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Abstract
Background
The current illicit drug overdose crisis within North America and other countries requires expanded and new responses to address unpredictable and potentially lethal substances, including fentanyl analogues, in the unregulated drug market. Community-wide drug checking is being increasingly explored as one such public health response. We explored how drug checking could be implemented as a potential harm reduction response to the overdose crisis, from the perspective of potential service users.

Methods
The research was guided by the Consolidated Framework for Implementation Research (CFIR). We conducted a qualitative, pre-implementation study to inform development and implementation of drug checking services that are acceptable to people who use substances and meet their needs. University and community researchers conducted 27 in-depth interviews with potential service users at prospective drug checking sites. We inductively developed emerging themes to inform the implementation of drug checking services within the five domains of the CFIR, and identified the most relevant constructs.

Results
Implementing community drug checking faces significant challenges within the current context of criminalization and stigmatization of substance use and people who use/sell drugs, and trauma experienced by potential service users. Participants identified significant risks in accessing drug checking, and that confidential and anonymous services are critical to address these. Engaging people with lived experience in the service can help establish trust. The relative advantage of drug checking needs to outweigh risks through provision of accurate results conveyed in a respectful, non-judgemental way. Drug checking should provide knowledge relevant to using and/or selling drugs and informing one’s own harm reduction.

Conclusions
For service users, the extent to which the implementation of drug checking can respond to and mitigate the risks of being criminalized and stigmatized is critical to the acceptability and success of community drug checking. The culture and compatibility of the service, setting and staff with harm reduction principles and practices is essential.
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Background
The illicit drug overdose crisis continues in Canada. One person lost their life to overdose approximately every two hours in Canada in 2018 [1]. The province of British Columbia (BC) is considered the epicentre of the crisis where the rate of illicit drug overdose deaths has reached 31 per 100,000 individuals, an average of four people dying each day [2]. Illicit fentanyl has been detected in 87% of these drug overdose deaths in the province [3]. In 2016, the escalating rate of overdose deaths in BC triggered the Provincial Health Officer to declare illicit drug overdoses a public health emergency [4, 5] which is still in effect.
It is within this context of fentanyl-related overdoses that drug checking has been re-emerging as a potential harm reduction intervention in Canada [6–8] and globally [9–11]. A 2017 evidence review of drug checking technologies and research concluded that community-wide drug checking may be instrumental as part of public health responses in British Columbia, and potentially a life-saving harm reduction service [12]. At the same time, caution is advised as “[I]mplementation in the absence of rigorous evaluation could result in the wasting of precious resources, and more importantly, more lost lives to fatal overdose” [13] (p. 2).
The body of research related to drug checking is primarily based on the long-standing history of drug checking within electronic dance and festival settings. The relevance of this research for community-wide drug checking that serves the general population and responds to illicit drug toxicity, including fentanyl-related overdose, is in question [11, 12, 14, 15]. The willingness among people who inject drugs to access community drug checking has also been questioned [16]. Limited uptake of this intervention has been reported in some cases [17], and potential strong acceptance in others [18–20]. Early research on community drug checking for street drugs raises questions about whether or how drug checking results will modify behaviours [16], as well as which drug checking technologies are best in these settings and for which substances and populations [12, 14, 16, 21].
While many harm reduction interventions have a well-established evidence base as to their effectiveness [22–28], as Rhodes and others [29] have argued, how harm reduction interventions are implemented and the context for implementation of such services matters greatly. Moreover, consistent with principles of harm reduction, it is critical that people who use substances are engaged in the design and delivery of services intended for them, in order to ensure that services are acceptable and meet their needs. The structural contexts in which substance use occurs, such as criminalization and structural violence, and the way harm reduction interventions are enacted demand attention if harm reduction services are to be effective in reducing harms beyond individual level, behaviour modifications [30, 31]. Thus the evidence base regarding community-wide drug checking as a response to the overdose crisis is still emerging [11], and there is limited focus on implementation research that involves people who use substances beyond the dance and festival settings. Such research is needed to support implementation of drug checking services as a harm reduction response that takes the context of the overdose crisis into account, from the critical perspective of people most affected by it.
We sought to explore how drug checking could be implemented as a potential harm reduction response to the overdose crisis, from the perspective of potential service users. This research was conducted as part of the process of developing and initiating a community drug checking project within Victoria, BC, where the burden from the overdose crisis has been extremely high and drug checking services were not previously available. We conducted a pre-implementation study to inform the development and implementation of drug checking services that are acceptable to people who use substances and meet their needs.

Methods
This study was part of a community drug checking project “Implementing Innovations in Drug Checking” that aims to offer drug checking services within Victoria, BC, improve methods and technologies for drug checking and understand factors that influence implementation. As part of the broader study, we conducted a pre-implementation qualitative study. Our collaborative research team included academic researchers and community researchers from the local drug user union Solid Outreach. Ethical approval for the study was provided by the Health Research Ethics Board at Island Health Authority (J2018-069).
We conducted this research within Canada’s Strategy for Patient-Oriented Research (SPOR) [32] which supports meaningful involvement of patients, researchers, health care providers and decision-makers in health research. While levels of engagement vary within Patient-Oriented Research (POR) [33], we sought collaborative partnerships and to enact principles of Community-Based Participatory Research (CBPR) by seeking to engage individuals with personal experience of a health issue in the research process. CBPR is an approach that engages community equitably in the research process for the purpose of producing knowledge and taking action [34, 35]. The academic researchers have had long-standing relationships with the community-members we engaged in this project, and these relationships are ongoing beyond the data collection and the production of this article [36]. Indeed, we perceive the onus for participation to be focused on academic researchers participating in community just as much as we seek engagement of community members in this research [37].
We used the Consolidated Framework for Implementation Research (CFIR) [38] to guide identification of potential barriers and facilitators for implementation and explore the unique context for implementation of drug checking services. CFIR has been shown to be relevant to understanding what is needed for successful implementation overall and to the implementation of public health interventions. The CFIR framework consists of 39 theoretical concepts or constructs grouped into five domains capturing determinants affecting implementation of an intervention at the organizational or collective level [38]. The five domains include (1) characteristics of individuals receiving and delivering the intervention, (2) characteristics of the intervention (in this case community drug checking), (3) the process of implementing community drug checking, (4) the inner setting (e.g. policies, organizational culture, funding) and (5) outer setting (funding, policies, laws, etc.). Here we used the CFIR as part of the pre-implementation phase of the drug checking project. In a systematic review of 26 studies using the CFIR framework, Kirk et al. [39] found only 2 studies that focused on pre-implementation, naming it a missed opportunity. While the CFIR has been used most often during or post-implementation as a pre-implementation framework, it provides unique opportunities to identify potential barriers in advance and inform project design so that services are acceptable to service users and meet their needs. In this project, the research team is considered to be the implementer of the intervention and our pre-implementation study sought the perspectives of potential service users to inform implementation plans.
Within a framework of community-based research, it is possible to employ a range of research methods. In this study, we undertook a qualitative study with potential service users. The inquiry was a collaboration between community researchers from the local drug user union and university-based researchers. The university-based researchers developed a semi-structured qualitative interview guide to seek perspectives on potential barriers and facilitators across each of the five domains of the CFIR. The community researchers revised this questionnaire to better suit research participants and to ensure we approached questions about substance use with respect and recognition of the lived realities of stigma and criminalization. We also developed a short survey to collect information on demographics and substance use which community researchers reviewed. Pilot interviews were conducted with members of the drug user organization to refine the data collection process.
Interviews were open to people who use or have used substances, their family or friends and/or people who make or distribute substances. Recruitment of research participants occurred at the harm reduction sites proposed as locations for implementing and integrating the upcoming drug checking services. This included a drug user organization that provides services by and for people who use drugs, a community harm reduction site that includes a drop-in medical clinic and needle exchange programme as well as other services, and a suburban harm reduction site offering opioid substitution therapy along with other services. Handbills and posters were distributed at the sites to potential participants, and an email invite was distributed to the staff at the sites to inform them of the study and information to share with potential participants. Study participants were provided CDN$20. Interviews were conducted by either a community or university researcher and audio-recorded and transcribed verbatim.
Analysis
We collected data from November 2018 to February 2019. The principal investigator and two research associates reviewed, coded and compared initial themes that inductively emerged on a small subset of transcripts. Based on this and feedback from interviewers on any themes that they detected from the interviews, we then developed an initial coding structure to analyse potential barriers and facilitators for drug checking services, from the perspective of people who use substances and other potential service users, within each of the five domains of the CFIR. Two research associates coded all transcripts into this initial structure in NVIVO 11. Initial coding of a subset of transcripts was coded by both research associates, reviewed with the Principal Investigator and revised accordingly. The research associates then coded the remaining transcripts. The Principal Investigator and research associates then inductively developed critical themes to inform the development and implementation of drug checking services for each of the five domains of the CFIR and identified the most relevant constructs associated with these themes. All authors including those involved in the interview process reviewed the analysis and interpretation. For each domain, we present the themes that emerged within that domain. As we found significant contextual barriers in the outer setting that need to be attended to in all other domains, we present the outer setting first.


