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Abstract

People who use illegal drugs (PWUD) often face adverse socio-political contexts (e.g.,
poverty, homelessness, racialization, criminalization) that make them structurally vulnerable.
Structurally vulnerable PWUD experience elevated exposure to stigmatization, discrimination,
and cultural oppression which increases their risk of drug-related harm. These groups of PWUD
often have health and social care needs that go unmet. Service providers and policies typically do
not sufficiently address the underlying structural factors that lead to substance-related harm. A
critical link to mitigating structural vulnerability lies in understanding the perspectives of
clinicians and policy actors who inform decisions that govern the lives of PWUD. Therefore, the
overarching goal of this thesis was to explore structural vulnerability at the clinical- and policy-
level through the perspectives of social care providers and policy actors.

Two qualitative studies addressed this goal. Study 1 focused on the clinical-level and
analyzed 18 semi-structured interviews conducted with social care providers caring for PWUD at
a large, urban acute care hospital in Western Canada. Study 2 focused on the policy-level and
analyzed 73 semi-structured interviews conducted as part of the Canadian Harm Reduction
Policy Project. Participants included policy actors from all 13 Canadian provinces and territories
who were involved in harm reduction and drug policy within their respective jurisdictions. Latent
content analyses were conducted for both studies, informed by critical realism.

At the clinical-level, there were contradictions in how different Study 1 participants
discussed patient-level barriers to providing social care. Some blamed poor outcomes on patient
deficits in motivation, while others emphasized structural factors that impede patients’ ability to
secure income, housing, and other social supports. Within the hospital, some participants felt that

acute care was not the appropriate setting to address social needs, but most felt that hospital
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visits afford a rare opportunity to address health inequities and reach structurally vulnerable
patients who use drugs who otherwise have limited access to effective care in the community.
Participants described gaps in community services, particularly in housing and financial
supports, which limited successful social care provision. Finally, several potential policy
solutions were identified, including establishing better transitional and permanent housing
supports that comprehensively address medical, income, and substance use needs.

At the policy-level, participants in Study 2 acknowledged the central role of structural
vulnerability (e.g., poverty, homelessness, racialization) in drug use and related harm across the
provinces and territories. Criminalization, in particular, was seen as a major contributor to
structural vulnerability by justifying a litany of formal and informal sanctions against drug use,
and by extension PWUD. Many participants expressed that their personal understanding of harm
reduction included addressing the structural conditions facing PWUD, but stated that formal
government policies often ignore or downplay the centrality of addressing structural conditions
for improving the wellbeing of PWUD. Participants identified several potential policy solutions
to intervene on structural vulnerability, including decriminalization, safer supply, and enacting
policies encompassing all health and social sectors.

This thesis offers unique insight on structural vulnerability and substance use from the
perspectives of social care providers and policy actors which have been lacking from the broader
literature on structural vulnerability. Taken together, findings from this thesis reinforce structural
vulnerability as a main contributor to drug-related harm for PWUD and highlight services and
policies that could better address the structural conditions in which PWUD live. Overall, it is
apparent that more comprehensive efforts are needed to develop and implement both services

and policies aimed at mitigating structural factors for PWUD.
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Preface

This thesis is original work by Nicole Gehring, in primary collaboration with Dr. Elaine
Hyshka (EH), as well as guidance from supervisory committee members Dr. Ginetta Salvalaggio
(GS) and Dr. Bernie Pauly (BP). Additional research support was provided by Ms. Kelsey Speed
(KS). The research described herein received ethical approval from the University of Alberta
Health Research Ethics Board (Pro00053613 [Study 1]; Pro00052053 [Study 2]). Contributions
of each collaborator are outlined below.

Chapters 1 and 4 are original works of Nicole Gehring, who synthesized the literature.
EH provided primary and overarching guidance of these chapters with supplementary feedback
from GS and BP. The research project from which Chapter 2 derived was conceived and
designed by EH. EH provided primary guidance, GS and BP provided intellectual feedback, and
KS provided research support. EH was the Principal Investigator of the dataset used for Chapter
3. As with Chapter 2, EH was the primary supervisor, GS and BP provided overarching
guidance, KS provided research support. Members of an advisory group (people who have
lived/living experience of drug use, homelessness, and hospitalization) provided feedback on the
interpretation of the findings from both studies as well as feedback on the overall thesis
recommendations. No part of this thesis has been previously published. Portions of this research
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Chapter 1: Introduction

This thesis contributes to the literature on the structural vulnerability of people who use
illegal drugs', with an emphasis on how social care providers and policy actors perceive and
influence the structural factors shaping the lives of people who use drugs. This thesis adopts a
paper-based format and includes an introduction chapter, two chapters each outlining Study 1
and Study 2 in manuscript form, and a conclusion chapter. Chapter 1 starts with an in-depth
literature review in relation to both studies, including: 1) substance use and adverse health
outcomes; 2) people who use drugs and structural vulnerability; and 3) structural competency
among health, social, and policy professionals. A literature review specific to Study 1 then
follows on acute care and structural vulnerability. The rationale and objectives for Study 1 are
then detailed. Chapter 1 continues with a literature review on harm reduction and structural
vulnerability specific to Study 2, along with the rationale and objectives of this study. Chapter 2
reports the results of Study 1, a study analyzing qualitative interview data on social care
providers’ perspectives on caring for structurally vulnerable patients who use drugs and are
experiencing homelessness and/or unstable housing within acute care. Chapter 3 details the
results of Study 2, a study analyzing qualitative interviews conducted as part of the Canadian
Harm Reduction Policy Project, which explored policy actors’ views on structural vulnerability
in harm reduction and policymaking for illegal drugs. The concluding chapter synthesizes the
main thesis findings, describes clinical and policy implications, and provides possible directions

for future research.

! The term people who use drugs is used throughout this thesis to describe people who use illegal drugs (e.g.,
criminally prohibited drugs or the misuse of prescription medications) through injection, inhalation, intranasal,
and/or oral routes of administration.



1.1 Literature review
1.1.1 Substance use and adverse health outcomes

Illegal drug use is a growing concern in Canada. In the most recent Canadian survey,
past-year illegal drug use (including cocaine or crack, ecstasy, speed or methamphetamines,
hallucinogens, and/or heroin) was reported by 987,000 Canadians in 2017, an increase from
678,000 in 2015 [1]. Use of illegal drugs were higher among males compared to females at 5%
and 2% respectively, and highest among young adults aged 20 to 24 (10%) [1]. In 2012,
approximately 21.6% of the Canadians (roughly six million people) aged 15 years or older met
the criteria for substance use disorders (SUDs)—defined as an individual's recurrent or
prolonged use of alcohol and/or other drugs leading to clinical and/or functional impairment
[2]—at least once in their lifetime. Of this group of people, 4% experience SUDs involving
drugs other than tobacco, alcohol, and cannabis [3].

People who use illegal drugs (PWUD) are at an increased risk of developing adverse
health outcomes [4-6]. Substance use, particularly when complicated by injection drug use,
increases susceptibility for human immunodeficiency virus (HIV), Hepatitis C virus (HCV), and
other sexually transmitted and blood borne infections, as well as cutaneous and subcutaneous
abscesses, talcosis, and endocarditis [7]. PWUD also experience high rates of co-occurring
mental illness [8]. The drug poisoning emergency (e.g., clandestinely-produced synthetic
opioids) is a principal contributor to fatal and non-fatal overdoses [9-11]. Canada’s national drug
poisoning emergency has escalated dramatically since 2014 and has been exacerbated by the
COVID-19 pandemic [12, 13]. For example, prior to the COVID-19 pandemic, the highest

quarterly count of opioid-related deaths was 1,766 [13]. Since the onset of COVID-19, the



quarterly count of opioid overdose deaths was 5,148 between July and September 2020 [13],
reducing life expectancy rates in Canada [14, 15].

Adverse health outcomes for PWUD are further compounded by intersecting social
categories, such as socioeconomic status, race, gender, and sexual orientation [16]. PWUD who
experience homelessness and/or unstable housing face additional extreme health inequities
across a wide range of conditions [17]. For example, people experiencing homelessness have
high mortality rates and adverse health outcomes partly due to risk behaviours associated with
drug use [18-20]. People experiencing homelessness who use drugs are at risk for physical
illnesses, including traumatic brain injury [21], dental problems [22], malnutrition [23, 24], and
abscesses [25], among others. Substance use is a significant cause of mortality among people
experiencing homelessness. When compared to the general population, mortality rates associated
with illegal drugs are approximately 8 to 17 times higher amongst people experiencing
homelessness [26]. Public drug use (e.g., consumption in streets, parks, washrooms) among
those experiencing homelessness is common and heightens the possibility of HCV and HIV
transmission [27-29]. The prevalence of HIV and HCV is higher among homeless populations
compared to housed populations [30-32].

Racial minorities (e.g., Black, Indigenous, and People of Colour [BIPOC]) who use drugs
face several health disparities due to racialization, discrimination, and marginalization such as
higher rates of HIV and substance use [33-37]. Canada faces distinct health disparities amongst
Indigenous Peoples (including First Nations, Métis, Inuit). Indigenous Peoples in Canada
experience a disproportionate burden of ill health and substance use compared to non-Indigenous
populations [33, 34] including higher rates of homelessness, HIV, and HCV compared to non-

Indigenous PWUD [38-40]. Despite accounting for only 4.9% of the Canadian population [41],



Indigenous communities are also disproportionally affected by the drug poisoning emergency
[42]. Opioid-related mortality rates in Alberta and British Columbia were approximately 3 to 4
times higher among individuals identifying as First Nations than non-First Nations in 2018 [43,
44]. The drug poisoning emergency has also been escalating among Black Canadian
communities [45, 46].

Women and youth who use drugs are also at high risk of experiencing adverse health
outcomes associated with substance use, particularly HIV, HCV, and blood borne infections
partly due to riskier behaviours and/or early drug use initiation [34, 47-50]. Sexual minorities
(e.g., Lesbian, Gay, Bisexual, Transgender, Queer or Questioning + [LGBTQ+]) are also at

greater risk for earlier substance use initiation and SUDs than heterosexual populations [51, 52].

1.1.2 People who use drugs and structural vulnerability

The World Health Organization defines the social determinants of health (SDH) as “the
conditions in which people are born, grow, live, work and age” (para. 1) (e.g., physical and
social environments and the distribution of material and social resources) [53]. The concept of
structural vulnerability extends SDH scholarship by acknowledging how individuals and
populations interact with political, socioeconomic, and cultural hierarchies [54, 55]. Structural
vulnerability is closely related to structural violence. Structural violence describes the social
arrangements (e.g., gender, race, poverty) that put people in the line of harm by way of structural
and institutional forces [56]. Structural vulnerability can be viewed as the manifestation of
structural violence [54-56] and can help explain how economic and social vulnerabilities
magnify the risk of drug-related harm for various subsections of PWUD [57]. Intersecting health
and social inequities stemming from (but not limited to) criminalization, gender and sexual

orientation, racialization and colonialization, socioeconomic status, occupational opportunities,



and unstable housing and homelessness have been well established in creating and sustaining
structural vulnerability of PWUD [55, 58, 59]. These structural vulnerabilities oppress and
intensify disparities amongst PWUD by constraining their ability to take measures to promote
and protect their health and limit equitable access to health and social services [55].

Criminalization. Canadian drug policy has historically been dominated by prohibition of
illegal drugs and the criminalization of PWUD [60]. The prohibition of drugs in Canada was not
based on evidence of harms resulting from substances, but rather in racialized moral panic over
non-British immigration [61, 62]. For example, the criminalization of opium (e.g., Opium Act in
1908) was a response to Chinese immigration [61, 62]. The criminalization of cocaine and
cannabis experienced similar historical dynamics, linked to Caribbean immigration [61, 62].
These anti-immigrant sentiments and resulting prohibitive policies were a response to perceived
threats against Canada’s white bourgeois moral order in an effort to maintain British and colonial
immigrant economic opportunities [61, 62]. Prohibition and criminalization have been
ineffective in controlling illegal drug use and have resulted in an overrepresentation of PWUD,
particularly BIPOC PWUD, in the Canadian justice system [63-65].

The legal and social contexts that frame the lives of PWUD influence their ‘risk
environment’. Rhodes (2009) articulated the risk environment as “drug harms as a product of the
social situations and environments in which individuals participate” (pg. 193) [58]. In order to
navigate high-risk environments, structurally vulnerable PWUD have to navigate moral and
power inequities to generate income (e.g., sex work, criminal activity) and/or obtain illegal drugs
(e.g., negotiating with people who sell drugs) [58, 59, 62, 66]. This can lead to elevated exposure

to physical violence [67]. Exposure to physical violence has been linked to drug-related harms



(e.g., needle sharing, rushed consumption) [68, 69] and entry into sex work or selling drugs [70],
further propagating risks of violence.

Gender and sexual orientation. Gendered power inequities position women into a
socially oppressed category relative to men, often creating dependence upon men for social,
material, and physical support or protection [71]. LGBTQ+ PWUD are at particular risk of
structural violence and social marginalization due to extreme discrimination and stigmatization
[72, 73]. Sex work and structural violence have both been shown to increase risk behavior in
response to social oppression, subjectification, and restricted agency [74]. Resulting strategies to
reduce the harms associated with drug use are often balanced against other priorities deemed
more urgent, such as evaluating interactions (e.g., with people who sell drugs, sex work clients or
partners) for safety, avoiding assault, and securing money and shelter [75]. The efforts taken to
facilitate survival may contradictorily hinder the ability of PWUD to mitigate harms associated
with illegal drug use [71, 76].

Racialization and colonization. Social exclusion manifests through forms of oppression
that marginalize certain groups of people [77]. Current structures and institutions (e.g. political,
social, and cultural) within Canada have maintained the marginalization of BIPOC populations
and contributes to harm associated with trauma, abuse, social exclusion, and racialization [35,
61, 78]. For example, intergenerational trauma from historical processes (e.g., residential
schools, the Sixties Scoop) as well as current institutions (e.g., child protective services, foster
care systems) have long-lasting deleterious psychological, emotional, and physiological
outcomes for Indigenous Peoples in Canada [79, 80]. As a result, Indigenous Peoples in Canada
experience disproportionate economic disadvantage [81, 82]. Moreover, BIPOC communities

experience high structural violence, incarceration rates, and over-policing [35, 61, 79]. For



example, although Black Canadians only comprised 2.5% of the overall population in 2010-
2011, Black Canadians accounted for 9% of the federal prison population [65]. Overall, BIPOC
populations experience cycles of violence and socioeconomic disparities [35, 83, 84].

Socioeconomic status. Residents of communities with low socioeconomic status
experience inequities in institutions and social structures (e.g., schools and policing), as well as
physical resources (e.g., housing and employment opportunities) that promote social exclusion
and relative deprivation [85, 86]. Residents of socioeconomically disadvantaged neighbourhoods
are at an increased risk of initiating drug use given increased burden of psychological distress
and social stressors [87]. Other factors that increase drug use initiation or worsen drug-related
harms in lower socioeconomic areas include: targeted marketing of alcohol [88, 89]; higher
number of drug-related crimes and proximity to illegal markets [90]; adverse life events,
particularly in childhood [91]; and recurrent stigma and/or discrimination [92].

Occupational opportunities. The circumstances of PWUD can make already limited
employment opportunities more difficult to secure or maintain [93, 94]. Employers are less likely
to hire individuals living with or recovering from substance use (e.g., due to stigma,
criminalization) [95, 96]. When employment is obtained, people struggling with substance use
are more likely to exhibit increased absenteeism at work and reduced productivity, which can
further negatively impact their vocational opportunities [97, 98]. PWUD may delay or
circumvent employee benefits for help with problematic substance use [99] due to fear and risk
of termination, suspension, and other punitive actions [98]. Further, substance use is often an
exclusion criterion for income assistance policies in many jurisdictions [100, 101].

Unstable housing and homelessness. Unstable housing and homelessness are closely

intertwined with socio-political factors including food insecurity, entrenched poverty, and drug



criminalization, which in combination reinforce structural vulnerability among people
experiencing homelessness [102-105]. People experiencing homelessness may use drugs in an
attempt to mitigate structural vulnerabilities. For example, using drugs while homeless may
supress hunger, avoid victimization at night by extending waking hours, and provide temporary
relief from physical and emotional pain [106]. Compared to other low-income individuals,
people experiencing unstable housing or homelessness have higher rates of substance use [107,
108]. Conversely, PWUD are often more vulnerable to homelessness and/or unstable housing
due to additional barriers in obtaining shelter, housing, and employment opportunities due to
their substance use [109]. Lack of shelter and/or housing further exacerbates unemployment for
people experiencing homelessness. For example, employment is often contingent on proof of
residence [110].

The criminalization of homelessness further increases structural vulnerability [111].
Policies have responded to the visible ‘inconvenience’ of homelessness by restricting the rights
of people experiencing homelessness to occupy public spaces [112]. For instance, several
provinces and municipalities have enacted legislation that criminalize income generating
activities of this population (e.g., washing car windows, panhandling) [113-115]. People
experiencing homelessness often use drugs in public. Public drug use is more likely to be rushed,
and as a result PWUD adopt unsafe drug use practices (e.g., reuse and sharing of supplies,
unsterile environments) [116-118]. Moreover, fear associated with police presence has been
shown to decrease the time between purchasing and consuming drugs in an effort to consume
drugs before they are confiscated [119-121].

