Harm Reduction Journal© The Author(s) 2021
https://doi.org/10.1186/s12954-021-00479-3

Research

Hoots and harm reduction: a qualitative study identifying gaps in overdose prevention among women who smoke drugs

Geoff Bardwell1, 2  , Tamar Austin1, Lisa Maher3 and Jade Boyd1, 2
(1)British Columbia Centre on Substance Use, 400-1045 Howe Street, Vancouver, BC, V6Z 2A9, Canada

(2)Department of Medicine, University of British Columbia, St. Paul’s Hospital, 608-1081 Burrard Street, Vancouver, BC, V6Z 1Y6, Canada

(3)Faculty of Medicine, Kirby Institute for Infection and Immunity, UNSW Sydney, Wallace Wurth Building, Sydney, NSW, 2052, Australia

 

 
Geoff Bardwell
Email: geoff.bardwell@bccsu.ubc.ca



Received: 25 November 2020Accepted: 26 February 2021Published online: 7 March 2021
Abstract
Background
Smoking or inhaling illicit drugs can lead to a variety of negative health outcomes, including overdose. However, most overdose prevention interventions, such as supervised consumption services (SCS), prohibit inhalation. In addition, women are underrepresented at SCS and are disproportionately impacted by socio-structural violence. This study examines women’s experiences smoking illicit drugs during an overdose epidemic, including their utilization of a women-only supervised inhalation site.

Methods
Qualitative research methods included on-site ethnographic observation and semi-structured interviews with 32 participants purposively recruited from the women-only site. Data were coded and analyzed using NVivo 12 and thematic analysis was informed by gendered and socio-structural understandings of violence.

Results
Participants had preferences for smoking drugs and these were shaped by their limited income, inability to inject, and perceptions of overdose risk. Participants expressed the need for services that attend to women’s specific experiences of gendered, race-based, and structural violence faced within and outside mixed-gender social service settings. Results indicate a need for sanctioned spaces that recognize polysubstance use and drug smoking, accommodated by the women-only SCS. The smoking environment further fostered a sociability where participants could engage in perceived harm reduction through sharing drugs with other women/those in need and were able to respond in the event of an overdose.