Results
There were 27 people who participated in interviews at three different sites: 14 interviews at the drug user organization that provides services by and for people who use drugs, 7 interviews at a community harm reduction site that includes a drop-in medical clinic and needle exchange programme as well as other services, and 6 interviews at a suburban harm reduction site offering opioid substitution therapy along with other services. About half (n = 14) of the participants identified as men and most (n = 14) participants were over the age of thirty. The sample was predominantly individuals with low-incomes with most (n = 20) receiving social assistance and over half (n = 15) living in supportive or subsidized housing, single room occupancy or rooming houses or currently homeless. Characteristics of the sample are given in Table 1.
Table 1Characteristics of the sample (N = 27)


	Characteristic
	Number (percent)

	n (%)

	Gendera

	 Non-binary/transgender/otherd
	0 (0.0)

	 Man
	14 (51.9)

	 Woman
	13 (48.2)

	Age in yearsabcd

	 20–29
	4 (22.2)

	 30–44
	6 (33.3)

	 45 or older
	8 (44.4)

	Identified as Indigenous (First Nations, Métis or Inuk (Inuit))

	 No
	23 (85.2)

	 Yes
	4 (14.8)

	Sexual orientationa, b, c, d

	 Heterosexual or straight
	14 (82.4)

	 Lesbian or gay/two-spirit/queer/bisexual/other/do not know
	3 (17.6)

	Current level of educationa, b, c, d

	 Some secondary education
	3 (16.7)

	 High school diploma or equivalency
	5 (27.8)

	 Apprenticeship, trades certificate or diploma, other certificate, diploma or degree
	6 (33.3)

	 Other
	4 (22.2)

	Current living situationa, c, d

	 Apartment/house
	9 (33.3)

	 Supportive or subsidized housing/single room occupancy or rooming house
	9 (33.3)

	 Public place or street
	6 (22.2)

	 Family or friend’s place, other
	3 (11.1)

	Primary source of incomed

	 Wage or salary including from own business
	4 (14.8)

	 Disability benefits
	16 (59.3)

	 Welfare or income assistance
	4 (14.8)

	 Other
	3 (11.1)

	Personal income last yeara, c, d

	 Less than $20,000
	13 (50.0)

	 $20,000 to less than $40,000
	7 (26.9)

	 $40,000 or more
	3 (11.5)

	 Do not know
	3 (11.5)

	Frequency of illicit substance used

	 Daily
	19 (70.4)

	 Three or more times per week
	2 (7.4)

	 Once or twice per week
	3 (11.1)

	 Occasionally (not every month) or Never
	3 (11.1)

	Overdose within last 6 monthsc

	 No
	20 (76.9)

	 Yes
	6 (23.1)


aDoes not sum to 100.0% due to rounding
bDemographic questions were altered. Not asked of 9 study members in early interviews
cDoes not sum to 27 due to missing data
dSome categories were combined due to small numbers to preserve anonymity



Outer setting
Participants shared their perspectives on what contextual factors could have positive or negative influences on the implementation of drug checking services. This revealed significant influences in the outer setting that need to be considered in every aspect of implementation. The need for drug checking was related to the unregulated, unpredictable and potentially risky illicit drug market. Implementation of drug checking must recognize the needs of the diverse population that uses substances and account for the very significant impacts of stigma, trauma and criminalization on service users.
Diverse population and needs
Participants emphasized that substance use occurs across all ages, genders, socioeconomic groups and geographic areas. They noted that potential service users have varied needs and resources and services should be tailored to best respond to these diverse needs. For example, one participant indicated that some may not be able to access services easily: “There’s lots of people using who just can’t get to the stuff that we can get to downtown. It’s just not available to them. They don’t drive or don’t have bus fare. They’re using and they need that (INTV F2)”. Further, this quote highlights the diverse population that uses substances and that services may need to be different for different groups:Everybody uses drugs. Or not everybody, but you know, there’s business people out there, there’s lawyers out there that use drugs They’re not going to go to a place that let’s say people who are homeless would go to, unfortunately, due to the stigma. Which sucks, because there shouldn’t be a stigma, but there is (INTV F17).


The above quote also illustrates that it is important not to make assumptions about people who use substances.
For some potential service users, substance use may be associated with a number of difficult experiences such as homelessness, poverty, overdose, death of a friend or family member to overdose, chronic pain or traumatic brain injury. For example, this participant notes that the experience of overdose has impaired their ability to function as they used to: “I’ve had so many ODs in my life that my brain doesn’t work as good as it used to, and I’ve forgotten lots of stuff that I’ve learned so I don’t understand a lot of things (INTV F1)”. Furthermore, people’s attitudes and experiences around substance use vary substantially. This includes how much experience they have had with substances, whether they use alone or with others, whether they are looking to hide their use, seek treatment for use, are using harm reduction services, and/or practicing their own harm reduction measures to stay safe. This participant discussed that those who use alone do so because they do not want others to know about their use, or because they do not have a way to access services:I know that there are some people like that, who are still in the closet and don’t want anyone to know, they’re embarrassed or ashamed or whatever, but the people I know that are using at home, they’re only using alone at home because they have no way to get to services, or they would, they would have it checked for sure. I know both groups and the other groups that are at home, they just don’t want their families to know, so they’re not going to come in and use the services and get them checked. They just don’t want anyone to know (INTV F2).