Intersectionality and structural vulnerability. While criminalization, gender and

sexual orientation, racialization and colonialization, socioeconomic status, occupational



opportunities, and unstable housing and homelessness have been described distinctly here,
structural vulnerability is often the manifestation of intersecting social categories.
Intersectionality theory emphasizes that social categories are not independent and
unidimensional but rather multiple, interdependent, and mutually constitutive [122-124].
Intersectionality was rooted in Black feminist scholarship by Crenshaw (1991) and further
extended to public health by others such as Bowleg (2012) and Bauer (2014). Central to
intersectionality is that multiple social categories at the micro-level (e.g., race, gender,
socioeconomic status) are linked to macro- and structural-level inequities (e.g., racism, sexism,
poverty) [123]. PWUD are often positioned within multiple disadvantaged categories (e.g., racial
and sexual minorities) that create and reinforce structural vulnerability [16]. For example,
PWUD who have intersecting identities of racial minority and sexual minority have greater risks
of substance use and drug-related harm than PWUD who identify as only a racial minority or
only a sexual minority [51, 125].

Taken together, many drug-related harms stem from structural vulnerability and multiple
social inequities rather than substances themselves. Ramifications of socio-political factors
create and maintain structural vulnerability of PWUD and ultimately exacerbate the health and

social harms to PWUD through social control and oppression.
1.1.3 Structural competency among health, social, and policy professionals

Health and social service providers as well as policy actors are increasingly
acknowledging structural factors that produce health disparities [55]. Most research on
structural vulnerability has focused on trying to understand sow structural vulnerability
produces health disparities [58, 67, 74] as well as how structurally vulnerable PWUD perceive

and experience health and social service provision [57, 126-128]. While this work has been



useful for characterizing health and social inequities faced by PWUD, the degree to which
health, social, and policy professionals address or perceive structural vulnerability within their
work remains unclear.

Health, social, and policy professionals act as structural forces themselves. These
professionals shape the services and policies that affect the lives of PWUD, and make
decisions that can either mitigate or exacerbate structural vulnerability. Service providers
adopting individual-level views on illegal drug use tend to treat patients “primarily in a
psychological, social, cultural, and class vacuum” (pg. 344) [129]. Individualized views on
substance use favours behaviour modification strategies (e.g., through personal risk-reduction
efforts, stigma, or informal sanctions) [129, 130]. Focusing on individual behavioral factors
creates potential health-related ‘deservingness’ which implicitly or explicitly appraises which
populations are ‘worth’ time and effort [131, 132]. This can cause service providers to hold
perceptions about which patients are likely to ‘do well’. People in deprived circumstances are
more likely to engage in behaviours deemed ‘unhealthy’ and are therefore often perceived
unlikely to ‘do well’ in health promoting strategies [133]. Adopting a structural approach, on
the other hand, creates potential to counter stigmatized narratives of poverty, substance use,
and cultural subordination by acknowledging that health outcomes are shaped by larger
structural forces [55, 129, 134].

A growing body of literature has called for professionals to develop structural
competency to increase awareness of how structural issues influence individual and population
health and increase skills to address these issues in practice [55, 135-137]. Structural
competency builds upon cultural competency. Cultural competency is an approach that

acknowledges that race, social class, and ability, among others, shape interactions between
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providers and patients [138]. While cultural competency aims to acknowledge provider bias
and improve provider-patient communication, structural competency is “the ability for health
professionals to recognize and respond with self-reflexive humility and community
engagement to the ways negative health outcomes and lifestyle practices are shaped by larger
socioeconomic, cultural, political, and economic forces” (pg. 17) [55]. Structural competency
includes five core competencies [137]: 1) recognition of structures that shape clinical
interactions (e.g., how factors outside services impact health); 2) development of structured
language (e.g., how structure impacts health); 3) articulation of socio-political factors in
structural terms (e.g., the impact of social and economic issues that impede service provision);
4) acknowledgement of structural interventions (e.g., structural factors that impact health can
be addressed); and 5) development of structural humility (e.g., limitations of structural
competency).

Understanding how professionals perceive structural vulnerability may be a first step in
building structural competency. Only a handful of studies have examined the perspectives of
professionals in how they interpret structural factors when providing clinical services to
structurally vulnerable PWUD [135, 139, 140]. These studies documented an
acknowledgement of structural barriers (e.g., institutional, poverty, cultural, and political
factors) in care provision [139]; structural vulnerability in the production of trauma [135]; and
the complex interplay between structural and individual factors in explaining detrimental
behaviors [140]. However, it is unclear how professionals act upon these structural factors in an
effort to mitigate underlying inequities. More surprisingly, there has been almost no research
on how policy actors perceive structural vulnerability. This is concerning given the

documented impact of drug policy on structural vulnerability. One notable exception is a
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qualitative study, which found that Australian policy actors acknowledged that SDH needs to be
considered as part of drug policy; however, it remained unclear how to effectively do so through
policy [141].

Deeper investigation on how clinicians and policy actors understand and incorporate
structural vulnerability within their work may facilitate bridging the gap between literature
documenting structural vulnerability [55, 58, 67, 74, 142] to the implementation of clinical and
political strategies and interventions targeting structural factors. Understanding how structural
vulnerability is perceived and acted upon in clinical and policy settings may help counteract
punitive actions that restrict access to health, social, and substance use care for structurally
vulnerable PWUD. As such, the overarching purpose of this thesis was to explore structural
vulnerability at the clinical- and policy-level through the perspectives of social care providers
and policy actors in order to facilitate recommendations on how services and policies could

better address structural conditions for PWUD.

1.1.4 Acute care and structural vulnerability

Almost 18% of acute care hospital admissions are attributed to substance use in Canada
[143]. In total, all harms associated with substance use contribute to 2 million days in hospital in
Canada each year [144]. Hospitalized patients who use drugs are more likely than other patients
to experience homelessness [145-148], attribute their acute care visits to substance use [ 149,
150], and report acute care as their primary source of medical care [147, 151]. Structurally
vulnerable patients often use acute care services as opposed to community and primary care
services [152-154]. This is typically a response to structural barriers to access, such as
geographical and financial accessibility, lack of continuity of care, and the need to prioritize

other immediate needs [155, 156]. Structurally vulnerable patients often delay help-seeking until
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acute conditions are developed, further prompting presentation to acute care services rather than
preventative community services and/or primary care [157].

Structurally vulnerable patients describe the hospital environment as inhospitable [158,
159]. PWUD, particularly those experiencing homelessness or unstable housing, describe feeling
judged and unwelcomed in hospital settings [159-164] and describe surveillance during their
hospitalization (e.g., unnecessary searches, confiscation of substances and personal belongings)
[158, 165]. Stigmatization and discrimination contribute to suboptimal care for hospitalized
PWUD [166-168]. Hospital care providers often have lower regard, less motivation, and
dissatisfied feelings working with structurally vulnerable patients who use drugs [158, 166, 169-
172]. This often stems from prejudicial attitudes, including the perception that structurally
vulnerable patients who use drugs are violent, manipulative, deceiving, drug-seeking, and poorly
motivated or apathetic in their life circumstances [166, 169, 170, 173-177]. As a result, these
patients are likely to experience poor quality care, be involuntarily discharged or leave against
medical advice, have frequent admissions in hospital for lengthy and costly stays, and decreased
help seeking behaviours [158, 178-183].

Traditionally, acute care hospitals have been orientated around providing short term,
medically necessary treatment. While this may meet patients’ immediate medical needs,
underlying factors including SDH and structural vulnerability are typically not addressed [184,
185]. Structurally vulnerable PWUD often present to acute care with unmet health and social
needs (e.g., substance use and mental health services) as well as basic material needs (e.g., food,
shelter, safety, income) [145, 186-190]. Moreover, this patient population has reported interest in
accessing acute care to support their unmet needs, including assistance with housing and booking

follow-up appointments [191, 192]. Acute care providers have also expressed frustrations that
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structurally vulnerable PWUD present to acute care because their basic needs have not been met
and utilize acute care as a temporary solution to housing insecurity [193-195].

Beyond acute care presentations, inpatient admissions to the hospital also have a social
basis. Approximately 12-20% of general inpatient stays are complicated by economic and social
barriers to discharge (e.g., delays in securing social service assistance, difficulty finding or
financing appropriate housing placements) rather than medical reasons [196, 197]. Likewise, the
length of stay in acute care hospitals is also associated with social factors. For example, high
psychosocial severity is associated with increased length of stay in these facilities [198-200] and
is further complicated by homelessness [201, 202]. Surprisingly little research has examined the
social needs among hospitalized patients who use drugs. However, one qualitative study
described that patients experiencing SUDs felt that efforts to improve substance use may be
pointless unless hospitalization addressed their basic social needs [203]. Most concerning,
perhaps, inpatients experiencing homelessness and/or unstable housing are frequently discharged
without having their basic housing needs met. They are often discharged back to emergency
shelters or onto the street, further compounding inequities [204-206].

The traditional biomedical model of hospital care has been criticized for its failure to
adequately factor in the effect of the broader environment on health, and underestimating the
potential role for addressing social needs in acute care settings [151, 184, 207-209]. Addressing
social needs within acute care can reduce health system costs and strain on hospital capacity by
increasing efficiency, preventing admissions, and improving discharge processes and outcomes
[210-213]. Increasing attention on SDH within hospital settings has been described as a

promising approach to address health inequities and reduce acute care utilization [212, 214-216].
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The integration of formal social supports into acute care is one strategy that has the potential to
better support the broader material needs of patients.

Formal social supports within acute care are often provided by social care providers [215,
217, 218]. While medical service providers (e.g., nurses, physicians) may have some formal
training on psychosocial care, their role is typically focused on addressing biomedical conditions.
Social care providers on the other hand have specialized training and/or intimate knowledge on
addressing social problems and challenging social injustices [218, 219]. Various complementary
acute care roles comprise social care providers including social workers, transition coordinators,
and peer support workers. Hospital social workers provide care coordination (e.g., mental health
services, substance use and crisis counseling) and help patients access social services (e.g.,
disability supports, health benefits, shelter and other basic needs, and housing and income
assistance) [194, 214, 218, 220]. Transition coordinators also assist with these components, but
focus specifically on post-discharge plans in an effort to prevent adverse outcomes [221]. Peer
support workers, who are individuals who have lived experience and experiential knowledge,
facilitate rapport to help patients shape their own care and provide nonclinical assistance to
support patient goals [222-224]. Together, social care providers assist the most complicated
cases (e.g., patients with multiple comorbidities and/or low psychosocial functioning) [194, 220,
225]. However, hospital social care remains an understudied area of acute care services [220,
226]. Extant literature largely focuses on social care provision with a wide range of patients
within various hospital settings [215, 218, 219, 227, 228].

Literature regarding social care provision specifically for structurally vulnerable hospital
patients who use drugs is also limited. Where data are available, the number of structurally

vulnerable acute care patients who are offered or receive social care provision is low [229-231].
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One study estimated that amongst people who use illegal opioids frequently, fewer than 10%
were offered or provided social services during their hospitalization [231]. Blondell et al. (2008)
reported that among patients hospitalized for medical detoxification, only 19% received peer
support [229] and Murphy et al. (2009) found that only 30% of PWUD receive social care
services in hospital [231]. A retrospective survey of patients hospitalized for injection drug use
with infective endocarditis found that during their first admission, 86% received social work
consultation. However, of those readmitted, only half were referred for follow-up social work
consultation [232]. Moreover, Moore et al. (2016) found that hospital social care providers
provide mainly mental health services and care coordination rather than material support (e.g.,
clothing, transportation services) or other referrals (e.g., shelters, community resources) [220].
Limited social care provision for this patient population is concerning given that social supports
provided during hospitalization can decrease admissions, shorten length of stay, and improve
post-discharge outcomes [233, 234]. For example, securing housing after discharge has been
associated with decreased health service utilization and substance use [234].

Several factors may explain limited social care provision for structurally vulnerable
patients within acute care, operating at the macro- (socio-political), meso- (local healthcare
system), and micro- (clinical) levels [194]. At the macro-level, social hierarchies within the
traditional medical model can create strain and disagreement between hospital social care
providers and other staff (e.g., nurses, physicians) which can limit: 1) who social care providers
see in hospital; and 2) the quality of care provided to patients [ 184, 235-238]. At the meso-level,
the hospital environment is often not equipped with resources or community connections to
support social care, and patient needs are expected to be addressed within short timeframes [215,

226]. At the micro-level, social care providers are often subjected to unrealistic expectations at
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the practice level to “fix” or contain entrenched systemic issues (e.g. homelessness, poverty,

substance use) leading to burn out and apathetic care [194].
1.1.4.1 Study 1 rationale and objectives

While current literature demonstrates the social needs of acute care patients and the need
for social service provision within hospital, the majority has focused on general acute care
patients [194, 199, 214] and those experiencing homelessness specifically [177, 239-241] or
substance use specifically [203, 242, 243]. This is concerning given the high rates of co-
occurring substance use and homelessness and/or unstable housing within acute care [244, 245],
and ultimately neglects the unique circumstances of patients with intersecting social needs. In
addition, literature regarding social care within acute care often combines the perspectives of
social (e.g., social workers) and medical (e.g., physicians, nurses) service providers [177, 228,
235, 237, 239, 242] despite differences in their level of involvement in social care provision.
Moreover, the perspectives of other social care providers (e.g., peer support workers, transition
coordinators) in providing social care to structurally vulnerable patients are missing from the
literature. This is surprising given their active role in social care provision, and limits holistic
understanding of social care delivery. Finally, literature is heavily focused on emergency
department settings [145, 151, 186, 187, 189, 193, 194, 220, 226]. However, inpatient units may
be a more effective point of engagement for addressing social needs given lengthier stays
compared to relatively brief emergency department encounters. This lack of evidence hinders
efforts to improve social outcomes and break structural vulnerability cycles for PWUD and
experiencing homelessness.

Study 1 aimed to explore how social care is provided to acute care patients who use drugs

and are experiencing homelessness and/or unstable housing. Specifically, Study 1 sought to
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understand the perspectives of social care providers on the factors that hinder or enable social
care provision for this patient population as well as potential solutions they believed would
improve the social care of these patients. Two research questions for this qualitative study
addressed this aim:
1. What are the barriers and facilitators in providing social care for patients who use
drugs and are homeless and/or unstably housed in acute care?
2. How can acute care hospitals and the broader healthcare system better address the

social needs of this population?
1.1.5 Harm reduction and structural vulnerability

Harm reduction is both a philosophy and set of pragmatic grassroots and political
strategies that aim to reduce negative outcomes associated with drug use, drug polices, and drug
laws (e.g., health, social, and legal impacts) without requiring abstinence. According to Harm
Reduction International (2021), harm reduction is grounded in four principles and three goals
[246]. The principles of harm reduction are: 1) respecting human rights (treating PWUD with
dignity, respect, and compassion); 2) commitment to evidence (harm reduction in informed by a
strong body of evidence); 3) commitment to social justice (ensuring discrimination does not
exclude PWUD from health and social services); and 4) avoiding stigma (accepting PWUD as
they are without judgement). The goals of harm reduction are: 1) keeping PWUD alive (keeping
PWUD alive is the most urgent priority followed by reinforcing positive changes, no matter how
small); 2) reducing harms from drug laws and policies (challenging laws, polices, and law
enforcement practices that contribute to drug-related harm); and 3) offering alternative
approaches to abstinence-based treatment (abstinence from drug use is not imposed or regarded

as the only option). Though its roots extend at least as far back as the 1900s, contemporary harm
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reduction rose in prominence in the 1980s, aligning with the emergence of ‘new public health’
principles [247]. New public health recognizes the interdependency of health, emphasizes the
need to address SDH, and seeks to balance health and social services through population-based
prevention and promotion interventions [248].

Harm reduction as a strategy has been widely endorsed by the World Health Organization
(WHO) [249] and the United Nations (UN) [250]. In Canada, harm reduction is one of four
official policy responses to addressing drug use along with prevention, treatment, and
enforcement under Health Canada’s Canadian Drugs and Substances Strategy [251]. Canadian
harm reduction providers offer a variety of interventions for the prevention, treatment, and care
of PWUD including, but not limited to: supervised consumption services, sterile supplies for
drug consumption, overdose prevention programs, naloxone kits, drug checking, safer supply
pilot programs, information on safer drug use, and non-abstinence-based housing initiatives
[246]. There is considerable evidence that harm reduction strategies are effective in reducing
harms and risks associated with drug use including communicable disease transmission,
overdose mortality and morbidity, public drug use and other public disorder, and successfully
connecting PWUD with health and social services [252-256]. Moreover, literature supports the
overall cost-effectiveness of harm reduction programming [257, 258]. However, harm reduction
strategies “are insufficient to address underlying social conditions that produce inequities” (pg.
6) [259].

