest that
specialized wards for high-risk PWUD might limit these conflicts while enabling hospitals
to deploy resources (e.g., trained staff) in a more targeted fashion. Such an approach to
hospital care for PWUD is consistent with the emerging view that greater specialization is
needed in Addiction Medicine to more fully respond to their needs (72). While specialized
wards might not be feasible in all settings, they should be considered in settings where drug
epidemics contribute to frequent hospitalizations. However, because racialized groups are
often overrepresented among drug-using populations (73,74), these specialized approaches
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should be implemented only in consultation with these communities and in a manner that
does not reproduce segregation but rather addresses larger health inequities.

This study has several limitations. Participants had been discharged against medical advice,
and had negative experiences in hospitals. Their views might not be representative of
PWUD reporting more favourable hospital treatment. We also undertook this research in a
setting with comprehensive harm reduction services. Research undertaken elsewhere should
bear in mind that PWUD might have less familiarity with specific interventions. Finally, we
did not explore the perspectives of hospital staff regarding hospital-based harm reduction
interventions, and additional research exploring their perspectives is needed to more fully
account for factors likely to shape the implementation of these approaches.

In conclusion, growing awareness of disparities in hospital outcomes among drug-using
populations points to the need for action to better align care with their needs. Hospital-based
harm reduction approaches represent a promising avenue for not only fostering population-
specific PCC, but also bringing about more comprehensive health improvements among
structurally vulnerable PWUD.
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Figure 1.
Conceptual model to promote patient-centered care for PIWUD
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TABLE 1

Harm reduction interventions

Harm reduction supply distribution

. Syringe exchange programs distribute of safer injecting equipment, including syringes, disposable cookers, alcohol swabs, and
sterile water (75).

. Safer smoking kits distributed to people who smoke drugs consist of Pyrex® stems, mouthpieces, brass screens, and push sticks
(76).

Supervised drug consumption services

. Services that permit individuals to inject or smoke drugs under the supervision of health professionals, who are trained to respond
to overdoses (77).

Opioid assisted treatment

. Heroin and opioid assisted treatment involve the prescription of heroin or prescription opioids to individuals who have not
responded to other forms of treatment (78).

Addiction. Author manuscript; available in PMC 2017 April 01.



1duosnue Joyiny 1duosnuen Joyiny 1duasnuen Joyiny

1duasnuen Joyiny

McNeil et al.

TABLE 2

Participant characteristics (n=30)

Age
Mean 45 years
Range 29-59 years
Gender
Male 16
Female 13
Transgender 1
Race
Aboriginal ancestry 17
Caucasian 12
African-Canadian 1

Health Status

HIV-positive 15
HCV-positive 22
Housing status (prior to most recent hospitalization)
Single Room Occupancy Hotel 17
Apartment 5
Emergency Shelter 3
Unhoused 5

Drug Use (thirty days prior to most recent hospitalization)

Crack cocaine 22
Heroin 18
Cocaine 12
Prescription opioids 7

Reason for most recent hospitalization

Injection-related infections 8
Pneumonia 5
Traumatic injury 4
Other 13

Number of hospitalizations (past five years)

One 2
Two to Three 13
Four or more 15
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