Overall, these findings highlight that it is critical not to make assumptions about who uses substances. It is essential to recognize that substance use is common across all demographic groups, constituting an extremely diverse population with diverse needs that needs to be taken into account. Thus, participants identified significant structural factors that must be recognized, and implementation strategies are needed that attend to these critical barriers.

Criminalization
The criminalization of drugs and people who use and/or sell drugs was the most significant influence from the perspective of potential service users. Participants described how they and others often feared police presence and prosecution or any level of surveillance, as this participant expressed: “Well, if the cops are going to be hanging around, if there’s a chance of getting legally busted or charged, obviously that would be first and foremost (INTV F3)”. There were related concerns that drug checking services might be used by police to gain information on who is selling and using and what substances they had or to look for particular individuals. For example, one participant stated this would be a barrier: “Well, if the cops are going to be hanging around, if there’s a chance of getting legally busted or charged, obviously that would be first and foremost (INTV F3)”. A potential facilitator identified by participants would be government sanctioning of drug checking to establish safety from criminal repercussions, with recommendations that decriminalization of drugs would be the ultimate facilitator to influence implementation. This quote begins to illustrate the impact of criminalization and the need for government involvement: “Legalization is a huge part of drugs, that’s why there’s shit in them. So yeah, we need everybody involved in the drug world. The government, everything (INTV F5)”.

Stigma and trauma
Participants indicated the extremely high levels of stigma that people who use illicit substances experience, impacting the treatment they receive and the way they seek services. Participants reported being treated inhumanely in a number of settings including hospitals, as we heard: “Because the moment they find out you’re an addict they treat you like shit. So, it’s not good. It’s like people still need healthcare too. We’re not like a diseased rabid animal, you know? (INTV F12)”. Furthermore, participants reported high levels of trauma for themselves, their families, friends and communities as a result of the overdose crisis. Participants talked about the trauma of experiencing overdose, witnessing overdose and losing loved ones including children and parents as this quote starts to capture:I know a lot of people that have died. A lot. You know, like a lot. It’s unbelievable how many people I know that have gone down. It just fucks me up big time. Because I don’t deal with it very well. …Too much of it, and like too close to me. And friends, and family, and partners, and children. You know? I lost a lot of people in the last – just a short period of time there. A lot. It just fucks me up big time. I can’t even watch tearjerker commercials, nothing. Fuck, you know. I’ll just start bawling (INTV F15).


These high levels of stigma and trauma can act as deterrents to accessing services if people fear poor treatment. Drug checking services need to be trauma-informed services and carefully attend to these issues to ensure they are not reinforcing stigma and creating further trauma.

An unpredictable and toxic illicit market
Participants overwhelmingly reported a fear about what is in the current drug supply. They reported that there was no way to tell what they were buying as this person indicates: “it’s like Russian roulette nowadays. You never know what you’re buying (INTV F2)” while another  stated: “nobody knows what is what, if their heroin is heroin or if their coke is coke, no one knows and it gets really scary (INTV F1)”. There was a frequently voiced belief that fentanyl was in all substances as this person stated: “But it’s not just in the heroin either, it’s in everything (INTV F9)”. At the same time, concerns were not limited to fentanyl; many feared the inclusion of other ingredients that they were not aware of and/or wanted to avoid. Participants mentioned fear of other actives or ingredients such as rat poison, bath salt, battery acid and pig dewormer, with one participant indicating it would be helpful to know “Oh my god, there’s tar in this stuff, or, there’s battery acid in this stuff (INTV F5 )”.
Within the context of an unsafe drug supply, criminalization, stigma and trauma from overdoses and deaths, participants noted little protection or power for people who use or buy substances or accountability for those who sell substances. Moreover, these contextual factors interacted so that some felt targeted with one participant describing the overdose crisis as “a cull (INTV F15)” and another suggested some think of it as a “conspiracy to poison this demographic of people (INTV F5)”. Hence, drug checking can fill an important role by identifying what ingredients are present in a substance that can provide a measure of relative safety within this context.
Thus, participants identified strong potential barriers that highlight how critical it is to understand service user needs and resources and external policies and guidelines that can impact implementation (Table 2). Drug laws and regulations and resulting criminalization and stigma threaten implementation and uptake of drug checking services. As drug checking services are being implemented in a context of stigma, trauma and other risks, establishing trust and safety are essential to the implementation process.
Table 2Findings by CFIR domain and primary constructs


	CFIR domain
	CFIR construct
	Findings

	Outer setting

	[Contextual factors that influence successful implementation]
	Patient needs and resources
	Stigma, trauma and criminalization; unpredictable illicit market; diverse population and needs

	External policy and incentives
	Criminalization of drugs and people who use drugs

	Intervention characteristics

	[Key attributes of drug checking a harm reduction intervention that influence successful implementation]
	Relative advantage
	Low barrier and greater benefits than risks of criminalization

	Evidence strength and quality
	Accuracy of drug checks providing information on composition using a small sample

	Design quality and packaging
	Free and fast service

	Adaptability
	Harm reduction messaging

	Inner setting

	[Key attributes of drug checking services and sites that influence successful implementation]
	Culture and compatibility
	Safety; respect; confidential and anonymous service; and harm reduction mandate

	Available resources
	Multiple settings to meet diverse needs; paired with compatible services; pharmacies; mobile services

	Characteristics of individuals

	[Key attributes of drug checking staff that influence successful implementation]
	Knowledge and beliefs
	Skilled technicians and trust, respect and freedom from judgement

	Process of implementation

	[Key attributes related to the process of implementing drug checking services that influence successful implementation]
	Engaging and external change agents
	Engaging people with lived and living experience in implementation and the intervention






Intervention characteristics
Participants shared their perceptions of the key attributes of a drug checking service that would influence successful implementation. Participants expressed that drug checking needs to provide accurate information on composition and be free, fast and require a small sample. Moreover, results need to be communicating according to harm reduction principles. These characteristics are needed in order for the perceived benefits of drug checking to outweigh the substantial risks in the outer setting identified by participants and adapt the intervention to the needs of this diverse population.
Accurate information on composition
Given the prevalence of stigma and criminalization of illicit drug use, participants indicated drug checking services would need to be deemed by users as sufficiently worthwhile and informative for people to risk accessing them. They reported it would be critical that drug checking provide information that is accurate and useful, with most participants looking for more information than could be provided by a fentanyl test strip. As this participant stated, they want “to know how much of what is in the drug (INTV F13)” as opposed to whether or not it was positive for fentanyl only. People wanted information on the composition and potency of the substance, including other active ingredients or cuts that may be present including but not limited to fentanyl. When asked what would be important for testing, this person expanded: “Accuracy, of course. Accuracy of exactly what was in it, especially the cut, the different kinds of cuts, that’s really what I’d want. If possible, if they could find that out (INTV F1)”. This includes information on purity, strength and amount, as we heard: “I would hope to be able to find out how much of what I’m looking for. For example, how much caffeine is in the dope? How much heroin is actually in the dope? Is it 5%? Is it 2%? (INTV F2)”. These insights highlight that potential service users are interested in knowing the composition of substances tested to prevent overdoses but also to know what is being consumed.