Harm reduction as a philosophy of care attempts to shift the culture from typical
stigmatized narratives and care for PWUD, to building relationships with respect well as
recognition and efforts to alleviate the multiple structural vulnerabilities faced by PWUD [259-

261]. Originally, harm reduction emphasized a philosophy of care through grassroots practices,
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including advocating against criminalization and broader structural changes (e.g., legalization of
all classes of drugs and sex work, housing as a basic human right), along with illegally
distributing sterile syringes by PWUD, front line workers, and activists [262-264]. Public health
organizations began adopting harm reduction strategies as a pragmatic approach for reducing
HIV transmission during the 1980s HIV/AIDS epidemic [265, 266]. As harm reduction
continued to grow through the 1980s and 1990s the approach became increasingly
institutionalized and medicalized as a top down policy rather than a bottom up movement, often
removing the control from the communities who developed and continue to access harm
reduction services [262, 264, 266, 267].

Despite continued efforts of PWUD, front line workers, and activists pressing harm
reduction as a philosophy for broader structural change [268-270], harm reduction is often
framed as a set of narrow of strategies for promoting individual risk reduction. The pragmatics of
harm reduction, especially those that are institutionalized, have largely focused on the
encouragement of PWUD to “take responsibility for the care of their bodies and to limit their
potential to harm” (pg. 361) through numerous preventative actions [271]. For example, PWUD
are educated and instructed to: not share needles, use clean supplies, follow sterile drug use
techniques, test their drugs, limit dosage, never use alone, avoid mixing substances, and practice
safer sex [272-275].

Critics have questioned the extent to which contemporary harm reduction policies, which
largely focus on preventative actions, have balanced protecting the rights of PWUD and
promoting public health. Many have argued institutionalization and medicalization has
reinforced individual risk reduction, masking health inequities that contribute to illegal drug use

and related harm [259, 264, 274, 276-280]. Others contend that these limited representations of
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harm reduction that ignore or downplay harm reduction as a philosophy of care further
marginalize drug-using populations and communities [259, 281]. As a result, harm reduction
focused on individual-level risk reduction has been described as “a partial rather than
comprehensive approach to reducing the harms associated with multiple inequities” (pg. 6)
[259]. For instance, in many settings, contemporary harm reduction has achieved limited success
in addressing structural vulnerabilities such as countering racialized policing [282], securing
employment opportunities for PWUD [110], or ending homelessness and the continued
criminalization and stigmatization of PWUD [60, 111, 260, 283]. In response to these criticisms,
many have called for greater emphasis on human rights in drug policy and a refocusing of harm
reduction policy and practice towards addressing structural factors that contribute to patterns of
drug use and drug-related harm [267, 278].

The expressed or implicit emphasis on personal risk reduction in harm reduction
strategies may be a result of political expediency by governments in response to emerging
epidemics (e.g., communicable diseases [253], overdoses [284]). Individual-level risk reduction
strategies tend to be less controversial than proposals for progressive drug policy reform (e.g.,
legal regulation with consumer protection/quality control) [285, 286] and harm reduction
continues to demonstrate effectiveness in mitigating some of the harms of illegal drug use for
individuals and populations (e.g. HIV, HCV) [253, 287]. However, despite rapid expansion of
harm reduction strategies [288], official support for harm reduction has ebbed and flowed
depending on upon political authority and prevailing ideologies [289, 290]. Conservative views
on drug policy stress that harm reduction will undermine illegal drug control, while more liberal
views see harm reduction as an opportunity for structural policy reform [290]. Contested policy

often carries symbolic value in which evidence may be undermined [291, 292]. Even in the face
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of established evidence of the benefits of harm reduction, harm reduction strategies continue to
be a contested area of ‘morality policy’ [289, 293, 294] and straddle the line of illegality-legality.
For example, needle exchange programs and supervised consumption services required extensive
advocacy that they were beneficial in reducing drug-related harms (e.g., HIV/AIDS, overdose)
by PWUD, families, academics, and select politicians before they were officially sanctioned
[295, 296]. These movements have been described by Baker et al. (2020) as ‘non-elite’ policy
actors (i.e., those occupying community, organization, and individual roles) driving ‘elite’ policy
actors (i.e., those occupying formal public policy roles) into making formal harm reduction
policy [297].

Taken together, harm reduction has been limited to pragmatic responses to drug use,
restraining its full potential. Institutionalization, medicalization, and political opposition has
generally situated harm reduction as a narrow set of individual-level risk reduction strategies,
rather than a vehicle to mitigate the underlying social inequities that make PWUD at risk for

drug-related harm as originally intended.
1.1.5.1 Study 2 rationale and objectives

Current literature indicates that harm reduction strategies focused on reducing individual
harms of drug use are ultimately insufficient for addressing health and social inequities if
structural factors are not also alleviated. While research has documented the efforts of some
policy actors and activists (i.e., PWUD, frontline harm reduction workers) in advocating for
structural changes to improve the health of PWUD [268-270], almost no research has explored
policy actors’ views on harm reduction philosophy or understanding of the role of drug policy in
creating or influencing the material conditions in which PWUD live. Study 2 sought to explore

how structural vulnerability is situated within discourses of harm reduction and policymaking for
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illegal drugs. Specifically, study 2 aimed to understand the perspectives of Canadian policy
actors on how they understand structural vulnerability of PWUD and whether they identify a
need to better address structural vulnerability within harm reduction and policymaking for illegal
drugs. Two research questions for this qualitative study addressed this aim:
1. To what extent is structural vulnerability identified and discussed in relation to harm
reduction and policymaking for illegal drugs in Canada?
2. Ifidentified, what solutions do policy actors propose for addressing structural
vulnerability amongst PWUD and what efforts have they undertaken to advance

formal policy change in this area?

1.2 Overarching approach

Critical realism underpins the research presented in this thesis. Critical realism asserts
that reality exists and operates regardless of one’s knowledge or awareness of it [298, 299].
Critical realism derives from a particular paradigm, including ontology (i.e., a patterned set of
assumptions concerning reality), epistemology (i.e., knowledge of that reality), and methodology
(i.e., the particular ways of knowing that reality) [300]. Critical realism retains components of
both positivist and constructionist paradigms [298]. It retains the realist ontology of positivism
which posits that “there is a real world that exists independently of our perceptions, theories, and
constructions” (pg. 5) [301], but also accepts the relativist ontology of constructionism which
asserts that “our understanding of this world is inevitably a construction from our own
perspectives and standpoint” (pg. 5) [301]. Critical realism further acknowledges that social and
structural factors are produced and reproduced through practices, policies, and actions. Although
critical realism acknowledges that these factors are often historically rooted, they are subject to

transformation [302]. In this way, critical realism is well suited to explore the complex and
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dynamic relationship between substance use, social services, acute care, and harm reduction as
they are shaped by social conventions and policies. Moreover, while these relationships are
rooted in historical processes, political responses continue to evolve, shaping experiences and
expectations of PWUD. Finally, critical realism is ideal to explain social structures and suggest

practical policy recommendations to address social problems [298].
1.3 Thesis structure

The remainder of this thesis includes Chapters 2 to 4. Chapters 2 and 3 detail the analyses
of two qualitative datasets in manuscript form. Chapter 2 outlines the first study of this thesis,
which analyzed interviews exploring the perspectives of social care providers in providing care
for structurally vulnerable patients who use drugs and are experiencing homelessness and/or
unstable housing. Chapter 3 describes the second study, which analyzed policy actors’ views on
structural vulnerability in harm reduction and policymaking for illegal drugs, based on interview
data collected as part of the Canadian Harm Reduction Policy Project. The concluding chapter
synthesizes the thesis findings as a whole, describes its clinical and policy importance, and

provides areas for future research.
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Chapter 2: “Sometimes, I honestly feel hopeless”: Social care providers’

perspectives on caring for structurally vulnerable patients who use drugs
2.1 Introduction

Structural vulnerability is the manifestation of intersecting political, socioeconomic, and
cultural hierarchies that impact the health of individuals and populations [54, 55]. People who
use drugs (PWUD) are often structurally vulnerable due to severe socio-political disparities that
amplify stigmatization, discrimination, and cultural oppression. Patients who use drugs and are
structurally vulnerable, particularly those experiencing unstable housing and/or homelessness,
disproportionately access acute care more than the general public [303, 304]. Hospitalized
patients who use drugs are more likely than other hospitalized patients to experience
homelessness and report acute care as their primary point of healthcare access [145, 151].
Structurally vulnerable patients often rely on acute care more often for several reasons, including
access barriers (e.g., no identification, health insurance), lack of primary care continuity, and/or
prior experiences of stigma and discrimination in healthcare settings [155, 305]. Negative
experiences and difficulties in accessing health systems can result in delayed care seeking until
health conditions require urgent medical attention, often reinforcing acute care as the most
accessible and convenient option for addressing medical needs [144, 157].

Conventionally, hospitals provide short-term diagnostic assessment and acute medical
treatment. Although structurally vulnerable patients often present to acute care with unmet social
and material needs (e.g., inadequate housing, food insecurity, unemployment, safety concerns,
difficulty affording basic needs) [186, 191], it is rare that these social determinants of health
(SDH) are adequately addressed during hospitalization [145, 306, 307]. Instead, structurally

vulnerable patients are frequently discharged back to emergency shelters or onto the street,
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further compounding health inequities [204]. This is concerning because connecting these
patients with social supports can significantly improve post-discharge outcomes, decrease
admissions, and shorten the length of hospital stays [233]. Provision of housing alone after
discharge is associated with decreased substance use and health service utilization [234].

The integration of formal social supports into acute care settings is one potential strategy
to address the broader material needs and health outcomes of patients. However, hospital staff
have identified several barriers to providing social care, including limited resources, lack of
healthcare coordination, hierarchies within the hospital, and pressures to discharge [194, 308,
309]. Little research has addressed how to respond to barriers impeding the delivery of hospital
social care in hospitals [226], and extant studies focus on the perspectives of social workers. The
views of other professionals who provide social care (e.g., peer support workers, transition
coordinators) have received little attention, resulting in a narrow perspective on social care
delivery within acute care. There is also limited literature regarding effective social care
provision specific to structurally vulnerable patients who use drugs. The majority of extant
research examines social care for general acute care patients [194, 199, 214], or for those
experiencing homelessness [177, 239-241] or those who use drugs [203, 242, 243], exclusively.
This is problematic given the high prevalence of substance use amongst homeless and unstably
housed populations [244, 245] and the unique challenges in supporting this patient population
effectively.

While social care providers in acute care hospitals have specialized training to help meet
basic and complex needs of patients, they receive little guidance on how to care for patients who
use drugs [310] or those experiencing homelessness [311], let alone patients experiencing both

substance use and homelessness. Patients who use drugs and experience homelessness report
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feeling judged and unwelcomed within hospital settings, and describe futility in the care they are
provided due a lack of compassion and adequate care [161-163]. Hospitals also often enforce
formal or informal bans on illegal substance use [158, 312]. As a result, patients can hesitate to
disclose their housing status or substance use [172, 176, 313]. Nondisclosure leaves these
important aspects of health neglected, while disclosure can lead to stigmatized clinical
encounters [172, 176, 313]. Further, structurally vulnerable patients who use drugs are often
excluded from community social supports (e.g., housing and income supports) as some policies
do not recognize substance use as a long-term disability [314-316]. Effective care for this patient
population requires tailored and coordinated interventions that address both housing and
substance use simultaneously [317, 318]. We explored the perspectives of social care providers
in an urban acute care hospital on the barriers and facilitators they face in providing effective
support to patients who use drugs and experience homelessness and/or unstable housing. Our
overall aim was to generate knowledge on social care provision that could lead to better social

care integration within acute care to improve acute care and outcomes for this patient population.
2.2 Methods
2.2.1 Study design

The research team adopted a focused ethnographic design [319]. While traditional
ethnography aims to describe and understand culture, focused ethnography is designed to elicit
information on a distinct issue or shared experience within a discrete community, organization,
or context and has been widely used to study a variety of healthcare settings [319]. Focused
ethnography commonly employs semi-structured interviews and often limits or omits participant
observation [319-321]. This method is well-tailored to capturing the perspectives of social care

providers on supports required for people seeking acute care for conditions related to substance
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use and unstable housing or homelessness, and generating data for program improvement. The

study received ethics approval from the University of Alberta Research Ethics Board.
2.2.2 Study setting

The study was conducted at a large, urban acute care hospital located in Edmonton,
Canada. While the hospital serves patients from all over Northern and Western Canada, many
reside within the local health services catchment of Edmonton-Eastwood. This catchment area is
associated with poorer socioeconomic status compared to the provincial average [322], high
overdose rates [323], and a disproportionately high number of visits related to substance use
compared to other hospitals in Alberta [324].

The hospital offers access to an addiction medicine consult team (AMCT). At the time of
the study, the AMCT included addiction medicine physicians, a nurse practitioner, social
workers, an addiction counsellor, and peer support workers. The team provides in-hospital
consultation services, including specialized pain and withdrawal management, substance use
treatment, harm reduction, access to personal identification, and income and housing support
[192]. The AMCT works in close collaboration with other positions, including unit social
workers and transition coordinators within the hospital, and social workers, peer outreach
workers, and homeless transition coordinators in the community to provide social care to
structurally vulnerable patients who use drugs.

Social care providers outside of the AMCT (i.e., unit social workers, transition
coordinators) work throughout the different areas of the hospital and provide social care, where
indicated, to the general patient population. While unit social workers provide a range of social
services (e.g., psychosocial assessment, advanced care planning, case management and

coordination, discharge planning), unit transition coordinators focus their resources and services
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on optimal post-discharge plans in an effort to reduce cost of care and prevent adverse outcomes.
Finally, the provincial Department of Community and Social Services employs social care
providers who liaise with hospital staff and patients to provide access to client records from
across different ministry income support programs. This allows hospital social care providers to
check the status of client applications and coordinate documentation for new submissions or re-

applications for a variety of short and long-term income and disability support programs.
2.2.3 Data collection and participants

The AMCT helped identify potential participants through personal invitations, flyer
distribution, and presentations at hospital staff meetings. Interview participants also referred
colleagues who may be interested in participating. Interested individuals provided informed
consent prior to commencing the interview in a private location within the hospital. Interviews
were audio-recorded, and descriptive and analytic field notes were compiled for each interview
to note contextual details and analytical insights by a member of the research team. The
interview guide (Appendix A) explored staff experiences providing social services to patients
experiencing homelessness and/or unstable housing and use drugs. It also explored staff views on
acute social care provision and bridging patients between hospital and community supports.
Interviews lasted approximately one hour and were de-identified and transcribed verbatim using
pseudonyms for participants.

Sampling focused on maximizing role diversity amongst participants who directly
provide social care for patients. A member of the research team conducted 18 semi-structured
interviews between August 8, 2018 and January 24, 2019. Participants were social workers (SW;
n=8) and other social care providers (SCP; n=10), such as peer support workers and transition

coordinators. This ‘other’ category was used to protect participant confidentiality and anonymity
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for social care providers occupying otherwise identifiable positions. Participants were affiliated
with the AMCT (n=6), the inner-city acute care hospital (n=10), and the Ministry of Community
and Social Services (n=2). Determining adequate sample size in qualitative research is ultimately
a matter of judgement and experience. Participant recruitment and data collection continued until
the research team agreed that the transcripts provided rich, thick data. This was determined by
identifying that no new ideas or concepts were emerging from interviews and preliminary

analysis showed thematic saturation [325].
2.2.4 Data analysis

We used NVivo 12 to manage the final interview data and field notes. Consistent with
focused ethnography, latent content analysis was used to identify, code, and categorize primary
patterns in the interview transcripts to develop a preliminary list of codes [319, 321]. Codes were
iteratively refined, grouped to form categories based on similarity [321], and revisited based on
the socioecological model outlined by McLeroy et al. (1988) to generate themes [326]. The
socioecological model by McLeroy et al. (1988) recognizes that public health challenges are
often too complex to be adequately understood and addressed from a single level, and
emphasizes that health behaviors are a product of individual attributes, social environments, and
policy contexts [326, 327]. Specifically, the model considers the complex interplay between
individual (e.g., knowledge, attitudes, skills), interpersonal (e.g., families, friends, social
networks), organizational (e.g., social institutions, formal and informal rules and regulations),
community (e.g., relationships between organizations), and public policy (e.g., local, state, and
national laws and policies) features which support and maintain health behaviours [326]. This
model is particularly helpful for understanding multiple and interacting determinants of health as

well as developing recommendations for multi-level interventions [326, 328]. The
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socioecological model facilitated generating new understanding of the barriers, facilitators, and
potential solutions for improving social care for structurally vulnerable patients who use drugs
across different levels of influence. Our codes were ultimately organized around four of the five
context-specific levels within the socioecological model [326, 328]: 1) individual; 2) community;
3) organization; and 4) policy levels of influence. While the individual level typically refers to
the individual receiving care personally, this level of influence was adapted to describe how
social care providers view individual-level patient barriers to care from their perspectives. The
interpersonal level of influence was not prominent in the main findings of our inductive analysis.
Several strategies were used to ensure rigour [329]. Reliability was sought through the
generation of a codebook and co-coding, in which a second member of our research team
reviewed the codebook, transcripts, and categorization for coherence and accuracy. Special
attention was given to negative cases to increase validity by exploring perspectives that
contrasted with more commonly occurring perspectives. In addition, the use of an audit trail and
field notes facilitated engagement in reflexivity and minimized the chance of bias. Finally, to
increase generalizability of the findings, we maximized the diversity of participants to establish a

rich and in-depth understanding of social care provision within an acute care setting.
2.3 Results

As shown in Figure 2.1, four main themes emerged from our qualitative analysis,
corresponding to levels of the socioecological model [326]. The main themes are described
below from micro- to macro-level of influence: 1) individual; 2) organization; 3) community;

and 4) policy.