Free and fast services on a small sample
Potential costs and time for drug checking were noted as potential barriers. Participants noted that services would need to be free or low cost as this person stated: “Well no charge. I don’t think there should be a charge for it because nobody would be able to afford to pay for it (INTV F2)”. This is not surprising given that the sample was composed mainly of people living on very low incomes or social assistance. Further, many indicated that people would be unlikely to wait long for results noting half an hour as an upper limit:I think human nature, people want it to be pretty instantaneous, especially if it’s drugs that they’re wanting to use. If they are an addict, they’re going to want to use those drugs right away so they’re not going to wait like an hour or whatever. They’re going to want to know right then and there pretty much, you know, what’s in their drugs and then go and use them. So the shorter the time period, the better (INTV F17).


Other barriers expressed by participants were concerns as to how much of the substance would be needed for testing and whether the sample/substance would be returned after testing. One participant stated: “I would hate to bring my drugs in to a drug checker and they say, ‘Oh yeah, it’s all ketamine so we’re just going to keep it and we’ll dispose of it (INTV F2).” It’s important to recognize that participants purchased drugs with limited resources and thus the substance is a precious resource not to be wasted.

Harm reduction messaging
Participants noted that the communication of drug checking results would need to be accessible to meet the different needs of the diverse population that uses substances. Specifically, messaging would need to reflect harm reduction principles of being non-judgemental, pragmatic and neutral. The messaging of results needs to respond to different levels of literacy as well as different amounts of knowledge and experience of substances and substance use.
Furthermore, participants expressed wanting more information than just what drugs are present and in what percentages, they want information about how these drugs and any fillers impact people, or as one person stated: “what it does to you (INTV F7)”. They further suggested a service similar to a pharmacy explaining: “like if you pick up a prescription, you know, it comes with the “what it does.” Something like that, with whatever was in your sample (INTV F7)”. We heard how providing drug checking results as harm reduction information would include information that a drug user could actually use to inform choices such as:Actually go further than just the, “What drug is in this. What else is there in here?” Right? You know what I mean? Like just keep people informed, what’s going on, information is the best highway right? Tell them what’s going on. Then the choice is yours. That’s a so called ‘adult’ (INTV F14).


Drug checking services thus need to have sufficient expertise and technology to provide accurate information on composition on a very small sample, in a fast, effective and efficient manner, to make the service deemed sufficiently useful. Messaging needs to be respectful, pragmatic and informed, offering accurate information on composition as well as specific harm reduction information related to the composition. This is necessary to increase the relative advantage of the intervention as a potential harm reduction response for service users and suitably adapt to meet their needs (Table 2).


Inner setting
The inner setting is related to the outer context as it often describes how the intervention can mediate the outer contextual factors. Participants described what was needed in a drug checking service from their perspective. Potential service users indicated that multiple settings are needed to meet the needs of this diverse population and that the most critical aspect is to implement drug checking as a safe, respectful harm reduction service within this larger context of criminalization, stigma and trauma.
Services for all
Overall, participants indicated the type of setting that would work well would vary depending on the individual and their needs. For those already accessing other harm reduction services, pairing with compatible services would be a facilitator to accessing and sustained use of services. This includes services such as supervised injection sites and overdose prevention sites that have established trust within the community and an adjunct to offering free supplies. For example, one participant noted drug checking should be offered “those places where you go in to use. You should be able to go in and get your dope checked there (INTV F16)” while another recommended an existing service because “A lot of people already use the services, and there’s a trust factor built up, and they feel safe going there (INTV J1)”. Similarly, integrating with services that meet other needs such as providing food, shelter, information on housing, medical care, treatment, counselling services and support networks were noted as facilitators.
Other suggested sites for reaching different populations included pharmacies, supported housing buildings, drop in centres and medical clinics or emergency rooms provided they were confidential and anonymous and did not impact other care such as treatment or prescriptions. One participant discussed this with respect to a medical clinic offering opioid substitution therapy:Somewhere like this would work well, yes, because obviously the doctors here are trained in addiction and you’re here for a reason. So they are aware of the fact that you’re using drugs. The only thing, barrier, I could see to it is people would be worried that if their doctor was to find out that they were using drugs on the side as well as their prescribed drugs, then that would be an issue – or a barrier – that would be for people to come in and want to test their drugs (INTV F17).


Many participants indicated they would like to be able to test substances themselves, in their own home as this participant stated: “If I had something at home to do myself, I would check it every time. Absolutely (INTV F16)”.
We heard how services would need to be offered in multiple locations to be close to where people live and to address transportation issues including for those who live outside the centre of town and/or rurally. Mobile services were suggested by many as a way to reach those who did not wish to access services for fear of being identified, or with access issues as this quote discusses: “a mobile outreach willing to come and check it really quickly, like when so-and-so is at work and you don’t want them to know (INTV F2)”. Participants also indicated that hours would need to be extensive, flexible and ideally offered “twenty-four hours (INTV P5)” because as another participant stated: “this lifestyle is twenty-four hours. It doesn’t stop, you know what I mean? And it’s random, it’s never, there’s no schedule to it, so, I would honestly try to make it twenty-four hours (INTV B2).”

Confidential, anonymous and safe
Regardless of particular needs, participants identified that respectful services that are confidential and anonymous were essential to facilitating access and establishing trust. We heard that many potential service users would not want friends, parents or other family or employers to know about their use and that services would need to account for this. As this participant expressed: “I know that there are some people who are still in the closet and don’t want anyone to know, they’re embarrassed or ashamed or whatever (INTV F2)”.
While participants indicated that integrating services within trusted harm reduction sites would work for some, we also heard how these sites could be a barrier to access for others. Participants noted how many people feared being identified as substance users or going to places associated with use including harm reduction services. One participant stated: “So if there was a way to do it well, so it was accessible to people who don’t necessarily want to go down and have their face seen and everything… Yeah, some way to make it a little more anonymous I guess (INTV F17)”.
Thus, the inner setting would need to address the barriers of criminalization and stigma identified in the outer setting with policies and practices that assures services are both anonymous and confidential. Specifically, having to identify yourself or any type of surveillance would deter use. One participant described: “you wouldn’t have to be telling who you were, and it wouldn’t have cameras, it’d be a safe, secure, private location (INTV F7)”. Another participant defined what a confidential service would look like saying: “confidentiality is being able to go somewhere to ask your questions without the risk of it, um…causing other issues in your life…being completely confidential and about just the health aspect of it (INTV F17)”.
Participants noted how fear of repercussions could pose a barrier. While there were variations, overall, participants expressed how implementation would fail if located in settings perceived as punitive to people who use drugs. This included hospitals as this participant states: “I don’t think at the hospital, I don’t think I would take my drugs to the hospital because they could call the cops (INTV F4)” as well as places with police involvement: “First on the top of my mind would be police station, don’t have it there (INTV B1)”. One participant provided this guiding principle: “I think if the authorities were involved, then nobody would really want to go there (INTV F7)”. Thus, drug checking services need to take care to assure relative safety within the context of criminalization.

Harm reduction mandate
A common theme that emerged was that the organizational culture of drug checking needed to promote personal harm reduction practices rather than seek to operate as a deterrent to drug use. For many, stopping drug use was not an aim or reason to access drug checking; rather, the benefit would be accessing information about a substance to inform use. One participant expressed fear about the unpredictable toxic drug supply and the limited options to use more safely, saying: “I was so scared of using drugs, I just didn’t know what to do, and I didn’t want to quit. I was cutting down, but quitting right now is not an option for me. It’s just not something I’m interested in (INTV F1)”. Participants noted people may choose to use a substance regardless of what is in it, particularly if they are in withdrawal: “I know when I’m so sick, I have to have something. I have to get something, so I just do it anyway (INTV F2)”. Furthermore, while some are trying to avoid fentanyl others may seek it out as this person states about fentanyl: “I’ve found a lot of people, that’s actually what they look for (INTV F13)”.
This illustrates the importance of a harm reduction approach that does not make assumptions about how information might be received or seek to change behaviour, and non-judgemental messaging. Moreover, it is critical to recognize that what might be perceived as choice in such situations, such as which substance a person uses, is driven by broader factors such as marketing and availability. Overall, we heard that when implementing drug checking in a context of stigma, trauma and criminalization, how services are implemented matters greatly. The organizational culture must be compatible with values, practices and policies that are respectful, confidential and anonymous and ensure safety, and support service users to practice their own harm reduction practices (Table 2). Further, multiple settings are needed to meet service users’ needs which requires careful consideration and resourcing (Table 2).


Characteristics of individuals
Participants were asked who should be providing drug checking services as well as who should be part of the implementation processes. They noted that how staff treated service users was of primary importance, emphasizing that trust, respect and freedom from judgement are essential to counter the stigma associated with substance use. They also recognized that skilled technicians would be required.
Trust, respect and freedom from judgement
“The judgement, right away as soon as you walk through the door, is the biggest barrier (INTV F4)” was a sentiment expressed in many ways from many participants. Participants feared being treated poorly and indicated “being belittled or judged for being an addict (INTV F12)” would be a critical barrier to accessing or sustained use of drug checking services. Overall, it was reported that one of the most essential aspects for the service would be staff who treated them with respect and dignity, did not judge them and could be trusted to maintain confidentiality:I’d like the place that I can come to and not, not get judged for being a drug addict or being a person that does drugs, and they don’t even talk to you like you’re a person, and talk to you like how people should be talked to… Like they say it’s confidential, a lot of, some places they’re not. They say it’s confidential and then they go behind your back and talk to the people (INTV F11).


They further expressed that a barrier to using the services would be “if they didn’t treat us like human beings, they treated us like animals, or like just a number (INTV F11)”.
Peer workers and people with lived experience were frequently suggested as a good fit as they would feel comfortable and safe with them. However, participants also noted others such as doctors, nurses, pharmacists or social workers could all be appropriate provided they treated them with respect and could be trusted to maintain their privacy. A common theme was that it was more important how staff treated people, rather than their background. As one person stated: “its not who they are but how they, how they treat us, and whether it’s a safe place to go (INTV B2)”. The quote below reflects on who should be involved in providing such services and the primacy of being treated with respect and without judgement rather than the actual provider:What feels comfortable to me? So I was going to say the number one thing that comes to the top of my head is people who have had experience with drugs themselves, but it doesn’t necessarily have to be that way. I guess that would help, but again, people who respect anonymity. They don’t go around saying, “Oh, guess who I saw today!”… And not the judgement, non-judgemental. People with some compassion and heart. People look at people like us, people who are using drugs or even people who are clean from drugs, look at us like a problem. … People who look at us like we’re just human beings. People who see us for that (INTV F3).



Skilled technicians
Participants also noted that skilled technicians would be necessary. Some participants noted that drug checking would require individuals with a unique skill set if using spectrometers. One participant assumed the need for such a technician stating: “the person that knows how to work the tester, of course…a pharmacist, or someone into chemistry, or something like that (INTV F7)”. Similarly, another participant expressed staff “should be a chemist” defined as a person who “can break it right down and say, right down to the percentage…how good it is, he can tell you (INTV F9)”.
Skilled staff with adequate training are also required to be able to provide the type of harm reduction information that service users want about substances. Thus, in addition to instrument technicians, a solid background in harm reduction and substance use is necessary to provide information that is most useful. Thus, an optimal drug checking team might include both a skilled technician and a peer or harm reduction worker.
This highlights the importance of the knowledge and beliefs of those implementing and operating the intervention, specifically both the necessary skill in operating the intervention as well as the attitudes and approaches of the individuals to the service user and the service being consistent with principles of harm reduction (Table 2). Respectful treatment by all staff, technicians or otherwise, is critical in helping to create safe and welcoming environments. This can help to establish trust for service users necessary with issues around stigma and trauma and criminalization.


Process of implementation
Participants were asked how drug checking could and should be implemented. As noted above, participants identified trust as critical to implementation success and that engaging people with lived and living experience in implementation was a strategy to facilitate that trust and create meaningful inclusion for people who use substances.
Engaging people with lived experience
Engaging peers or people with lived experience emerged as a powerful strategy to address many of the identified barriers related to criminalization and stigma and perceptions of safety. Participants noted that word-of-mouth feedback from people who use the service, how they were treated, and whether it is working for them would be important. As this person stated: “word of mouth from someone I knew and trusted (INTV F13)” would be required before accessing the services. Until then, participants expressed the implementation process could be slow, saying: “Yeah, well at first it’s going to be very, um, standoffish I think. It will take a while (INTV F14)”.
Many suggested peers and those with lived experience as suitable staff that would make them feel comfortable using the service and facilitate trust as this participant highlighted when discussing peers working at a supervised consumption site:I always think places like this should involve like, drug users.…I think it should be managed and supervised and whatever from people of this sort that are running this place, but also people that are active in the street and like actually, people that are—but you know, they have to be respectful with reason. You’d have to, you’d have to choose them right. But I think, like you know, people like I or myself and like other people should also be involved with it too. It helps. It brings trust. You know what I mean? To see like, you know, someone that you know and like talk to on the streets daily, like, to be there too, right? People trust that. People, it’ll, it’ll help get people there and stuff. Right? And feel safe there, so (INTV B2).


Furthermore, some noted that they would welcome the opportunity to be involved, and that meaningful work would help improve their own lives.
This highlights the need for meaningful inclusion and representation of peers and people with lived experience in different aspects of the implementation process in order to develop services that meet people’s needs and establish trust for drug checking services. Thus, engaging peers as external change agents is a critical strategy for building trust and inclusion of peers as staff can contribute to healthier communities (Table 2). These are critical components of developing services that align with principles of harm reduction and health equity (Table 2).