31



Policy
The need for comprehensive
socio-structural interventions and
policy change

Community
Gaps in community health

and social systems

Organization
The contested role of the hospital

in social care provision

Individual
Conflicting views on patient-
level barriers to care

Figure 2.1 Main themes organized within the socioecological model [326] (figure adapted from
Barbara et al., 2017 [330]).

2.3.1 “There are people [who] unconsciously or consciously subscribe to an individualist

orientation”: Conflicting views on patient-level barriers to care

How social care providers conceptualize patient-level barriers to care determines, in part,
their approach to addressing needs in practice. Participants in our sample had divergent views,
with most emphasizing deficits in patient motivation as the main factor determining unsuccessful
social care provision, and a minority highlighting the centrality of structural factors that impede
individual patients’ ability to secure income, housing, and other social supports.

Participants with a more reductionist view on structural vulnerability and substance use

attributed challenges in providing care to patients’ internal mental states, suggesting that some
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patients “choose” to be homeless, or lack motivation to address their financial circumstances or
substance use, and as a result often fail to “follow through™ on offers of support. This view was
particularly common amongst transition coordinators in our sample. These participants described
structurally vulnerable patients who use drugs as “blocking beds” in hospital for others with
more “legitimate medical needs,” or as “noncompliant” with care plans or hospital rules. These
views were often cited as rationale for discharging patients back into homelessness. Participants
voicing a reductionist perspective described doing the bare minimum for patients, e.g. “put a
bunch of papers down...here you go let me know if you need any help” [SCP15], or expecting
patients to access supports on their own. For example, one participant explained:

At the end of the day, patients make their own decisions and make their own choices.

And if they choose not to help themselves, no matter how much stuff you give them it’s

not going to be enough, because they’re still not going to do it. [SCP4]

In contrast, other participants described how patients’ ability to follow through with
supports was limited by factors outside of patients’ control. Participants voicing this perspective
were largely affiliated with the AMCT. Some participants expressed how post-discharge or
outpatient follow-up was challenging because other urgent needs such as “where am I getting my
next meal, where am I sleeping tonight” [SCP5] often take priority over keeping scheduled
appointments. These participants noted that following-up with social supports could be further
hindered by a lack of a phone or transportation and the need to continually focus on securing
drugs and avoiding withdrawal. One social care provider described that securing adequate social
support is typically a long and incremental process which makes it hard for patients to follow up:

[I]f we had more time we could work with them but it’s not that easy, it’s not a quick fix,

it’s a long-term fix and a lot of our people are transient, so they don’t come back to their

follow-up appointments because you know, their substance [use], so they’re back out
there, they’re back out and do their thing...and it depends on how far you are in your

[substance use]...you’re telling somebody like okay, you’re on the waiting list for a year.
Like, in a year’s time, am I going to care? [SCP18]
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Beyond material challenges, participants outlined how patients often find the hospital to
be “inhospitable”, describing the pressure to discharge patients who are away from the unit for
too long, even when they had logical reasons for leaving (e.g., looking for housing, collecting
belongings, income generating activities, consuming substances, interacting with peers). Many
participants therefore detailed having to allocate a lot of time advocating for patients to stay in
hospital in order to adequately address their social needs. For example, a social worker said:

[T]hey may be off the unit because they’re looking for a place...They may have a

[substance use] issue that is bringing them off the unit...I’ve had a lot of people be really

worried about their stuff and where they’ve stashed their stuff. And they’ve got to go and

move it...going and connecting with their peer group out in the smoke pit or things like
that...because they’re plus, plus, off unit they kind of get pushed out...So, we have to try
and advocate for them to stay in hospital so we can actually help them. [SW6]
Finally, many participants noted that patients “have had many, many negative interactions with
systems” [SW6] which have resulted in a deep mistrust of providers and hospitals:

We create a lot of the behaviours by trying to force these patients into certain groups and

it doesn’t work like that...we’re trying to get them to fit in a system that they really don’t

want to be part of. They want to...live on their own terms. [SCP3]
The combination of follow-up challenges and the “inhospitable” hospital environment were

described as the main reason individual patients “fall through the cracks” [SW7], and ultimately

do not get their social needs met.

2.3.2 “If we view health from a medical model, we’re not understanding the social

determinants of health”: The contested role of the hospital in social care provision

At the organization level, participants described tensions in providing social care for
structurally vulnerable patients given the traditional biomedical approach to acute care. In

particular, they discussed the need to frequently turn over available beds and feeling constant
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pressure to discharge patients back to homelessness if patients no longer have acute medical

needs. As one participant shared:

Traditionally hospitals are based on a very medical model...The old school saying that

still you hear sometimes on the units is that we’re not here to solve social issues, we’re

here to solve medical issues...Being homeless is not a medical issue, having no income is
not a medical issue so it should not warrant or require that they need to stay in hospital to

address this. So, hence, why patients once they’re medically stable, are discharged. I

think that social issues are addressed if they impact the hospital stay or the hospital

discharge. [SW1]
As a result, most participants outlined how they struggled to provide more than “band-aid”
approaches to address patients’ social needs, and being able to only “do something really quick,
because they’re being discharged in two days” [SW10].

Many participants felt that the hospital cannot ameliorate underlying determinants of
substance use and homelessness. A few participants were comfortable with the limited range of
social care provided in hospital and felt that hospitals should not be responsible for addressing
social needs. However, all participants accepting the biomedical model still acknowledged that
without providing adequate social care within the hospital, patients will continue to have adverse
health and social outcomes. A social worker told us:

[W]e’re talking about systemic issues, right. [SJomeone’s not going to come into the

hospital and we’re going to solve the fact that they were...victims of childhood trauma

and now they have [problematic substance use]...And I don’t necessarily think that
everything needs to be dealt with in an acute care setting. But I think there needs to be
some understanding of here’s all these other things that are actually impacting their
health and if we don’t address them in some way...overall their health and their
wellbeing as a person is not going to get better. [SWE]

In contrast, many participants stressed that hospitals should be responsible for social care

because if “we just look at the medical part we are going to wait for them to come back in

another week or two” [SW2]. These participants noted that inequities in health and social care
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access in the community can be alleviated through the hospital because admissions provide an

opportunity to reach structurally vulnerable patients who otherwise have limited access to care:
I think that there’s a population though that comes into the hospital more frequently and
this is the one place that it should be best addressed because it’s not well addressed
anywhere else. [SW9]

Similarly, participants outlined how the hospital provides a relatively stable environment, which

creates an opportunity to provide comprehensive social supports. As detailed by a social worker:
It’s actually more productive when they’re in hospital because they have a safe and stable
place that they are staying right now that I can find them when I go up to the unit and be
able to make progress while they’re in hospital. [SW6]

Others noted that given the entrenched nature of substance use and homelessness, the hospital

provides a window to engage patients that otherwise may not be reached. For example, one

participant told us:
It’s a great time to kind of say here’s an opportunity...especially for [substance use]...so
sometimes that window of opportunity is really small, and when they hit that window of
opportunity in a hospital, if there’s an opportunity for housing and all those wrap-around
services to kind of capitalize on that opportunity. Some people might say it’s a captive
audience. [SCP14]
Overall, while some participants felt that acute care was not the appropriate setting to

address social needs, most felt that the hospital provides an opportunity to provide both medical

and social care to improve outcomes for structurally vulnerable patients who use drugs,

especially given structurally vulnerable patients often have limited access to effective care in the

community.

2.3.3 “It’s almost like they’re set up for failure”: Gaps in community health and social

systems

Participants noted several gaps in community health and social systems that further

challenged their ability to care for this patient population. Most participants discussed a lack of
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affordable and available housing supports compared to the number of patients in need, resulting
in waitlists lasting “close to a year” [SCP4]. Participants noted several other challenges in
connecting patients with housing supports, including finding suitable housing, accommodating
patient preferences, and patients’ histories with housing supports. Participants outlined how the
unique needs of structurally vulnerable patients with current substance use were particularly hard
to accommodate within mainstream housing programs. For example, one participant said:
Substance use is a huge issue. Even in some of the lodges, for some of our patients who
are homeless, there's only a handful that will take them. Which they’re fantastic but any
other lodge that finds out that there’s substance use, is not likely going to take
them...[It’s] great to have that [option allowing substance use] but then again, we have a
waitlist. [SWE]
Participants further expressed that housing options were restricted for particular groups of
structurally vulnerable patients who use drugs, such as women: “Trying to find a...domestic
violence women’s shelter who will take somebody with [substance use] issues. I don’t know that
that exists” [SWO]. Others described that current shelter and rental housing options for
structurally vulnerable patients are typically “rough”, often leaving patients with no viable
options. As one participant said:
There are times that because of the existing resources for homeless individuals, and how
they’re not set up properly, they’re not considered safe, they don't have regulations, if
you are somebody who is very vulnerable; it’s not an ideal place. You have people that
will refuse to go to them and would rather sleep in a lean-to in the river valley. Like what
does that tell you about the way that we treat [this population]? [SCP15]
Finally, participants noted that restrictive and frequently changing criteria for housing supports
are a barrier to successfully placing patients. One participant described this challenge by saying:
[Housing] agency’s criteria always change. So, we have to call the same agencies over

and over and over again because we never know. So sometimes you get lucky. And
somewhere else will have room or make an exception, but there’s nothing easy. [SW9]
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Several gaps in financial supports were also identified. Participants noted that income
support benefits were insufficient to cover cost of living, requiring patients to have to “choose
between...food...or...shelter.” [SCP15]. Participants further added that “if you have a substance
[use] problem on top of that, then how do you pay for that?” [SWE]. Participants also described
numerous barriers to obtaining and maintaining income support benefits for patients. For
example, participants mentioned a cyclical relationship between needing a current address to
apply for income support, and also requiring income support to obtain housing. The
contradictory nature of obtaining income support was highlighted by two participants who
described:

[They] have to have an address so that we can establish residency [to obtain income

support]...that’s the piece for individuals that maybe are experiencing homelessness; they

do not have an address. [SCP11]

You have to start with their finances. If I don't want to discharge to the street, finances
need to be done because in order to get housing you need income. [SW10]

Other barriers to obtaining and maintaining income support benefits included restrictive and

convoluted criteria and payment schedules, and extensive and unrealistic reporting requirements.

Convoluted criteria and unrealistic reporting requirements were described as especially

challenging for patients experiencing structural vulnerability. For example, one participant said:
[T]t is a lot for people to remember, I mean, my goodness, there are three of us sitting
around the table who are educated and articulate and we have a hard time understanding
it. So, people with complex needs that are going through [substance use], mental health,
trauma, homelessness, whatever it might be, that’s a lot to remember. Even if you’re
incredibly...knowledgeable in a lot of different things, when you’re going through a time
of crisis, it’s hard to remember those things. [SCP14]

Perhaps most concerning, some participants said that patients residing in shelters are often

ineligible for income support, because the provincial government considers their basic needs

(e.g., shelter, food) to be met. One participant explained:
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The Government...is only responsible for food, shelter, clothing...So, if they’re receiving
food and shelter at one of our shelters that the province funds already, to provide a
[person] money additionally it could be perceived by some as double dipping. [SCP14]
Gaps in community health and social systems, particularly in housing and income
support, were seen as creating intense barriers in providing comprehensive and applicable care

for structurally vulnerable patients who use drugs and are experiencing homelessness and/or

unstable housing, ultimately exacerbating health and social inequities.

2.3.4 “We need to look at this from a very holistic perspective”: The need for comprehensive

socio-structural interventions and policy change

Several potential policy changes were suggested by participants to help improve acute
care and health and social outcomes for structurally vulnerable patients. Many participants said
“we would like to have a Housing First team based out of the [hospital]” [SW6] that “would
provide a central access point that would prioritize patients leaving acute care” [SW6]. Housing
First programs are non-abstinence-based housing initiatives which provide housing to people as
quickly as possible, with no preconditions [331]. Participants described several potential benefits
to having an in-hospital Housing First team, including: 1) promoting consistency and continuity
of care (e.g., mitigate duplication of service offerings, create an easy point of access for
inpatients, increase follow-up capacity, enable progress on housing to be made over multiple
hospital admissions and/or ambulatory visits); and 2) facilitating the creation of new specialized
housing options for patients who use drugs and have co-occurring health conditions. For
example, a social worker told us that a Housing First team could start working with acute care
patients immediately and allow for better follow up, especially for vulnerable patients with
complex health needs:

A Housing First team...that would be aimed towards a specific population that is more
vulnerable, with complex health needs...And then leave a small case load for people that

39



could be easily housed as well so that we’re not missing the whole spectrum right?...there

would be an actual team that could go up to the units, grab them and bring then out to

look for housing and actually work on that immediately...have that relationship and
continue to follow that patient while they’re in housing to help them maintain their
housing and so on and so forth. [SW1]

Many also described a need for appropriate sub-acute care spaces where patients with
social needs and substance use could wait for housing placements, because many existing sub-
acute facilities often “refuse...inner-city homeless patients because of behaviours, because of
their substance use, because of mental health” [SWE]. Opening a transitional hospital unit or a
community-based sub-acute care facility with an explicit substance use or harm reduction
mandate was seen as one way to prevent discharging medically complex patients back into
homelessness or keeping them in-hospital while they wait for a space. As one participant said:

[I]f someone is really ill, it’s hard to find them housing if they’re using

[substances]...Even though there is housing for people that use. There’s harm reduction

housing. They’re not for people that are also really sick...these are the ones that are stuck

in the cracks. [SCP12]

Finally, participants described the need to better identify SDH and substance use within
acute care. Not only was this described as a way to enhance existing statistical data on the need
for in-hospital Housing First teams and subacute care facilities, but also as a way to identify
broader social supports required within acute care and the community. This was particularly
important as multi-level interventions addressing broader SDH within existing or proposed
housing supports were seen as necessary to better support structurally vulnerable patients who
use drugs. Participants told us that multi-level interventions would address personal care skills
and social support systems since structurally vulnerable patients who use drugs have often lived

in extreme poverty for long durations which may limit their ability to maintain housing or

income support. For example, a social worker said:
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I am talking about people who...have been so entrenched for so many years that they
don’t understand how to make a budget, they don’t understand how to grocery shop, they
don’t understand how to meal prep...if you take somebody who’s...[used drugs] pretty
much most of their life...they have some barriers...come from an unhealthy family
system, they don’t have supports and then we finally do get them housed...how are they
going to function...They’re not going to know how to maintain this lifestyle now because
they’ve never been exposed to it. [SW16]

Taken together, more comprehensive policies and interventions were seen as necessary to

address medical, income, and substance use needs concurrently.
2.4 Discussion

To our knowledge, this study is the first to explicitly examine social care providers’
perspectives on addressing the social needs of patients who use drugs and are experiencing
homelessness and/or unstable housing within an acute care setting. Specifically, we described the
barriers and facilitators to providing social supports for structurally vulnerable patients who use
drugs at the individual, organization, community, and policy levels of influence. Our findings
highlight tensions regarding the appropriate scope of social care for structurally vulnerable
patients who use drugs and also the potential for hospitals to serve a stronger role in social care
provision for this patient population.

Participants had divergent views on patient-level barriers that affected social care
provision. Similar findings were reported by Fleming et al. (2017) who found that acute care
providers grappled with a complex interplay between structural and individual-level factors,
sometimes explaining behaviors as a response to structural conditions, and other times as the
result of individual choice [140]. Our study adds to this literature and suggests that when caring
for structurally vulnerable patients who use drugs, viewing deficits in patient behaviours due to
individual factors often results in suboptimal social intervention. PWUD who are experiencing

homelessness often have personal histories and social circumstances which require social care
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needs to be balanced with limited time and resources [203, 242, 332]. The complexity of
patients’ structural barriers can result in difficulties in providing compassionate care [194, 333,
334], which may in part explain the varied quality of social care provided to structurally
vulnerable patients who use drugs. Participants in our study who were affiliated with the
AMCT often held more structural views on patients who use drugs. This may be, in part,
because the AMCT routinely provides care for structurally vulnerable patients who use drugs,
compared to social care providers outside of the AMCT who provide care to boarder
populations in the hospital and may be less knowledgeable on structural barriers. Increasing
recognition of external systemic factors that shape substance use and homelessness to boarder
groups of social care providers may help counter provider burn out and negative clinical
interactions by increasing appreciation for patients’ circumstances [129, 134]. It may therefore
be beneficial to provide formal structural competency training (i.e., training health
professionals to recognize and respond to the impact of upstream, structural factors on patient
health) [55, 137] for social care providers, especially for those with a more reductionist view.