Discussion
This study asked potential service users how best to implement community drug checking services as a response to an unpredictable and frequently toxic unregulated drug supply, and the high rates of overdose in communities. We heard a readiness for the implementation of drug checking as a harm reduction response that is able to provide accurate information on composition of substances, as well as harm reduction information to bolster one’s own harm reduction strategies. Within this context, we heard that criminalization, stigma and trauma pose the most significant barriers to service use. Staff and services must strive to create trust and safety through provision of respectful and confidential services that operate according to harm reduction principles. Engaging people with lived experience is one strategy that can help create trust. Varied locations and neutral, non-judgemental messaging are required to meet the needs of the diverse population that may benefit from drug checking.
External contextual barriers present substantial challenges to implementation and to the potential effectiveness of community-wide drug checking services. Overwhelmingly, we heard how criminalization of drugs and people who use and/or sell drugs is the most significant barrier to the implementation process and an intervention’s success. As noted by studies exploring health care for people who use drugs [40–44], the extent to which the implementation of drug checking can respond to and mitigate the risks of being criminalized and stigmatized appears most critical to the acceptability and success of community drug checking. Confidential and anonymous services, and how well the culture and compatibility of the service, setting and staff align with harm reduction principles and practices, is critical.
Within this context, in order for the relative advantage of drug checking to be sufficiently high, the perceived benefits of accessing drug checking services need to exceed the significant risks of criminalization and stigmatization. Similar to research in Vancouver, BC [45], for the relative advantage of drug checking to be high enough to outweigh these risks, participants wanted accurate, precise and detailed information on composition of substances and harm reduction. As noted in other research [18, 46], participants expressed that the value of drug checking would be in providing new information so they could have the most knowledge to further inform their drug use and personal harm reduction practices. Similar to the FORCAST research in the USA [19], we heard this requires designing an intervention that includes skilled technicians to operate sophisticated technology that provides results with a high degree of accuracy and detail, that are pragmatic and useful (such as potency), for those accessing the services. Furthermore, drug checking results require harm reduction messaging that does not presume or judge how a person acts with that information [18].
Our study highlights that relevant outcomes for drug checking within this context need to be carefully considered. We heard that drug checking is useful for gaining knowledge relevant to using drugs and informing one’s own harm reduction and that non-use or disposal is not a goal or option for many. Within this context, the desired outcome of drug checking therefore cannot be the disposal of one’s drugs, or not taking the drug being tested, as has been utilized as an outcome in some previous research within dance and festival drug checking services [15, 47–49]. Such outcome measures for community drug checking can minimize the value of drug composition evidence to further inform drug use and harm reduction. Our study concurs with findings from recent Canadian and American research teams that discarding one’s drugs is a much less relevant and respectful service objective for community drug checking services seeking to reach people impacted by poverty, homelessness and other structural vulnerabilities where it may not be feasible for many to discard and purchase from another source [8, 18, 45, 46]. Further research is needed to better understand the benefits and impacts of drug checking within these contexts that take this into account.
Participants also indicated the need for quick services, multiple sites and extensive hours to adequately serve the complex needs of a diverse population. This included suggestions for mobile drug checking services that travel to communities. The extent to which community drug checking can be adaptable to reach anyone who uses unregulated drugs is a significant factor influencing its potential impact as a harm reduction response. Participants expressed that while not everyone uses drugs, anyone does. Implementing services to reach the socially diverse and geographically dispersed populations of people that use unregulated drugs is recognized as a significant implementation challenge in Canada [50, 51]. The sites in which drug checking is located and accompanying services will impact which people may access the service and which people will not. How the services are designed and promoted and who provides the services are further factors to consider. Given the current technologies and drug checking methods available, and the level of experience and time required to operate these, these could very well present conflicting needs. Research is needed to investigate low cost, portable technologies that can be operated without extensive training.
People with lived and living experience of drug use are integral to the success of the implementation process and to interventions’ ability to provide trust and respect to people seeking drug checking services. This finding resonates with other studies in which trust has been identified as a key factor influencing access [41, 52–54]. We also heard how the most significant factor was that individuals involved be respectful regardless of if they identify as a person who uses drugs or not; this aligns with recent findings of a fentanyl test strip pilot project [55]. Moreover, given the high levels of trauma experienced as part of the overdose crisis, a trauma-informed approach [56] is required for service delivery. Therefore, while there is an assumption that drug checking benefits from the unique skills of chemists or pharmacists and others with technical skills in operating spectrometers and interpreting chemometric data, collaboration with people with lived experience with drugs and harm reduction backgrounds is equally valuable.
Although the findings from this research can inform community drug checking implementation, the results also confirm the significant harmful impacts of criminalization of drugs and people who use/sell drugs and how criminalization negatively impacts the implementation of wanted harm reduction responses [57–60]. As also expressed by Bardwell et al. [45], implementation of drug checking is compromised by the criminalization of people who are to access the services and the sample they seek to check. As stated by Palamar et al. [61], drug checking continues to exist within a legal grey zone that creates mistrust from potential service users and barriers to the implementers of these public health, harm reduction services [18, 61, 62]. Thus, there is value in operating drug checking as a government sanctioned response and changes to the drug laws are critical for a safer, more regulated drug supply.
A strength of the study is that to understand the current context and how best to implement services that are acceptable and meet service user needs, it sought the perspectives of people who use substances. Furthermore, our collaborative research team included community partners. The study was based in Victoria, BC, Canada, where the burden of the overdose crisis is extremely high. Further, we used a well-established implementation framework to explore this unique context and potential barriers and facilitators for implementation across a number of domains known to be relevant to implementation success. This study also has several limitations. Often, research participants had little knowledge of and no experience with drug checking which may have limited their input as to how to implement this novel intervention. Recruitment within harm reduction sites would have limited our reach to at-risk populations not accessing these services. Future research on community drug checking that focuses on the unique perspectives and needs of the diverse populations impacted by the risks of unregulated drugs is needed including youth and young adults, people with higher incomes, suburban and rural populations, Indigenous peoples, women and those identifying as queer, transgendered and non-binary, among others. This research reflects a limited place and time and may be less relevant to other contexts.

Conclusions
The current illicit drug overdose crisis within North America and in other countries requires expanded and new responses as the unregulated drug market includes unpredictable and potentially lethal substances including fentanyl analogues. Community-wide drug checking is a potential intervention being increasingly explored as one such public health response. Our findings confirm how drug checking is implemented matters greatly to its success and that there are significant barriers and critical factors that influence implementation and an intervention’s success. We found that implementing community drug checking faces significant challenges within the current context of criminalization and stigmatization of drugs and people who use/sell drugs, and the ongoing traumas experienced by potential service users. The benefits of accessing drug checking services need to exceed the significant risks of criminalization and stigmatization. Drug checking services should seek to provide accurate and detailed information on composition of substances, as well as harm reduction information to inform (rather than deter) use. The culture and compatibility of the service, setting and staff to harm reduction principles and practices is critical.

Acknowledgements
This project is supported by grants from Health Canada’s Substance Use and Addictions Program and the Vancouver Foundation. We gratefully acknowledge our collaborating agencies and the research participants who contributed their voices to this project. We acknowledge with respect that we live on the territory of the Lekwungen peoples, now known as the Songhees and Esquimalt Nations.

Authors’ contributions
BW, FP, PP and DH designed the study. BW, FP, and PP conducted interviews and collected data. BW, TvR, FP and BP developed the analytical plan and analysed the data. BW, TvR and BP drafted the manuscript and all authors contributed to the interpretation of the findings and reviewed and approved the manuscript.