The interpersonal level of influence was not prominent in our analysis which could
have given insights on patient-social care provider relationships from the perspectives of social
care providers. Stigmatization and discrimination by hospital care providers is a structural
barrier to care in and of itself and contributes to suboptimal care for hospitalized PWUD [166-
168]. It may be plausible that social care providers did not view or want to discuss themselves
as a barrier to social care provision for structurally vulnerable patients. This further highlights
the need for structural competency training which involves self-introspection of not only

external structural barriers, but internalized biases as well [55, 137]. While this type of training
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may increase understanding of structural factors and how to practically intervene on them, it is
only a partial response to improving the overall care for this patient population.

Our results emphasize that the hospital environment provides an opportunity to provide
social care that is often difficult to access and maintain for PWUD. Hospitalization inherently
alleviates some of the structural vulnerabilities faced by patients (e.g., shelter, food security)
[189, 195] and therefore provides a comparatively secure environment where social needs can be
attended to without competing with other patient priorities. In order to take advantage of this
secure yet short hospital admission, improvements need to be made to streamline social care
provision. Neglecting to identify SDH limits the quality of care provided to patients [184, 235,
237, 238], yet documentation of housing status [240, 241] and substance use [232] in acute care
settings is inconsistent. Active case finding and tracking data on SDH or using Bourgois et al.’s
(2017) structural vulnerability assessment tool for clinical encounters [55] may be an important
first step in legitimizing and strengthening acute care’s role in social care provision [335].
Identifying SDH and structural vulnerability should be complimented with broader culture
change and care coordination to: 1) reinforce identifying and addressing social needs within
acute care; and 2) ensuring that when social needs are identified, they can be effectively acted
upon. Doing so may ultimately increase efficiency, prevent admissions, improve successful
discharges, and provide cost savings [211, 212, 216].

We found a perceived need to fill gaps in community-based supports, specifically for
patients who use drugs and are experiencing homelessness and medical needs. Participants
corroborated that community housing programs lack specialized medical care [177, 239]. This is
concerning because: 1) discharge is either delayed or patients are turned away by housing

supports, resulting in suboptimal health and social outcomes [204, 336]; and 2) substance use is
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associated with higher odds of medical illness (e.g., heart disease, gastrointestinal disorders, skin
infections, acute respiratory disorders, malignant neoplasms) [337] which require tailored
medical care. Our findings suggest that appropriate transitional housing programs, hospital-based
Housing First teams, and harm reduction-oriented sub-acute care facilities that care for
structurally vulnerable patients who use drugs and have other complex medical needs could
alleviate some of the pressure on hospital facilities. Placing patients experiencing homelessness
and medical illness into respite transitional housing and then rapidly moving them to permanent
supportive housing has shown reductions in emergency department visits and hospital stays
[338]. Moreover, a Housing First pilot project that provided integrated medical, psychiatric, and
substance use care for people experiencing homelessness, medical illness, and substance use
found reductions in acute care utilization, medical respite services, and cost benefits [339]. While
this pilot was not hospital-based per se it is feasible that hospital-based Housing First teams may
increase acute care efficiency as collaboration between Housing First teams and social care
providers could occur on site.

Our findings also suggest minimizing the complex and restrictive eligibility criteria of
income support policies. Previous research has also found that income support policies function
to compound existing structural vulnerabilities and ultimately create avoidable harms [340].
Increasing the amount of income support is also likely to be of benefit, especially since substance
use creates additional financial needs beyond food and shelter (e.g., securing illegal drugs).
Importantly, our study highlights that while housing and income are necessary social care needs,
they are only one component of addressing structural vulnerabilities. Multi-level interventions
that address intersecting factors are necessary to improve post-discharge outcomes and reduce

admissions. For example, interventions that address other contextual factors (e.g., personal care
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skills, social support systems) may help to mitigate structural factors that affect social care
provision as well as patient outcomes once discharged and/or housed [341]. Increasing the
availability of service models that couple provision of independent housing with on-site and
community-based supports for intersecting issues (e.g. supportive housing) may also be effective
in improving long-term residential stability and health and social wellbeing [342, 343]. It is
imperative that these initiatives ensure that substance-related health needs are addressed (e.g.
through harm reduction, treatment and/or other support) along with housing and other structural

factors.
2.4.1 Strengths and limitations

To our knowledge, this study is the first to explicitly examine acute care social service
providers’ perspectives on addressing the social needs of structurally vulnerable patients who use
drugs. We applied maximum variation sampling to ensure role diversity amongst participants
[344]. As such, this study included a novel mix of participants incorporating the perspectives of
social workers, peer support workers, and transition coordinators, ultimately broadening
understanding of social care delivery within acute care. These strengths were critical as the study
was concerned with social care providers describing their experiences providing social services
for a patient population typically underserved in a setting not traditional to social services.

However, our study is not without limitations which may confine the generalizability of
our findings. The views expressed in interviews were based on social care providers at one large
urban acute care hospital with a specialized team to help meet to help meet the unique needs of
patients who use drugs and are experiencing unstable housing and/or homelessness, which may
not be representative of other acute care models. While efforts were taken to protect participant

confidentiality, due to the small population of social care providers working within the study
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setting and the nature of the study in asking participants to discuss aspects of their workplace and
collaboration with colleagues, some participants may not have felt comfortable in sharing some
of their views on social care provision [345]. Nevertheless, this study offers notable
contributions. It produced new insights on how social services are provided to patients with
intersecting structural vulnerabilities in acute care, and provided new insights to improve social
care provision both within hospital and improve patient care transitions and outcomes post-

discharge.
2.4.2 Conclusion

Our findings revealed several barriers that limit the successful provision of social
supports within acute care for patients who use drugs and are experiencing unstable housing
and/or homelessness, and suggest a number of acute care and broader policy changes that could
potentially improve this population’s health and social wellbeing. While hospital policy and
some social care providers themselves acted as potential barriers to effective care, the hospital
has the potential to serve a coordinated role in social care delivery. We suggest that acute care
facilities augment their role as providers of social care and advocate for multi-level policy and
interventions that address structural vulnerability, medical needs, and substance use. Doing so
may help break cycles of perpetual structural vulnerability and hospital admissions for PWUD in

Canada.
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Chapter 3: “These harms exist because of the system”: Policy actor views on

structural vulnerably in harm reduction and policymaking for illegal drugs
3.1 Introduction

The social determinants of health (SDH) are the social and economic factors that
influence people’s health, such as income, education, and employment [53]. The concept of
structural vulnerability extends SDH scholarship by further elaborating how health is impacted
by individual and populations’ positioning within political, socioeconomic, and cultural
hierarchies [54, 55]. From this perspective, illegal drug use and related harms are not generated
by the availability of substances per se, but rather structural forces that shape patterns of drug
use and related risk behaviours, reinforcing structural vulnerability [74, 346]. Some groups of
people who use drugs (PWUD) experience compounding structural vulnerability. For example,
communities of low socioeconomic status face increased risk of substance use and related harm
due to inequities in institutions and social structures (e.g., schools, policing) and material
resources (e.g., housing, employment opportunities) that promote social exclusion and relative
deprivation [85, 86]. Harms from substance use also result from structural vulnerability created
and maintained by criminalization and prohibition, which contribute to discrimination, violence,
violations of human rights, and increase the risk of drug-related infectious disease transmission
[64, 347].

Health and social policies that address the causes and consequences of structural
vulnerability are a core component of a robust societal response to substance use. This includes
supporting PWUD to be as safe and healthy as possible through a harm reduction approach to
policymaking which does not enforce abstinence or make care contingent on reductions in

substance use [285]. Harm reduction developed as informal and illegal grassroots practice (e.g.,
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distribution of sterile syringes) led by PWUD, frontline workers, and activists. Harm reduction
led by these groups aimed to promote and protect the human rights of PWUD and achieve
broader structural changes such as access to adequate housing and income, and the legalization
of drugs and sex work [262-264]. As harm reduction initiatives continued to grow, the approach
became increasingly institutionalized by public health actors and systems, often removing
control from the communities who use and experience harm reduction services [262, 264, 266,
267].

Critics have questioned the extent to which contemporary harm reduction policies have
balanced protecting the rights of PWUD and promoting population health. Critics have argued
that the institutionalization of harm reduction has over-emphasized individual risk reduction
(e.g., behaviour change, personal responsibility), and masked health inequities that contribute to
illegal drug use and related harm [259, 264, 271, 274, 276-280]. As a result, some have called for
re-centering human rights in drug policy, and a refocusing of harm reduction policy and practice
towards addressing structural, rather than personal factors that contribute to health harms at the
population level [267, 278]. However, calls to better integrate human rights and structural factors
have not been reflected in Canadian harm reduction policy documentation, based on the
Canadian Harm Reduction Policy Project (CHARPP) [289, 293, 294].

CHARPP is a mixed-method, multiple case study with four data sources (i.e., interviews,
policy documents, media articles, public opinion survey). CHARPP was designed to understand
how harm reduction and policymaking are positioned across Canadian jurisdictions. Through
policy analysis based on 17 quality indicators, prior CHARPP research found that formal policy
documents performed poorly in recognizing structural factors. Of the 54 policy documents

analyzed, only 39% acknowledged the stigma and discrimination faced by PWUD, 28%
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endorsed human rights (e.g., dignity, autonomy) of PWUD, 26% considered SDH that influence
drug-related harm, and 22% acknowledged that not all substance use is problematic [289]. This
suggests limited government efforts to highlight and address structural vulnerability of PWUD
within Canadian harm reduction policy and programs.

Despite demonstrated successes of harm reduction in reducing some drug-related risks
[348-351], negative health outcomes such as hepatitis C virus and human immunodeficiency
virus are still a significant cause of morbidity and mortality among PWUD in Canada and
elsewhere [4]. Further, Canada’s national drug poisoning emergency has escalated dramatically
since 2014 [12]. Since national surveillance began in 2016, the highest quarterly count of opioid
overdose deaths was 1,766 prior to the COVID-19 pandemic [13]. Since the onset of COVID-19,
there were 5,148 quarterly overdose-related deaths between April to December 2020, an 89%
increase compared to 2019 [13]. The increase in overdose deaths has been largely attributed to
clandestinely-produced synthetic opioids, isolation, and limited availability to health and social
services [9-11, 13].

The significant burden of disease associated with illegal drug use in Canada has called
into question the ability of harm reduction programs focused on individual risk reduction to
meaningfully tackle drug-related harm at the population level [352] or ameliorate structural
vulnerabilities created by racialized policing [282], poverty and lack of employment
opportunities [110], or continued criminalization and stigmatization of drug use [60, 111, 283].
More concerted policy action is required to address drug-related harm, improve the health status
of PWUD, and promote health equity and human rights.

Policy actors shape structural vulnerability for PWUD through their influence over

policymaking processes on illegal drugs. While research has documented the efforts of some
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policy actors (e.g., PWUD, frontline harm reduction workers, activists) in advocating for
structural changes to improve the health of PWUD [268-270], almost no research has explored
policy actors’ views on harm reduction philosophy or understanding of the role of policy in
creating or influencing the material conditions in which PWUD live. Understanding how
structural vulnerability is situated within drug policy discussions can illuminate potential
explanations for its relative absence from formal provincial/territorial harm reduction policies
and further efforts to address the structural conditions of PWUD. Therefore, we sought to
examine the extent to which Canadian policy actors identify and discuss structural vulnerability
in relation to harm reduction and policymaking for illegal drugs and what, if any, solutions they

advance to reduce structural vulnerability for PWUD.
3.2 Methods
3.2.1 Sampling and recruitment

This study is an analysis of the qualitative interview data collected as part of CHARPP
[293]. The CHARPP study received ethics approval from the University of Alberta Research
Ethics Board. Detailed methods for the qualitative interviews conducted as part of CHARPP
have been previously reported [294] and are briefly summarized here. Individuals were eligible
to participate if they were involved in harm reduction policy discussions and knowledgeable
about relevant drug policies within their provincial or territorial jurisdictions. The research team
identified participants through purposive sampling [353]. Email invitations were sent to potential
participants and additional participants were recruited via snowball sampling [354]. Policy actors
were recruited to achieve a balanced sample between those occupying roles in government or
health authorities, and those working in community-based organizations. This is consistent with

other national-level health policy studies involving key informants from government and non-
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profit sectors [355, 356]. Additional attention was placed on recruiting policy actors who

identified as having lived experience of illegal drug use.
3.2.2 Data collection

The original CHARPP research team conducted semi-structured interviews (Appendix B)
ranging from 30 minutes to one hour between November 2016 and December 2017. Interviews
were conducted by telephone, Skype, or in-person. Interviews were offered in English or French.
The interview guide elicited policy actors’ perspectives on provincial and territorial harm
reduction programs and policymaking for illegal drugs, including conditions that impact these
policies and the health of PWUD. For example, the influence of formal and informal policies on
harm reduction, factors that may facilitate or constrain harm reduction and policymaking for
illegal drugs, and any efforts taken to address illegal drug use. A $40 honorarium was offered for
compensation when policy actors were participating on personal time. Interviews were recorded,
transcribed verbatim, and cross-checked against the transcripts for accuracy. Sensitive
information that may have identified participants were removed. Interviews conducted in French

were translated to English by a bilingual interviewer.
3.2.3 Participants

As detailed by Hyshka et al. (2019), 75 of the 119 potential participants contacted agreed
to participate (63% response rate). In total, 75 policy actors were interviewed (see Table 3.1 for
participants interviewed by jurisdiction). Each policy actor was assigned a generic affiliation to
protect participant confidentiality, were named according to their jurisdiction, and assigned a
number. The primary affiliations of participants included community-based organizations, such
as harm reduction programs and social services (n=33), provincial or territorial government

(n=22), regional government (n=14), healthcare (n=2), academia (n=2), and law enforcement
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(n=2). Nine participants (12%) also identified as someone with lived experience of illegal drug

use.

Table 3.1 Policy actors categorized by jurisdiction

Province/Territory

Participants (n=75)

British Columbia (BC)

10

Alberta (AB)

—
[e)

Ontario (ON)

Manitoba (MB)

Quebec (QC)

Saskatchewan (SK)

Nova Scotia (NS)

New Brunswick (NB)

Newfoundland (NL)

Yukon (YT)

Nunavut (NvT)

Prince Edward Island (PEI)

Northwest Territories (NWT)

N[N | W | W | W kK| &N Q|00 |00 | \O

3.2.4 Data analysis

We used NVivo 12 to manage the original interview data and conducted a two-step

inductive analytic process similar to that described by Haines-Saah et al. 2014 [357]. First, all 73

transcripts were read in their entirety to foster a sense of familiarity and cultivate a general

understanding of emerging words, phrases, and concepts [321]. We block coded any mention of

SDH or structural vulnerability in an effort to create a more manageable subset of data. This
block coding process was conceptually guided by a number of widely used frameworks and

theories (Appendix C). These included data on the main SDH in Canada (i.e., Government of

Canada’s 12 SDH [358]), prominent SDH discourses among health researchers and professionals

52



(i.e., Raphael’s seven SDH discourses [359]), and those specific to structural vulnerability and
illegal drug use (i.e., Rhodes “Risk Environment” framework [58] and Bourgois et al.’s
structural vulnerability assessment tool [55]). These guiding sources provided a list of concepts
and constructs to attend to but were not exhaustive; we also block coded any additional related
concepts that emerged from the data. Second, we conducted latent content analysis on the block-
coded excerpts, which involved line-by-line coding applied to persistent concepts to develop a
list of codes [321]. A preliminary list of sub-codes was developed and refined. We collapsed,
expanded, and reconsidered sub-codes before sorting them into overarching themes. Several
strategies were used to ensure rigour for both analytic steps: 1) a second member of the research
team reviewed the codebook, categorization, and a subset of the transcripts for coherence and
accuracy [329, 360]; 2) special attention was given to negative cases (e.g., views in contrast to
majority consensus) [329] and; 3) an audit trail was used to engage in reflexivity and minimize
bias [321, 329].

Critical realism guided our analysis by acknowledging that structural factors are
transformed and produced through practices, policies, and actions [298, 302]. For example, after
initial sub-codes were inductively developed they were critically examined based on known
structural vulnerabilities (e.g., criminalization, socioeconomic status, housing, trauma). The
intersectional nature of these structural factors was considered through NVivo coding queries
and tree charts to examine relationships between codes. Concurrent literature consultation further
facilitated understanding codes within the context of current and past drug policy practices and
policies. The use of critical realism was of particular importance given structural vulnerability,
harm reduction, and policymaking for illegal drugs are shaped by several social conventions and

ideologies [302].
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3.3 Results

In discussing harm reduction and policymaking for illegal drugs in Canada, the majority
of participants discussed structural vulnerability in relation to drug use, drug policies, and related
harm. Our analysis yielded the following main themes: 1) awareness of structural vulnerabilities
associated with illegal drug use; 2) prohibitionist policies shape structural vulnerability in diverse
ways; 3) the contested scope of drug policy; and 4) the need for more comprehensive policies to

address structural vulnerability.