Funding
Funding for this project was received from the Health Canada Substance Use and Addictions Program (SUAP: 1819-HQ-000042) and the Vancouver Foundation (VF: UNR17-0265). Bernie Pauly has been funded by Island Health as the Island Health Scholar in Residence since July 2016.

Availability of data and materials
Data are not available due to the sensitive, confidential and potentially incriminating nature of the data.

Ethics approval and consent to participate
Ethical approval for the study was provided by the Health Research Ethics Board at Island Health Authority (J2018-069). All participants provided written consent.

Consent for publication
Not applicable.

Competing interests
We have no competing interests to declare.


[image: Creative Commons]Open AccessThis article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this article are included in the article's Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://​creativecommons.​org/​licenses/​by/​4.​0/​. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

References
1.
Special Advisory Committee on the Epidemic of Opioid Overdoses. National report: apparent opioid-related deaths in Canada (January 2016 to December 2018). Web Based Report. Ottawa: Public Health Agency of Canada. p. 2019.

2.
BC Coroners Service. Illicit drug overdose deaths in BC: January 1, 2008 – December 31, 2018. Victoria: BC Ministry of Public Safety & Solicitor General; 2019.

3.
British Columbia Coroner’s Service. Illicit drug overdose deaths: January 1, 2009 to March 31, 2019: British Columbia Coroner’s Service May 15, 2019 [Available from: https://​www2.​gov.​bc.​ca/​assets/​gov/​birth-adoption-death-marriage-and-divorce/​deaths/​coroners-service/​statistical/​illicit-drug.​pdf.

4.
BC Centre for Disease Control. Public health emergency in BC 2017 [Available from: http://​www.​bccdc.​ca/​about/​news-stories/​stories/​public-health-emergency-in-bc.

5.
Provincial health officer declares public health emergency [press release] [press release]. 2016.

6.
Wallace B, Pagan F, Meeson J, Payer D, Young M. National drug checking working group: summary of in-person meeting. Ottawa: Canadian Centre on Substance Use and Addiction; 2019.

7.
Maghsoudi N, McDonald K, Stefan C, Beriault DR, Mason K, Barnaby L, et al. Evaluating networked drug checking services in Toronto, Ontario: study protocol and rationale. Harm Reduct J. 2020;17(1):9.PubMedPubMedCentral

8.
Tupper KW, McCrae K, Garber I, Lysyshyn M, Wood E. Initial results of a drug checking pilot program to detect fentanyl adulteration in a Canadian setting. Drug Alcohol Depend. 2018;190:242–5.PubMed

9.
Barratt MJ, Kowalski M, Maier LJ, Ritter A. Global review of drug checking services operating in 2017. Sydney: National Drug and Alcohol Research Centre, UNSW Sydney; 2018. Contract No.: 24.

10.
Green TC, Park JN, Gilbert M, McKenzie M, Struth E, Lucas R, et al. An assessment of the limits of detection, sensitivity and specificity of three devices for public health-based drug checking of fentanyl in street-acquired samples. Int J Drug Policy. 2020;77:102661.PubMed

11.
Measham F. City checking: piloting the UK’s first community-based drug safety testing (‘drug checking’) service in two city centres. Br J Clin Pharmacol. 2020.

12.
Kerr T, Tupper K. Drug checking as a harm reduction intervention: evidence review report. Vancouver: British Columbia Centre on Substance Use; 2017.

13.
Bardwell G, Kerr T. Drug checking: a potential solution to the opioid overdose epidemic? Subst Abuse Treat Prev Policy. 2018;13(1):20.PubMedPubMedCentral

14.
Public Health Ontario. Evidence Brief: Evidence on drug checking services as a harm reduction intervention. Toronto: Agency for Health Protection and Promotion (Public Health Ontario); 2017.

15.
Valente H, Martins D, Carvalho H, Pires CV, Carvalho MC, Pinto M, et al. Evaluation of a drug checking service at a large scale electronic music festival in Portugal. Int J Drug Policy. 2019;73:88–95.PubMed

16.
Kennedy MC, Scheim A, Rachlis B, Mitra S, Bardwell G, Rourke S, et al. Willingness to use drug checking within future supervised injection services among people who inject drugs in a mid-sized Canadian city. Drug Alcohol Depend. 2018;185:248–52.PubMed

17.
Karamouzian M, Dohoo C, Forsting S, McNeil R, Kerr T, Lysyshyn M. Evaluation of a fentanyl drug checking service for clients of a supervised injection facility, Vancouver, Canada. Harm Reduct J. 2018;15(1):46.PubMedPubMedCentral

18.
Sherman SG, Morales KB, Park JN, McKenzie M, Marshall BDL, Green TC. Acceptability of implementing community-based drug checking services for people who use drugs in three United States cities: Baltimore, Boston and Providence. Int J Drug Policy. 2019;68:46–53.PubMed

19.
Glick JL, Christensen T, Park JN, McKenzie M, Green TC, Sherman SG. Stakeholder perspectives on implementing fentanyl drug checking: results from a multi-site study. Drug Alcohol Depend. 2019;194:527–32.PubMed

20.
Peiper NC, Clarke SD, Vincent LB, Ciccarone D, Kral AH, Zibbell JE. Fentanyl test strips as an opioid overdose prevention strategy: findings from a syringe services program in the Southeastern United States. Int J Drug Policy. 2019;63:122–8.PubMed

21.
Sherman SG, Park JN, Glick J, McKenzie M, Morales K, Christensen T, et al. Fentanyl Overdose Reduction Checking Analysis Study (FORECAST). Baltimore: Bloomberg American Health Initiative; 2018.

22.
Ritter A, Cameron J. A review of the efficacy and effectiveness of harm reduction strategies for alcohol, tobacco and illicit drugs. Drug Alco Rev. 2006;25:611–24.

23.
Hunt N, Ashton M, Lenton S, Mitcheson L, Nelles B, Stimson G. A review of the evidence-base for harm reduction approaches to drug use. London: Forward Thinking On Drugs- A Release Initiative; 2003.

24.
Kimber J, Dolan KA, Wodak AD. A survey of drug consumption rooms: Service delivery and perceived public health and amenity impact. Drug Alco Rev. 2005;24(1):21–4.

25.
Potier C, Laprevote V, Dubois-Arber F, Cottencin O, Rolland B. Supervised injection services: what has been demonstrated? A systematic literature review. Drug Alcohol Depend. 2014;145.

26.
McNeil R, Small W. ‘Safer environment interventions’: a qualitative synthesis of the experiences and perceptions of people who inject drugs. Soc Sci Med. 2014;106:151–8.PubMedPubMedCentral

27.
Kennedy MC, Karamouzian M, Kerr T. Public health and public order outcomes associated with supervised drug consumption facilities: a systematic review. Curr HIV/AIDS Rep. 2017;14(5):161–83.PubMed

28.
MacArthur GJ, van Velzen E, Palmateer N, Kimber J, Pharris A, Hope V, et al. Interventions to prevent HIV and hepatitis C in people who inject drugs: a review of reviews to assess evidence of effectiveness. Int J Drug Policy. 2014;25(1):34–52.PubMed

29.
Rhodes T, Closson EF, Paparini S, Guise A, Strathdee S. Towards “evidence-making intervention” approaches in the social science of implementation science: The making of methadone in East Africa. Int J Drug Policy. 2016;30:17–26.PubMed

30.
Rhodes T. Risk environments and drug harms: a social science for harm reduction approach. Int J Drug Policy. 2009;20(3):193–201.PubMed

31.
Bacchi C. Drug problematizations and politics: deploying a poststructural analytic strategy. Contemp Drug Prob. 2018;45(1):3–14.