3.3.1 “Drug-related harms aren’t experienced equally across all populations”: Awareness of

structural vulnerabilities associated with illegal drug use

The central role of SDH and structural vulnerability in driving drug-related harm was
acknowledged across all provinces and territories. Almost all participants agreed that “there are a
lot of structural issues that are associated with [substance] use” [ON5], which are “related to
capitalism and societal oppressions” [BC2]. They described illegal drug use as occurring across
all socioeconomic groups, but outlined how PWUD facing structural vulnerabilities (i.e., “shaped
by race, class, gender and colonial relations” [MB4]), are much more vulnerable to drug harms
compared to those without structural vulnerabilities. Poverty was described as the main structural
vulnerability that perpetuates drug-related harm. For example, a participant described how
homeless populations experience far more substance-related harm because they are more visible,
and more stigmatized and moralized:

I think this is a population wide issue. Absolutely. I mean for people who are homeless or

otherwise street involved or who are living in poverty, they will differentially...

experience the affects much more intensely because of stigma, because they are visible,
because they don’t have the same access to resources and supports and they have other
complications of health and social determinants of health which make the impacts of drug

use much more profound for those individuals. They will always be, worse off, in terms
of the impacts of drug use than other socioeconomic groups. [ON1]
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Trauma (e.g., adverse childhood experiences, physical and sexual violence) was often
acknowledged as a key aspect of structural vulnerability. Participants across all provinces and
territories outlined cultural and intergenerational trauma in creating and perpetuating structural
vulnerability for Indigenous Peoples as the result of Canada’s legacy and ongoing colonization
against Indigenous Peoples [33, 34, 38-40]. As one participant from Nunavut described:
[T]here’s a whole legacy and sort of backdrop of a lot of historical trauma related to
colonialism, where...the carpet was whisked out from under them and that sort of
connection to cultural roots and that sense of knowing...where I’ve come from...I think
that we’re seeing the aftermath of that and the intergenerational cycle or transmission of
trauma over time...And I think the [illegal] drug use that we’ve seen here has a lot to do
with that and to do with those historical variables that have happened. [NvT1]
Other participants articulated a more complex relationship between substance use, poverty,
colonization, and trauma by applying an intersectional lens. These participants described
compounding social and health statuses, and structural forces that create a “cycle of individuals
continuously being put at risk because of their drug use” [SK4], further marginalizing and
oppressing PWUD. One participant summarized this interplay by saying:
[A] lot of determinants are in the social circumstances. Poverty, isolation,
marginalization, by ethnic groups, whether it’s [Indigenous Peoples] in Canada or Black
people in the US. Some of the lack of housing which goes along with poverty. People that
have mental disorders. There’s a whole marginalization, stigmatization with people with
mental disorders, just gets aggravated, and part of that is not being adequately treated but
they find some systematic relief in drugs...so that kind of feeds into that problem as well.
The whole area of marginalization of sex trade workers and that’s a very difficult risky
occupation and so substance use or sex for drugs goes along with that too and how those
people get into that area of activity often [had] very difficult childhood or upbringing
situations. All that kind of nexus of those things that result in the disproportionate burden
of health on people who have lower amounts of financial or physical resources. [BCI1]
Participants across all provinces and territories clearly identified the relationship between

substance use and structural vulnerability including poverty, homelessness, racialization and

colonialization in creating drug-related harm across the provinces and territories.
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3.3.2 “We have harmful drug policies”: Prohibitionist policies shape structural venerability in

diverse ways

“[TThe ongoing criminalization of individuals who use drugs” [ON9] was described as
“one of the governmental tools to control people” [MB1]. Criminalization was seen as
contributing to structural vulnerability and related harm by creating many of the formal and
informal prohibitions against drug use, and by extension PWUD. The majority of participants
recognized that “the criminalization of people who use drugs is really about criminalizing
poverty” [MB1] because “if you look at who’s in jail and who’s suffering...it’s people living in
poverty” [NB4]. For example, one participant highlighted the criminalization of poverty by
describing police issuing tickets for selling items on the sidewalk and went on to say: “anyone in
this town can have a yard sale and no one gives a shit but they don’t have yards” [BC3]. Unpaid
tickets and fines were discussed as escalating punishment and encounters with the criminal
justice system (e.g., warrants, court orders). Participants told us that these formal prohibitions
create “a lot of harm from criminal records and going to jail” [MB4], ultimately entrenching
people in cycles of poverty and oppression (e.g., by limiting occupational opportunities, cycles
of incarceration). This cycle was highlighted by one participant who said:

When police then re-arrest this person, their arresting them for not showing up at a court

appearance or their violating any condition, any community condition....it can be

released conditions from jail, it can be bail conditions, it can be just simply missing an

appointment, like who knows what day of the week it is, geeze they live in a God damned

alley...they’re re-arrested and re-arrested and re-arrested. [BC3]
Aside from criminalizing poverty, participants also acknowledged that racialization contributes
to discrimination against subpopulations of PWUD, including the disproportionate impact of

drug criminalization on Indigenous Peoples. As one participant outlined:

We know Indigenous Peoples aren’t using more substances than any other population,
but they’re being criminalized at higher rates...We also know that we have many, many
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non-Indigenous Peoples who get caught by police all the time who never end up in jail.

[T]here’s a huge racialized population that are over represented and over impacted by

criminalization... criminalization is really just a way to control particular cohorts of

people, right? [MB1]

However, the criminal justice system was described as “only one of [the] systems that
continues to impact people” [MB1]. The majority of participants cited how “inequitable
healthcare for people who use drugs due to prohibition is one of our main issues” [MB1].
Prohibition was described as leading to intense stigmatization of PWUD, making it hard for them
to seek support, access services, and receive quality care. One participant told us:

[S]tigma and judgment exists in a really heightened form. And that’s huge when it comes

to people sort of hiding, not seeking out help, not wanting to disclose to people that could

save their life, but also connect them to healthcare and services. And I think there’s

stigma that hugely impacts the care they receive and the way that they experience

services, from healthcare to social services. [BC6]
Participants also felt that drug prohibition is reinforced through certain social policies (e.g., child
protective services, income assistance, housing) which perpetually discriminate against PWUD.
For example, a participant from Alberta described that structurally vulnerable women who use
drugs are largely excluded from social assistance, which creates “terrible outcomes and lots of
kids put into foster care and then the cycle continues” [AB3]. Another participant told us that
current housing supports often exclude PWUD, leaving them no option but to live in
homelessness:

[O]ur shelter programs across the province, the supportive housing programs, a lot of

them have really restrictive criteria when it comes to like people who are using

substances...so I mean a lot of people who are using substances have no other choice but
to go out and risk sleeping on the streets...there’s a really unequal access to shelter for
people who are using substances which is really a bit of a human rights issue. [NL2]

The criminal justice system and health and social systems were seen as interacting with one

another to exacerbate harm to PWUD. One participant highlighted this by saying:
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[B]ecause the substance they’re using is defined and approached as illegal, then
historically that we take criminal justice approach. Penalize them, we put them in jail,
and then we don’t provide the supports for them when they come out of jail...I think
people end up with [substance use] because of our criminal justice approach, we
exacerbate the problems. We drive them away from treatment. We drive them away from
harm reduction services. We don’t address even their immediate needs that would help
them stabilize themselves...it’s the fact that those needs aren’t being met are actually
probably continuing to drive their [substance use]. [NS3]
Taken together, criminalization was seen as extending into health and social systems,
subjecting PWUD to a litany of formal and informal sanctions against drug use, particularly in:
1) penalizing poverty and race; 2) decreased access to, and quality of, health services; and 3)

exclusion from social policies (e.g., income assistance, housing supports, child protective

services).

3.3.3 “There’s a fundamental tension in harm reduction and policymaking”: The contested

scope of drug policy

Tensions emerged regarding the purpose of drug policy. Participants’ personal views of
harm reduction differed from provincial and territorial harm reduction policy. In addition,
participants were concerned that medicalization and institutionalization of harm reduction may
have obscured opportunities to intervene on broader structural factors driving the main harms
associated with substance use. Most participants told us that they thought of harm reduction as a
way to ameliorate structural vulnerabilities experienced by PWUD, describing it as a humanizing
and non-judgemental philosophy of care that has an “understanding of drug use and risk and the
social determinants of health” [AB2]. For example, one participant described how:

Harm reduction is about an overall picture of health and wellness. What do you need to

be healthier, or have healthier outcomes now, what do you need to have healthier

outcomes than you do right now? And maybe that’s better access to food on a regular

basis. Maybe that’s housing. Maybe that’s, just having a place to go and be listened to
when, even if you’re high. To me it’s about the overall being of a person. [PEI1]
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However, the majority of policy actors we interviewed were quick to state that their personal
views on harm reduction were in direct conflict with the definitions used in formal government
or health authority policy. A participant from Quebec told us that while harm reduction
acknowledges personal responsibility in minimizing risks associated with substance use, it
ultimately aims to address structural factors that create or perpetuate harm, whereas government
directives stop short of the latter:

[T]he government’s definition may be a bit reductionist, OK? Where they speak more

from an individual point of view. Whereas here at [our organization], yes, there is the

individual point of view, which places emphasis on the harms, the risks related to
use...but there is the whole more societal aspect, for example, in terms of advocating for
rights. In terms of the transformation of structures, and even all the way to changes in the
law...We take it more from a structural point of view, the harm reduction approach, but
the government doesn't see it or define it in that way. [QC4]
Participants perceived that this gap in understanding the fundamentals of harm reduction was
largely due to the “government [being] very detached from the frontline” [ON6] which
ultimately overlooks how harm reduction programs support resources for mitigating structural
vulnerabilities. One participant from Alberta said:

I think [the government] understands the value of our work but I don’t think they

understand the true nature of drug use and the culture and what harm reduction really

looks like. I don’t think they really get that we had a sex worker that wanted to leave sex
work last week and that, how that fits into our work...somebody who needs housing and
hear[ing] all the things that are in the way. [AB4]

Medicalization and institutionalization were seen as mechanisms that may have shifted
harm reduction away from its original philosophy of addressing broader structural factors.
Participants voicing this concern felt that policies and programs reinforcing medicalization (e.g.,
structured opioid agonist treatment) and institutionalization (e.g., health authority oversight)

center drug use as the main driver of health and social harm, deemphasizing the role of structural

vulnerability. For example, while participants acknowledged that medical approaches have a
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place in substance use responses, they outlined how an overemphasis on medicalization can
undermine the intended purpose of harm reduction. One participant said:

It makes me a wee bit nervous to see such a focus on medicalized approaches...those

kinds of interventions are really crucial and important, particularly within context of

prohibition...[but] that further medicalization continues to sort of take us away from the
real heart and soul of harm reduction...which is social justice and dignity for people who
use drugs...more psychosocial and community focused initiatives may not get as much
weight or value when focusing on medicalized interventions. [BC2]
Similarly, others explained that institutionalization may have also shifted focus away from
acknowledging and acting upon structural vulnerability that creates drug-related harm because
institutionalization reinforces drug use as a health issue, rather than a product of structural
factors. For example, one participant told us:

Harm reduction was initially a kind of social movement...there were no rules governing

it, so to speak. But with the institutionalization of harm reduction, it sort of became de-

politicized and it was less about critiquing, trying to identify the forces and factors
responsible for producing harm...more focused on the individual user, the body of the
user, the pathology paradigm, addiction as a disease...that whole philosophy kind of
negates the possibility of any kind of structural critique...looking at poverty and
oppression, homelessness, trauma and abuse. ..the founding philosophy of harm reduction
was very much about that. [NL3]

Collectively, despite participants expressing that their personal understanding of harm
reduction included addressing the structural conditions facing PWUD, most felt that: 1)
medicalization and institutionalization has inadvertently obscured addressing structural factors
within harm reduction programs; and 2) formal government policies often ignore or downplay

structural vulnerability, limiting the authority of harm reduction services to address the structural

conditions of PWUD.

3.3.4 “The things that we’re doing right now, honestly is just keeping some people alive”: The

need for more comprehensive policies addressing structural vulnerability
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Participants discussed ways in which they endeavoured to shape harm reduction and
policy to better respond to structural vulnerabilities, and identified multiple potential policy
solutions. Citing an absence of provincial and territorial leadership, policy actors we spoke with
outlined informal strategies often used to address structural vulnerability of PWUD because
“community organizations are the principal ones that influence those policies” [QC2].
Community agencies were described as responding to policy gaps (related to poverty, gender
inequities, barriers to health and social services, etc.) under their own initiatives not formally
supported by provincial or territorial policies. This included vocal policy advocacy. For example,
in Newfoundland, one participant told us:

A lot of shelters that aren’t accepting people who are under the influence and I think there

is a huge push to change that...we’re looking at our non-profits and your people who are

grassroots and your social frontline workers are the biggest advocates because they’re
seeing the need for it and they’re seeing how harm reduction benefits the population and
the community as a whole and not just our clients. [NL2]
Frontline and community-based policy actors also targeted governments with advocacy for
formal policy changes, often in direct opposition to government mandates. This could include
active defiance of government laws or directives, which was often viewed as the only way to
mobilize policy because “only through civil disobedience would [policies] appear” [BC3].

The majority of participants proposed policy solutions that could “better address the
determinants of health [and] decrease inequities” [NS3]. Many explicitly stated that “we have to
stop criminalizing people who use drugs” [AB2] or called to “legalize everything or at least
decriminalize” [AB9]. Decriminalization, while identified by participants in most of the
provinces and territories, was particularly prominent in interviews conducted with policy actors

from British Columbia. Safer supply (i.e., providing legal access to pharmaceutical alternatives

to street drugs [361]) was also seen as a way to mitigate structural vulnerabilities for PWUD.
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One participant told us that bolstering harm reduction services with decriminalization and safer
supply would more comprehensively reduce drug-related harm:
[S]afe consumption sites alone will not reduce crime. They have other benefits but if
you’re looking to make that nexus to be credible we can’t say that by itself will reduce
crime. And that’s where you need decriminalized drugs and prescribed heroin...if we
could find a way to prescribe the drug of choice for all the [people who use drugs] that
[are] part of these programs, that’s when you start impacting not just the social issues but
the criminal issues as well. [AB9]
Participants further emphasized that “comprehensive harm reduction services would involve so
many areas within health systems” [AB6] and therefore drug policy needs a stronger
intersectoral approach. For example, one participant highlighted the various health and social
sectors that are required to create a holistic solution to structural vulnerability and illegal drug
use:
I think every single department, we all need to look at this together. So things like
housing, education, food security, culture and language, income, personal sense of safety,
mental wellness, education, family service, health, justice...to be able to really have a
comprehensive approach all of the departments need to come to the plate and start
work[ing] together on devising a holistic solution because I don’t think it can be the
activities of one department and I think to address this is such a huge, huge undertaking
that it would have to be a collective. [NvT1]
Similarly, aligning harm reduction and drug policy with broader social movements that address
structural vulnerability (e.g. poverty reduction, gender equity, antiracism) was described as a
way to promote a holistic approach to drug use. Intersectoral and intersectional approaches were
seen as a way to proactively intervene on structural vulnerability, particularly since “starting with
[substance use] is too late...we need to target the conditions that create the [substance use]”
[AB1]. Importantly, more significant involvement of people with lived experience of illegal drug

use and structural vulnerability within drug policy development was said to be vital to ensure

“that we’re actually doing things that are meaningful for them” [BC10].
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3.4 Discussion

This study is the first to examine how Canadian policy actors discuss structural
vulnerability in relation to harm reduction and policymaking for illegal drugs. The majority of
participants in our study acknowledged structural vulnerability, particularly poverty, trauma,
colonialization, and criminalization. Formal and informal prohibitionist policies within health
and social systems resulting from criminalization were described as perpetually oppressing
PWUD by reinforcing their structural vulnerability. Given an absence of effective policies
addressing structural factors, several potential policy solutions are highlighted.

The processes and outcomes of structural vulnerability [55, 58, 67, 74, 142] as well as the
perspectives of PWUD on how structural factors shape their experiences with health and social
services [57, 126-128] have been well documented. While this literature has been particularly
useful for understanding health and social inequities faced by PWUD, it has not illuminated how
drug policy discourses engage with structural vulnerability and resulting inequities. To our
knowledge, only one other study has touched upon structural vulnerability from the perspectives
of policy actors. Ritter (2007) found that when discussing policy priority areas for illegal drugs,
Australian policy actors acknowledged that SDH and structural factors should be considered as
part of drug policy, yet they were unclear on how addressing structural factors could be advanced
through policy [141]. We add to this limited knowledge base by highlighting the high importance
participants in our study placed on structural vulnerability and offer several reasons that may
explain why harm reduction policies have been relatively ineffective in addressing broader
structural factors in the lives of PWUD to date.

Our findings underscore that the lack of official policies governing harm reduction (as

previously reported through CHARPP [289, 293]) may partially explain why harm reduction
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strategies struggle to intervene on structural vulnerability. Participants in our study stressed that
government policies are not reflective of the intended purpose of harm reduction in alleviating
structural conditions for PWUD. Rather, government policies on harm reduction were seen as
largely focusing on drug-related risk behaviours. Moreover, the increasing institutionalization
and medicalization of harm reduction was seen as further obscuring the original goals of
mitigating structural vulnerability through harm reduction. Other CHARPP research has
similarly reported that policy actors describe institutionalization as constraining the ability to
meet the needs of PWUD, citing informal community initiatives as more responsive in advancing
programs and services for PWUD [294]. We build upon these findings; when attempting to
tackle structural vulnerability in particular, participants relied on local advocacy (e.g., removing
abstinence-based policies in housing supports). Taken together, the findings from CHARRP to
date provides much needed empirical evidence to support broader non-empirical criticisms of
individual-level harm reduction strategies masking structural vulnerability [259, 264, 271, 274,
276-280].

Formal drug policy documentation would benefit from explicitly acknowledging the
relationship between structural vulnerability and drug-related harm, moving beyond rhetorical
support for harm reduction programs, and outlining policy actions designed to mitigate structural
barriers faced by PWUD. Doing so may help realign the original philosophy of harm reduction
within institutional and medical harm reduction policy. Future research may also benefit from
exploring whether shifting government and health authority harm reduction responsibilities back
to the communities and PWUD who originally advanced them may better operationalize harm
reduction embracing ‘new public health’ principles (e.g., acknowledging the interdependency of

health, addressing structural vulnerability, balancing health and social services) [247, 248].
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An intersectional lens, encompassing poverty, trauma, and colonization, was often used
by participants when describing structural vulnerability impacting drug-related harm. However,
current drug policies often focus on one-dimensional social locations (e.g., illegal drug use)
further reinforcing individual behavioural interventions [362, 363]. The integration of
intersectional and intersectoral approaches to drug policy were seen as having the potential to
better inform structural interventions attuned to multiple inequities. This was a prominent policy
suggestion offered by participants given: 1) multiple systems were seen to interact, creating and
reinforcing oppression of PWUD; and 2) proactive intervention was described as essential to
address potential upstream contributors to illegal drug use (e.g., income security, access to
employment and stable housing, reconciliation). These approaches may include acknowledging
systemic factors based on multiple axes of vulnerability as well as strategies involving multiple
agencies and government departments responsible for health and social policies [362, 364-367].
However, the application of intersectoral and intersectional frameworks attending to numerous
complexities has remained challenging [362, 366]. While there have been efforts to develop
multisectoral approaches to homelessness [368], they often fall short of factoring in substance
use and harm reduction [260]. We recommend that future research systemically identify
strategies for substance use, harm reduction, and homelessness and/or unstable housing within
intersectional (e.g., ‘intersectional risk environment’ framework [362]) and intersectoral (e.g.,
‘Health in All Polices’ [369], ‘whole of government’ [370]) approaches. This could include
substantiating harm reduction in more health and social policies (e.g., housing [260], income
assistance, child protective services) which typically preclude PWUD, either formally or
informally, in order to safeguard their access to fundamental health and social services without

reinforcing structural vulnerability.
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While much has been done to help mitigate drug-related harm, illegal drug use and
structural vulnerability continue to cause harm [74, 346], and Canada’s drug poisoning
emergency shows no signs of slowing [13]. Systemic change to address underlying socio-
political inequities is complex and may be restricting policy action on reducing social, economic,
and cultural inequities. For example, shifting political landscapes to address systemic inequities
requires major changes in ideologies and/or complex social processes [371]. Addressing
inequities is especially challenging under current societal arrangements that reinforce social
hierarchies, such as capitalist and neoliberal ideologies (see literature on systemic race [61, 372]
and gender [373, 374] inequity in drug policies maintained by neoliberalism). Urgent action is
required while more complex policies that target social, economic, and cultural equity evolve.
Decriminalization of illegal drugs and safer supply have the potential to act as a means of social
justice [361, 375, 376] and begin mitigating structural vulnerability for PWUD in the absence of
more progressive policies or societal ideologies targeting systemic social inequities. Participants
in our sample suggested that decriminalization and safer supply can help mitigate structural
vulnerability by: 1) removing formal and informal prohibitionist policies against PWUD; 2)
alleviating stigma associated with drug use and treatment seeking; and 3) legitimizing current
harm reduction programs.

Regardless of how policy action is advanced to address structural vulnerability,
participants stressed that it was imperative to include PWUD at the forefront of decisions. Active
engagement and co-design initiatives with PWUD in policymaking can better challenge the
status quo, minimize generalized assumptions regarding drug use and structural vulnerability,
and help mitigate potential unintended consequences of proposed policy solutions [377, 378].

However, structural vulnerability itself also affects the extent to which PWUD are able or willing

66



to engage in policy and academic development [379]. Policy and academic spaces often have
structural and attitudinal barriers such as stigma and discrimination that limit successful
engagement with PWUD. PWUD have described insufficient recognition, inadequate pay,
limited career opportunities, and tokenistic engagement [127, 380-382]. Attempts to engage
PWUD should therefore be thoughtful and authentic to minimize trauma and support the
wellbeing of PWUD [379, 383]. Policy actors wishing to engage PWUD should consult
guidelines developed by PWUD and harm reduction professionals on facilitating engagement

that is equitable and culturally safe [377, 384, 385].
3.4.1 Strengths and limitations

Our study provides the first empirical data explicitly examining structural vulnerability
from the viewpoint of people in positions to influence harm reduction and drug policy. We also
provide novel insights on how policy can exacerbate, or have the potential to alleviate, structural
vulnerability for PWUD. This study utilized several well-established frameworks contextualizing
SDH and structural vulnerability which adds to the robustness of our analysis and subsequent
findings. In addition, the heterogeneity of policy actor experiences, harm reduction efforts, and
political affiliations produced rich narratives, particularly given our intersectoral focus and
emphasis on balancing representativeness from Canada’s 13 provinces and territories.

Despite the strengths of our study, it is not without limitations. The results from key
informant interviews may not present the complex and contradictory nature of people’s views.
People’s views are often context contingent, so opinions expressed in interviews vary according
to how the interview is designed and presented to them [386]. Furthermore, data for this study
was collected between 2016 and 2017 which limits viewpoints on policy developments after this

time. While we did consider differences across provinces and territories by comparing coding
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frequencies, this strategy did not allow for more formal comparative analyses. Finally, this study
did not collect data on possible intersectional demographics (e.g., gender, race) of participants
which could have provided further context. Nevertheless, this study offers noteworthy
contributions, particularly in the depth of appreciation for structural vulnerability by participants
and the critical considerations we provide for mitigating structural vulnerably among PWUD

through more proactive and responsive polices.

3.4.2 Conclusions

Our findings revealed the importance of structural vulnerability in Canadian policy
actors’ discourses, yet formal policies acknowledging or reinforcing structural factors are
lacking. Our study suggests that large scale societal reforms, such as addressing poverty, gender,
and racial inequities are required to mitigate structural vulnerability in and of itself. However,
these strategies require extensive reforms to societal processes and responding policies, limiting
their immediate applicability. We contend that while these long-term societal and policy changes
are required to address social inequities and alleviate structural vulnerability for PWUD, more
urgent action is required. Decriminalization and safer supply have the potential to mitigate
structural vulnerability of PWUD while policies evolve to advance social, economic, and cultural

equity.
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Chapter 4: Conclusions

The overarching purpose of this thesis was to generate knowledge on mitigating
structural vulnerability of PWUD. Specifically, this thesis attempted to identify strategies at the
clinical- and policy-level to more effectively intervene on the structural conditions that make
PWUD vulnerable to a host of negative health and social harms. This was accomplished by
analyzing two qualitative datasets with the aims of: 1) examining the perspectives of social care
providers on delivering social supports to structurally vulnerable patients who use drugs to help
strengthen acute care social service provision; and 2) examining the extent to which policy actors
discuss structural vulnerability in relation to harm reduction and policymaking for illegal drugs
to guide better incorporation of structural factors within formal policy. The remainder of this
concluding chapter summarizes the main findings of this thesis, discusses strengths and

limitations, and considers implications for policy, practice, and future research.
4.1 Main findings

The purpose of Study 1 was to assess social care providers’ views on addressing the
social needs of structurally vulnerable patients who use drugs within acute care. Similar to
literature on general acute care provision [140], tensions emerged on how participants viewed
patient-level barriers. Most participants explained barriers in providing social supports as a
response to individual patient choices; however, others explained these barriers as a response to
structural conditions, adding to broader literature on structurally vulnerable patients struggling to
access supports while balancing more immediate priorities [203, 242, 332]. Acute care visits
were described as a rare opportunity to reach structurally vulnerable patients because it provides
a relatively stable environment. These findings echo other work describing hospitalization as

temporarily alleviating structural vulnerability for patients (e.g., food, shelter, security) [189,
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195]. The dominant medical model of the hospital as well as informal hospital practices created
pressures to discharge patients. These pressures left social care providers struggling to provide
more than short-term solutions. Several community gaps were identified, particularly in housing
supports. Similar to other literature on acute care provision, participants reported waiting lists for
housing supports as limiting successful social care provision [203, 243, 387]. In addition, the
complex medical needs and substance use of patients excluded them from housing supports
given the majority do not condone drug use or provide medical care. Establishing transitional
housing programs, hospital-based Housing First teams, and harm reduction sub-acute care
facilities that provide medical care, harm reduction, and individualized skills development were
seen as solutions to reduce discharges to homelessness and improve patient outcomes.

The purpose of Study 2 was to examine the extent to which Canadian policy actors
identify structural vulnerability within harm reduction and policymaking for illegal drugs.
Structural vulnerability (e.g., poverty, trauma, colonization) were acknowledged across all
provinces and territories in influencing drug use and producing related harm. Criminalization, in
particular, was seen as creating many of the formal and informal prohibitionist policies that
reinforce structural vulnerability and entrench people in cycles of poverty and oppression.
Together, these findings reflect broader literature on socio-political factors underlying structural
vulnerability [55, 57, 58, 67, 74, 126-128, 142]. Participants expressed that the imagined purpose
of harm reduction in supporting PWUD beyond substance use is not reflected in formal
government policies. Participants further expressed that harm reduction is hampered by
institutionalization and medicalization, corroborating broader findings from CHARPP [289, 293,
294]. In the absence of government leadership, participants relied on community initiatives and

active defiance to address gaps in tackling structural vulnerability, echoing efforts by ‘non-
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official’ policy actors (e.g., PWUD, frontline harm reduction workers, activists) in advancing
structural vulnerability in harm reduction policymaking [268-270]. Decriminalization, safer
supply, and intersectional and intersectoral drug policies were seen as ways to better address

structural vulnerability and decrease inequities.
4.2 Strengths and limitations

This thesis offers original contributions to the structural vulnerability literature specific to
PWUD. Both studies add to broader literature on the relationship between structural vulnerability
and health, social, and harm reduction care for PWUD [55-57, 126, 127, 135, 139, 140, 340].
However, it is amongst the first to formally examine how social care providers and policy actors
perceive structural vulnerability of PWUD within their work. Strengths and limitations specific
to each study are provided in Chapters 2 and 3 and those collective to this thesis are explored
below.

Several strengths reinforce this thesis as a whole. First and foremost, the analysis of
qualitative data in both studies comprising this thesis was particularly important in understanding
how systems actors think through the complex and intersectional concept of structural
vulnerability. Qualitative analyses provided an avenue to understand the attitudes and values that
underlie these individuals’ understanding of structural vulnerability [321, 344]. Moreover, the
use of critical realism as an overarching approach further acknowledged the complex and
intersecting relationships between substance use, social services, acute care, and harm reduction
which established practical policy recommendations [298]. Finally, both studies utilized
maximum variation sampling which ensured participant diversity [344]. As a result, the

heterogeneity of both social care providers and policy actors sampled in each study produced
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rich and in-depth narratives to help explain how structurally vulnerability is situated within
clinical and policy levels of influence.

However, there are several collective limitations to the research described by this thesis.
The data collected for both studies were previously collected. The data collected for Study 1
ended in January 2019 and the data collected for Study 2 ended in December 2017. Services and
policies responding to illegal drug use in Canada fluctuate, sometimes rapidly, between
advancement and regression [289, 294]. As such, the opinions reflected in this thesis on policies
and services responding (or not responding) to structural vulnerability may not reflect current
responses to substance use within Canada. However, this only reinforces the broader challenges
of addressing structural vulnerability due to contradictory responses in alleviating drug-related
harm. In addition, neither study examined the intersecting identities of participants. Given this
thesis focused on intersecting positionalities, this may have limited further contextualization of
participant perspectives. For example, participants occupying positions of privilege may have
had differing perspectives on structural vulnerability of PWUD compared to those potentially
identifying with constructs of oppression that disproportionately affect PWUD (e.g.,
racialization, sexism). Finally, the perspectives of PWUD were not formally included in this
research, which could have added additional context for structurally vulnerable PWUD.
However, members of an advisory group of people who have lived/living experience of drug use,
homelessness, and hospitalization reviewed and corroborated the findings for both studies and
informed the overall thesis recommendations, strengthening the applicability of this research for
structurally vulnerable PWUD. Moreover, the perspectives of PWUD on their experiences
negotiating structural vulnerability within health and social care is well documented [57, 126-

128] and the abundance of literature on structural vulnerability from the perspectives of PWUD
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reinforced the need for understanding structural vulnerability from the perspectives of
professionals who influence structural vulnerability in the first place, which has received very
little attention to date.

Despite the limitations mentioned above, this thesis contributes to the literature on
structural vulnerability of PWUD by examining this concept from a new vantage point; through
the eyes of clinical and policy professionals who influence the services and policies shaping the
lives of PWUD. These findings may provide guidance for broader improvements in the health
and social care of PWUD in Canada, particularly in regards to structural vulnerability, and have
the potential to apply to other jurisdictions facing similar drug-related harm stemming from

social and structural inequities.

4.3 Policy and practice implications

At the clinical-level, acute care has the potential to serve an active role in alleviating the
structural vulnerability of PWUD by providing more comprehensive supports to address their
unmet [145, 186-190] and inadequately addressed [145, 306, 307] social and basic material
needs. However, findings from Study 1 underscore general constraints of the traditional
biomedical model of the hospital in creating social care provision barriers [194, 308, 309]. In
order to address the structural conditions of patients who use drugs who are experiencing
homelessness and/or unstable housing in particular, additional targeted strategies (e.g., active
case finding of SDH and structural vulnerability) and multi-level supports (e.g., those that
collectively support medical, substance use, and life skills) are required. At the policy-level,
despite acknowledgment of structural vulnerability, policy actors reinforced that government
policies are largely restricted to individual-level risk reduction [272-275] rather than addressing

structural vulnerability of PWUD. Study 2 highlights that formal incorporation of structural
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vulnerability within drug policies, upstream policies addressing social inequities, and drug policy
reforms are required in order to substantiate the intended purpose of harm reduction in mitigating
broader structural factors that create undue harm to PWUD.

Taken together, both studies underscored how drug use itself creates considerable
structural barriers to obtaining social supports given formal and informal prohibitions against
substance use. Specifically, the findings of this thesis highlight that the criminalization of drugs
extends prohibitionist policies into social supports, particularly in housing, income assistance,
and child protective services. Policy makers and service planners should aim to ensure drug use
is not an exclusion criterion to access these services and incorporate harm reduction philosophy
into these social supports. Doing so may help improve patient outcomes once discharged from
acute care facilities and improve the health and social wellbeing of PWUD accessing harm
reduction programs by fostering comprehensive social care regardless of drug use. Enhancing
acute care and harm reduction roles in social care provision may also be of benefit. More
formally identifying SDH and structural vulnerability, expanding social supports within acute
care, and providing social services directly in harm reduction programs are possible solutions.

Findings from Study 1 suggest that patients who use drugs and have medical needs would
benefit from transitional and sub-acute care housing options that incorporate harm reduction.
Hospitals are increasingly implementing harm reduction strategies (e.g., naloxone distribution
[388, 389], supervised consumption services [190, 390, 391], opioid agonist treatment [392,
393]). While implementation of harm reduction into acute care has been slow, it may be feasible
to incorporate harm reduction into transitional inpatient units which are typically abstinence-
based. Patients have described harm reduction options within acute care as creating safer

environments that makes it possible to reduce harms associated with consuming drugs while
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hospitalized [391]. However, findings from Study 2 suggest that medicalization and
institutionalization may obscure the role of structural vulnerability. Community-based housing
programs better integrating harm reduction and medical care may be a more pertinent solution.
COVID-19 highlighted the feasibility of incorporating substance use, medical needs, and
housing into community-based responses to help address the structural vulnerability of PWUD.

The COVID-19 pandemic introduced several challenges for structurally vulnerable
PWUD who were limited in their ability to follow COVID-19 protocols (e.g., physical
distancing, handwashing) [394, 395]. Emergency shelters and harm reduction services cut their
capacity to meet physical distancing guidelines and access to essential healthcare services were
limited, increasing risk of both COVID-19 and overdose for this population [396, 397]. Public
health officials, health and social care providers, and outreach workers recognized these
challenges and mobilized holistic measures to support this population. For example, conference
centers and hotels were utilized as emergency temporary housing. Many were equipped with
both medical care and harm reduction interventions (e.g. interdisciplinary care teams providing
basic medical and social services, opioid agonist treatment initiation, on-site supervised
consumption services, provision of sterile drug use supplies) [396, 398]. It is imperative to
capitalize on the groundwork laid by this public health emergency, as it has shown beneficial in
alleviating some of the structural vulnerabilities faced by PWUD.