32.
Canadian Institutes of Health Research. Strategy for Patient-Oriented Research (SPOR): patient engagement framework: Canadian Institutes of Health Research; 2014.

33.
Bombard Y, Baker GR, Orlando E, Fancott C, Bhatia P, Casalino S, et al. Engaging patients to improve quality of care: a systematic review. Implement Sci. 2018;13(1):98.PubMedPubMedCentral

34.
Wallerstein NB, Duran B. Using community-based participatory research to address health disparities. Health Promot Pract. 2006;7(3):1–12.

35.
Israel BA, Schulz AJ, Parker EA, Becker AB. Community-based participatory research: policy recommendations for promoting a partnership approach in health research. Educ Health. 2001;14(2):182–97.

36.
Israel BA, Schulz AJ, Parker EA, Becker AB. Review of community-based research: assessing partnership approaches to improve public health. Annu Rev Public Health. 1998;19:173–202.PubMed

37.
Wallace B, Pauly B, Perkin K, Ranfft M. Shifting the evaluative gaze: Community-based program evaluation in the homeless sector. Gateways Int J Comm Res Engage. 2015;8(1):43–58.

38.
Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering implementation of health services research findings into practice: a consolidated framework for advancing implementation science. Implement Sci. 2009;4(1):50.PubMedPubMedCentral

39.
Kirk MA, Kelley C, Yankey N, Birken SA, Abadie B, Damschroder L. A systematic review of the use of the consolidated framework for implementation research. Implement Sci. 2015;11(1):72.

40.
Pauly B, McCall J, Browne AJ, Parker J, Mollison A. Toward cultural safety: nurse and patient perceptions of illicit substance use in a hospitalized setting. Adv Nurs Sci. 2015;38(2):121–35.

41.
Merrill JO, Rhodes LA, Deyo RA, Marlatt GA, Bradley KA. Mutual mistrust in the medical care of drug users. J Gen Intern Med. 2002;17(5):327–33.PubMedPubMedCentral

42.
Edland-Gryt M, Skatvedt AH. Thresholds in a low-threshold setting: an empirical study of barriers in a centre for people with drug problems and mental health disorders. Int J Drug Policy. 2013;24(3):257–64.PubMed

43.
Goodman A, Fleming K, Markwick N, Morrison T, Lagimodiere L, Kerr T, et al. “They treated me like crap and I know it was because I was Native”: the healthcare experiences of Aboriginal peoples living in Vancouver’s inner city. Soc Sci Med. 2017;178:87–94.PubMedPubMedCentral

44.
Ahern J, Stuber J, Galea S. Stigma, discrimination and the health of illicit drug users. Drug Alcohol Depend. 2007;88:188–96.PubMed

45.
Bardwell G, Boyd J, Tupper KW, Kerr T. “We don’t got that kind of time, man. We’re trying to get high!”: exploring potential use of drug checking technologies among structurally vulnerable people who use drugs. Int J Drug Policy. 2019;71:125–32.PubMed

46.
Rouhani S, Park JN, Morales KB, Green TC, Sherman SG. Harm reduction measures employed by people using opioids with suspected fentanyl exposure in Boston, Baltimore, and Providence. Harm Reduct J. 2019;16(1):39.PubMedPubMedCentral

47.
Johnston J, Barratt MJ, Fry CL, Kinner S, Stoové M, Degenhardt L, et al. A survey of regular ecstasy users’ knowledge and practices around determining pill content and purity: implications for policy and practice. Int J Drug Policy. 2006;17(6):464–72.

48.
Measham FC. Drug safety testing, disposals and dealing in an English field: Exploring the operational and behavioural outcomes of the UK’s first onsite ‘drug checking’ service. Int J Drug Policy. 2018.

49.
Mema SC, Sage C, Xu Y, Tupper KW, Ziemianowicz D, McCrae K, et al. Drug checking at an electronic dance music festival during the public health overdose emergency in British Columbia. Can J Public Health. 2018:1–5.

50.
Fisher B, Pang M, Tyndall M. The opioid death crisis in Canada: crucial lessons for public health. Lancet Public Health. 2018;2.

51.
Belzak L, Halverson J. The opioid crisis in Canada: a national perspective. Health Promot Chronic Dis Prev Can. 2018;38(6).

52.
Macneil J, Pauly B. Needle exchange as a safe haven in an unsafe world. Drug Alco Rev. 2011;30(1):26–32.

53.
Pauly BM. Close to the street: Nursing practice with people marginalized by homelessness and substance use. In: Hwang S, Younger M, editors. Homelessness and Health in Canada. Ottawa: University of Ottawa Press; 2014.

54.
Ostertag S, Wright BRE, Broadhead RS, Altice FL. Trust and other characteristics associated with health care utilization by injection drug users. J Drug Issues. 2006;Fall:953–74.

55.
Mema SC, Sage C, Popoff S, Bridgeman J, Taylor D, Corneil T. Expanding harm reduction to include fentanyl urine testing: results from a pilot in rural British Columbia. Harm Reduct J. 2018;15(1):19.PubMedPubMedCentral

56.
Nathoo T, Poole N, Schmidt R. Trauma-informed practice and the opioid crisis: a discussion guide for health care and social service providers. Vancouver: Centre of Excellence for Women’s Health; 2018.

57.
Tsai AC, Kiang MV, Barnett ML, Beletsky L, Keyes KM, McGinty EE, et al. Stigma as a fundamental hindrance to the United States opioid overdose crisis response. PLoS Med. 2019;16(11).

58.
Kolla G, Strike C. ‘It’s too much, I’m getting really tired of it’: Overdose response and structural vulnerabilities among harm reduction workers in community settings. Int J Drug Policy. 2019;74:127–35.PubMed

59.
Kerr T. Public health responses to the opioid crisis in North America. J Epidemiol Community Health. 2019;73(5):377.PubMedPubMedCentral

60.
Collins AB, Boyd J, Mayer S, Fowler A, Kennedy MC, Bluthenthal RN, et al. Policing space in the overdose crisis: a rapid ethnographic study of the impact of law enforcement practices on the effectiveness of overdose prevention sites. Int J Drug Policy. 2019.

61.
Palamar JJ, Acosta P, Sutherland R, Shedlin MG, Barratt MJ. Adulterants and altruism: a qualitative investigation of “drug checkers” in North America. Int J Drug Policy. 2019;74:160–9.PubMed

62.
Barratt MJ, Bruno R, Ezard N, Ritter A. Pill testing or drug checking in Australia: acceptability of service design features. Drug Alco Rev. 2017;37(2):226–36.



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


OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