Most importantly perhaps, findings from this thesis suggests that larger policy reforms
are necessary to alleviate structural vulnerability for PWUD. This thesis as a whole emphasizes
the intersectionality of structural vulnerability and how multiple systems reinforce structural
disparities. Concerted efforts in addressing overarching health and social inequities

(racialization, sexism, colonialization, poverty) are required to proactively intervene on structural

75



vulnerability. Strategies and interventions targeting multiple structural inequities as well as
involving all agencies and departments responsible for health and social policies in drug policy
reform are needed [362, 364-367]. At minimum, decriminalization is urgently needed to begin
alleviating structural vulnerability. Decriminalization can help ease prohibitions against drug use
that perpetually oppress structurally vulnerable PWUD and ultimately strengthen health and

social policies, reduce stigma and discrimination, and begin advancing equity for PWUD.

4.4 Considerations for future research

This thesis may help guide future research on improving the structural vulnerability of
PWUD. A number of areas for future research were identified in Chapters 2 and 3. When
considered in its entirety, this thesis helped identify a number of overarching research areas that
warrant further investigation. First and foremost, given limited literature on the perspectives of
clinical care providers [135, 139, 140] and policy actors [141] in how they understand and
interpret structural vulnerability, future research should build upon the findings from this thesis.
For example, health and policy professionals may benefit from formal structural competency
training [55, 137] and future research could assess the extent to which this training changes
narratives of structural vulnerability or prompts practice or policy action to address structural
factors. Moreover, while structural vulnerability has been well documented [55, 57, 58, 67, 74,
126-128, 142, 340], future research could explore: 1) how changes in policies and services
impact structural vulnerability (see McNeil et al. (2015) for an example [126]); and 2)
systematically evaluate structural interventions [371, 399] and their effect on the health and
social outcomes of PWUD, with particular attention on how structural conditions are impacted.

In addition, the research conducted in this thesis considered the structural vulnerability of

PWUD by considering multiple positionalities together. Poverty emerged as a main contributor
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to structural vulnerability. However, particular subgroups of structurally vulnerable PWUD are
at elevated risk of drug- and structural-related harm, including youth [30, 47, 48], LGBTQ+
individuals [34, 49, 50, 72], and BIPOC communities [33-35, 38-40]. Therefore, it would be
beneficial for future research to consider how the structural vulnerability of these subpopulations
are influenced by clinical and policy professionals in particular. Finally, this thesis identified
larger policy transformations as necessary in mitigating structural vulnerability for PWUD.
Research should look to how literature and frameworks targeting SDH for health and social
inequities for wider populations [369, 370, 400, 401] can be translated to policymaking for
illegal drugs. It is likely that increasing equity more broadly can, by extension, also benefit

PWUD as their structural vulnerability is underpinned by these social disparities.
4.5 Conclusions

Overall, this thesis yielded novel insights on the perspectives of individuals operating
within clinical and political spheres who influence the structural vulnerability of PWUD.
Specifically, the research presented in this thesis was one of the first of its kind to examine how
social care providers intervene on structural vulnerability for patients who use drugs, and policy
actor perspectives on the extent to which structural vulnerability is situated within drug policies
and harm reduction. Together, the findings of this thesis reinforce that structural vulnerability
will continue to adversely harm PWUD unless greater efforts are established within acute care,
harm reduction, and drug policies to formally target structural inequities. Overall, the findings
and recommendations of this thesis have the potential to help ameliorate socio-political factors
that increase and reinforce drug-related harms for PWUD and ultimately better support their

health and social wellbeing.
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Appendices

Appendix A: Semi-structured interview guide (Study 1)

We are interviewing you today to find out more about what staff at the Royal Alexandra Hospital
[RAH] think about homelessness and unstable housing amongst patients at the Royal Alexandra
Hospital, and how the Addiction Recovery and Community Health [ARCH] team and the
hospital could better address this issue. We are interviewing you because you were identified as
someone who has been in direct or indirect contact with patients who are unstably housed or
homeless, ARCH patients, and/or the ARCH team. We are interested in hearing your perspective
on how social services are provided to unstably housed or homeless patients at the RAH,
including the approaches ARCH and other social service providers (i.e. unit social workers,
homeless transition coordinator) use to connect patients to housing, income, and other social
supports. We would also like to hear your opinions on how ARCH and other social services
providers could improve the social determinants of health for RAH patients who are homeless or
unstably housed. This includes barriers and facilitators to improving care for ARCH patients
and others who are unstably housed or homeless. Just a reminder before we start that no one
outside of this room will be able to identify you based on what you say about the hospital or the
ARCH team, so please be as open as possible.

Topic Area I: Experience with patients experiencing unstable housing or homelessness

QUESTIONS: PROBES:

Can you tell me how your position e What is your specific position and role?
brings you into contact with patients e How often do you encounter unstably
who are unstably housed or homeless, housed or homeless patients?

ARCH patients, or the ARCH team? e How often do you encounter patients that

are being seen by the ARCH Team?
How does the hospital identify patients e What are barriers/facilitators to

who are homeless or unstably housed? identifying unstably housed or homeless
patients?
e Are patients routinely asked about their
housing?
How can the RAH better track patients | ¢ What would help units identify all
experiencing homelessness? patients in need of housing support?

e How should housing status be captured
in health records?

What is your experience providing care | e Specific examples/incidents

to homeless or unstably housed patients? | ¢ How does providing care for an unstably
housed, or homeless patients differ from
providing care to other patients, if at all?

e What makes it easy to care for patients
who are homeless? What makes it
difficult to care for patients who are
homeless?
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What factors influence patient access to
housing in the community?

Are there any obstacles that prevent
patients from finding housing?

What kinds of resources are available in
the community to help patients find
housing?

Topic Area II: RAH model of social care

QUESTIONS:

PROBES:

What kind of social work supports do
RAH patients have access to?

How would you describe the RAH approach
to supporting the social situation of patients?
Are these supports available to all RAH
patients?

How does this differ for ARCH patients, if at
all?

Probe for specific income, housing,
identification, and other social supports?
How much emphasis is put on finding
patients housing while they are hospitalized?

Who provides social work supports to
unstably housed or homeless RAH
patients?

How often are Royal Alex social workers
involved?

How often is the ARCH social worker
involved?

How often is the Community and Social
Services Homeless Transition Coordinator
involved?

How often are other ARCH/hospital
clinicians involved?

How often are staff from Housing First teams
involved?

How often are social workers from
community organizations involved?

Are the social supports offered by the
RAH the same or different than what
would be available in the community?
In what way?

How does hospital social work differ from
social work practice in community settings?
Does the ARCH team offer any social work
services that are not typically available? What
are they?

What is the impact of the social work
provided at RAH on unstably housed
or homeless patients?

Probes for: housing, health outcomes, social
outcomes

How well does the current model meet
patients’ social needs?

Are the impacts the same or different for
ARCH patients, who also have access to an
ARCH social worker?
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What is the impact of the RAH model | ¢ Does this model make your job more or less
of social care on you, as a [position difficult?

title]? On other social service e Does this model make your colleagues work
providers? more or less difficult?

Topic Area III: Collaboration between RAH social work, community social work, and
ARCH social work

QUESTIONS: PROBES:

How do RAH social workers e Probe for their involvement/collaboration
collaborate with community-based with, Homeless Transition Coordinator,
social service providers? Human Services staff, community-based

social workers, Housing First team, etc. How
would you describe the strengths of these
collaborations? The weaknesses/challenges of
these collaborations?

e How does the hospital social worker/social
support staff communicate and collaborate
with a patient’s supports in the community?

e How would you suggest these collaborations
could be improved?

How does the ARCH social worker e How would you describe the strengths of

collaborate with unit social workers? these collaborations? The
weaknesses/challenges of these
collaborations?

e How would you suggest these collaborations
could be improved?
What value, if any, does the ARCH e Strengths of this role?

team social worker bring to RAH? e Weaknesses of this role?
e Are there other things the ARCH SW should
be doing?

e (Can unit social workers fill the ARCH team
social worker’s role?
How would you change the role of the | ¢ What would you change about the ARCH’s

ARCH team social worker or the way model of patient care/model of social
they interact with other RAH staff? stabilization?
Patients? e What would you change about the ARCH

team social worker’s process?

e What would you change about the way the
ARCH team social worker communicates or
collaborates with other RAH staff?

Topic Area I'V: Improving RAH and ARCH social work services for patients who are
unstably housed or homeless

QUESTIONS: PROBES:
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Does it make sense to try and address
homelessness in the acute care setting?
Why or why not?

How might the RAH be uniquely placed to
provide social work services that have been
challenging to address in the community
setting?

How could the RAH hospital better
meet the needs of patients who are
unstably housed or homeless?

Probe for specific recommendations related to
housing, income support, other social
determinants of health

What do you think is the biggest
barrier to ending the practice of
discharging patients to homelessness
or unstable housing?

Other barriers?

What internal or external factors make it
harder for the ARCH team or hospital social
worker to succeed?

Are these threats/obstacles different or similar
for ARCH patients vs. other unstably
housed/homeless patients?

What do you think is the biggest
strength the RAH has in terms of
ending the practice of discharging
patients to homelessness or unstable
housing?

Other strengths?

What internal or external factors make it
easier for hospital social workers to succeed?
Are these the same for ARCH social
workers?

Do you see value in having a
designated Housing First team that
operates out of RAH and is for
hospital patients? Why/why not?

What would this look like?

How would having a hospital-based Housing
First team impact patient care? The broader
community?

What other strategies could help
improve social work care at RAH for
unstably housed or homeless patients?

Probe for specific initiatives related to
housing, income support, other social
determinants of health

Is there anything else you would like
to tell me about social work or
unstable housing and homelessness at
the RAH?
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Appendix B: Semi-structured interview guide (Study 2)

Thank you for agreeing to take part in this interview today. We are interviewing you because we
want to learn more about how illicit drug use is viewed and understood in
[PROVINCE/TERRITORY] and how this impacts illicit drug-related harm reduction
policymaking there. For the purpose of this interview, illicit drug use refers to the use of any
criminally prohibited drugs or the misuse of prescription medications. Just as a reminder,
everything you say to me will be kept confidential and will not be shared with anyone outside of
the research team.

1. DEFINING THE PROBLEM
A. When you think about illicit drug use in [PROVINCE/TERRITORY], what issues or
areas of concern come to mind? [interviewer take note of issues/problems listed - use as

probes for 3 proceeding questions]

1.
ii.

iii.

1v.

What factors contribute to [each issue or problem]?
Who is mainly impacted by [each issue or problem]?
Does everyone agree that [each issue or problem] is a concern?

1. Who disagrees and why?
In your view, what is the most pressing illicit drug-related issue or problem in

your [PROVINCE]?

2. DEFINING SOLUTIONS
A. Can you describe the provincial approach to responding to illicit drug use in
[PROVINCE/TERRITORY]?

1.

11.

1il.

What solutions are most commonly proposed for addressing illicit drug use in
[PROVINCE/TERRITORY]?

Who is proposing [each of] these solutions? (probe: healthcare professionals,
government, people who use drugs, police)

What type of arguments are used in support of [each of] these solutions?

B. To what extent do discussions around illicit drug use in [PROVINCE/TERRITORY]
include harm reduction?

1.
il

Who vocally supports harm reduction?
What type of arguments are used in support of harm reduction?

C. Are there any vocal opponents to harm reduction in [PROVINCE/TERRITORY]?

1.

If so, who are they?
1. What are their arguments against harm reduction?

3. BACKGROUND
A. What is your definition of harm reduction?
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1. How does this definition compare to how your [PROVINCIAL OR
TERRITORIAL] government defines harm reduction?

B. Tell me about your work, and how it relates to harm reduction policymaking in
[PROVINCE/TERRITORY]?
1. How long have you been working in this position?
il. What other harm reduction-related positions have you held?

4. HARM REDUCTION POLICY IN [PROVINCE/TERRITORY]
A. What are the main formal policy documents or strategies relevant to harm reduction in
[PROVINCE/TERRITORY]?
1. What harm reduction policies exist at the regional health authority level?

1. Is harm reduction addressed in addiction and mental health strategies or
STBBI policy at this level?
il. What harm reduction policies exist at the provincial/territorial level?
1. Is harm reduction addressed in addiction and mental health strategies or
STBBI policy at this level?
1il. How current are these policies?

B. To what degree is formal [PROVINCIAL/TERRITORIAL] harm reduction policy
reflected in actual practice?
1. How have policies been implemented?
2. Has funding been allocated to implement these policies?
3. Have any particular areas been neglected in implementation?

C. Who is responsible for harm reduction policy in your [PROVINCE/TERRITORY?

1. What area of government has the most responsibility for harm reduction policy?
i1. Do other areas of government also play a role?
1il. Are there non-governmental actors that are also influential?

D. What is the impact of current [PROVINCIAL/TERRITORIAL] harm reduction policy on
your work or your organization?

5. LOOKING FORWARD
A. What does the future of harm reduction in [PROVINCE/TERRITORY] look like?
1. Why do you come to that conclusion?

B. What factors facilitate the establishment of harm reduction services in
[PROVINCE/TERRITORYT]?
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C. What factors deter the establishment of harm reduction services in
[PROVINCE/TERRITORY]?

D. Is there anything else you would like the share about harm reduction in
[PROVINCE/TERRITORY]?

118



Appendix C: Frameworks guiding block coding (Study 2)

Government of Canada’s 12 SDH [358]

1. Income and social status 5.

Physical environments

9. Biology and genetic

2. Employment and social 6. Social supports and endowment
status coping skills 10. Gender

3. Education and literacy 7. Healthy behavior 11. Culture

4. Childhood experiences 8. Access to health services  12. Race/racism

Raphael’s seven SDH discourses [359]

1. SDH as identifying those in 4.

need of health and social
services

2. SDH as identifying those
with modifiable medical and

behavioral risk factors 5.

3. SDH as indicating the
material living conditions
that shape health

SDH as indicating the
material living
circumstances that differ
as a function of group
membership

SDH and their
distribution as results of
public policy decisions
made by governments
and other societal

6. SDH and their distribution
as results of economic and
political structures and
justifying ideologies

7. SDH and their distribution
as results of the
power/influence of those
who create and benefit
from health and social
inequalities

institutions

Rhodes risk environment framework [58]

Micro-environment

Macro-environment

Physical

Risk Drug using, injecting and sex work Drug trafficking and distribution
locations routes
Drug injecting in public spaces Trade routes and population mobility
Prisons and detention centres Geographical population shifts and

population mixing

Intervention  Creating safer drug using sites (e.g. Changes to trafficking interdiction
sharps disposal, lighting) policies
Developing supervised injecting Interventions at truck stops and train
facilities stations
Prison-based harm reduction Cross-border interventions
interventions

Social

Risk Social and peer group ‘risk’ norms Gender inequalities and gendered risk
Local policing practices and Stigmatisation and marginalisation of
‘crackdowns’ drug users
Community health and welfare service =~ Weak civil society and community
access and delivery advocacy

Intervention ~ Social network and peer-based Fostering collective actions in

interventions
Police partnership and training projects

combination with policy changes
Mass media and social marketing of
harm reduction
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Developing low threshold accessible
services for drug users

Strengthening civil society
infrastructure and self-help

Economic
Risk Cost of living and of health treatments Lack of health service revenue and
spend
Cost of prevention materials Growth of informal economies
Lack of income generation and Uncertain economic transition
employment
Intervention  Subsidised and free treatment Increase investment in harm
reduction relative to enforcement
Distribution of free prevention materials National health insurance schemes
Micro-economic enterprise and Laws governing employment rights
employment schemes
Policy
Risk Availability and coverage of clean Public health policy governing harm
needles and syringes reduction and drug treatment
Programme-level policies governing Laws governing possession of drugs
distribution of materials
Access to low-threshold and social Laws governing protection of human
housing and health rights
Intervention  Scaling-up pharmacy-based syringe Legal reform enabling the scaling-up

provision

Secondary syringe distribution
programmes

Hostel-based and housing
neighbourhood development

of harm reduction

Legal reform enabling the protection
of drug user rights

National policy changes regarding
public health strategy

Bourgois et al.’s structural vulnerability assessment tool [55]

Financial security

Food access

Enough money to live
comfortably—pay rent, get food, pay

utilities, telephone

Residence

Safe, stable place to sleep and store

possessions

Risk environments

Social network

Friends, family, or other
people who help when

needed

Legal status

Places spent time each day feel safe

and healthy

Adequate nutrition and
access to healthy foods

Any legal problems

Education

Level of education,
ability to read,
understand documents

Discrimination
Based on skin color,
accent, where from,
gender, sexual
orientation, any other
reasons

SDH: social determinants of health
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