Conclusions
Findings demonstrate the ways in which gendered social and structural environments shape women’s daily experiences using drugs and the need for culturally appropriate interventions that recognize diverse modes of consumption while attending to overdose and violence. Women-only smoking spaces can provide temporary reprieve from some socio-structural harms and build collective capacity to practice harm reduction strategies, including overdose prevention. Women-specific SCS with attention to polysubstance use are needed as well as continued efforts to address the socio-structural harms experienced by women who smoke illicit drugs.
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Background
It is well established in critical drug policy research that social, structural, and physical environments affect the health and wellbeing of marginalized communities [1–8]. There is a pressing need to implement interventions that address drivers of drug-related harms (e.g., gender and race-based violence, drug criminalization, lack of harm reduction services). Supervised consumption services (SCS) are one such intervention whereby people can access sterile injecting equipment and use pre-obtained drugs in a legally sanctioned environment under the supervision of staff trained to respond in the event of an overdose [9]. Presently, there are over a hundred SCS internationally [10], including stand-alone sites [11, 12] and integrated models within healthcare facilities [13, 14]. However, despite the fact that women who use drugs are disproportionately impacted by socio-structural violence compared to men [15, 16], few SCS are women-only [17, 18]. Further, while there are numerous SCS in Europe that provide supervised inhalation services [19], most SCS in North America do not provide this service [20], even though people who smoke drugs are also at risk of overdose and drug related-harms [21, 22]. Research on unsanctioned inhalation sites in Canada demonstrates how these services are not only cost-effective [23], but also improve health and safety measures and protect clients from violence, policing, and stigma [24, 25].
Drug inhalation can be a safer method compared to injecting, with some studies suggesting lower rates of drug dependence, lessened risk of infectious disease transmission, decreases in overdose risk (in some settings), and lower rates of co-occurring physical and psychological problems [26–29]. Some people who use drugs (PWUD) prefer smoking compared to other methods of consumption (e.g., injecting, swallowing) [30]. For example, a Canadian study among people who use stimulants indicates that some people prefer smoking (rather than injecting) crack cocaine due to its perceived efficiency, ease of ingestion, and cost [31]. A recent systematic review on smoking heroin (i.e., diacetylmorphine) also identifies smoking as providing a greater ease of administration among PWUD [32], though this can be complicated by drug supply composition and toxicity [33, 34]. Other research indicates that smoking, rather than injecting, heroin as a mode of consumption is the more common cultural practice among some racialized communities [35]. While there are a variety of reasons why some PWUD smoke drugs, there are a host of health-related harms associated with this practice such as leukoencephalopathy [36] and overdose [37, 38]. Among women who smoke crack, high-frequency crack use (at least 5x/day) has been associated with human immunodeficiency virus-related sexual risk activities (e.g., unprotected oral sex) [39]. In one study in Vancouver, hepatitis C virus prevalence was high among people of all genders who used crack with no history of injection (43%), but for women who smoked crack, prevalence was significantly higher at 58% [40]. Women sometimes lack their own equipment for safer use and are consequently “second on the pipe,” which increases their risk to communicable infections [41], including the novel coronavirus diseases 2019 that emerged after study completion. Furthermore, for those who use methamphetamine, one study found that women were less likely to inject methamphetamine compared to men and more likely to report other methods (e.g., smoking, snorting) [42]. Additionally, a supervised inhalation services feasibility study found that among people who smoked crack cocaine, women reported greater willingness to utilize these services [43].
Gendered and socio-structural understandings of violence provide a useful conceptual lens for examining the experiences of women who smoke illegal drugs. Violence is institutionalized by structural drivers, including inequality, systemic racism, and discrimination, which have lasting impacts on the health of vulnerable populations [44]. Critical researchers have emphasized the need to move away from neoliberal approaches to marginalization and violence that individualize these experiences [45, 46] toward examining how experiences of social suffering are connected to larger social and structural power relations [47]. Street-entrenched individuals are often blamed for their experiences of poverty and social suffering despite the fact that these everyday acts of violence are condoned and perpetuated by macrolevel contexts such as capitalism, white supremacy, and patriarchy [45]. Numerous studies on women who use drugs have identified the need for public health interventions, including overdose prevention measures, that address the ways in which gendered social and structural violence impacts women’s overall health and wellbeing [16, 45, 48–53].
Communities across North America are experiencing an ongoing overdose epidemic that has largely been fueled by the increased presence of illicitly manufactured fentanyl contaminating the drug supply [54–57]. Recent data from the Canadian province of British Columbia (BC) indicates that women accounted for 20% of overdose deaths in 2020 [58], and that Indigenous women are disproportionately affected [59], with an overdose mortality rate for First Nations women at least 8.7 times the rate for non-Indigenous women in 2019 [60]. Additionally, BC coronial data indicates that, since 2017, smoking has been the most common mode of drug consumption among decedents, accounting for 40.1% of overdose deaths in 2019 [37]. Between 2016 and 2017 the majority of women’s overdose deaths were not via injection; 31% involved inhalation (and the remaining involved intranasal and oral at 31% and 11% respectively) [61]. Harm reduction programing in North America is largely approached through a gender-neutral lens, which limits the capacity of some services in providing gender-specific targeted interventions [16, 62–65]. Indeed, these data demonstrate the urgency for gendered, culturally attentive, and inhalation-specific public health interventions to prevent overdose and other drug-related harms.
Only two women-only (gender fluid and transgender inclusive) SCS exist within the epicenter of Canada’s overdose crisis in the Greater Vancouver Area of BC. One, located in Vancouver’s inner city, targeted women who inject drugs during the study period and did not provide supervised inhalation services [18]. The other SCS, the focus of this study, is located within a transitional housing and drop-in service in the city of Surrey and has a smoking area on its premises. Surrey is the second most populous municipality within the Greater Vancouver Area, with a population of 517, 885 [66]. Since 2010, Surrey has consistently recorded the second highest rate of overdose deaths in the province (next to Vancouver), with 119 deaths in 2019 [58]. While Surrey has a variety of health and social services that target PWUD, including SCS and needle and syringe programs, there is minimal women-specific harm reduction programming. Furthermore, harm reduction interventions during the current overdose crisis have largely focused on opioid use, while less attention has been paid to stimulant and polysubstance use. We sought to examine women’s perceptions and practices of harm reduction while utilizing a novel women-only SCS in Surrey that accommodates smoking and polysubstance use.
Methods
Study setting
This study was conducted at a women-only transitional housing and drop-in service in Surrey, Canada, located approximately 34 km away from Vancouver’s inner city. The transitional housing building is a small two-story house located in a residential area close to a shopping center and public transit access and is managed by a non-profit organization that primarily focuses on ending violence against women. It has two designated drug use rooms on each floor where women can consume drugs, though smoking is prohibited in these indoor spaces. One of the harm reduction rooms is in the drop-in area where women can access educational materials and drug-related equipment (e.g., pipes, needles, syringes), a washroom, and an informal setting with a kitchen and couch area for sleeping or socializing. The kitchen leads to a secluded backyard with a grassy area and a covered patio for smoking both legal and illegal substances (see Fig. 1). Support staff are on site at all times, and while the consumption spaces (both indoor and outdoor) are not consistently supervised, they are checked on regularly by staff. The organization also partners with Indigenous Elders and has provided some Indigenous-specific programming.[image: ../images/12954_2021_479_Fig1_HTML.jpg]
Fig. 1Women-only smoking space


Data collection
Data were collected from June to September 2019 via qualitative and rapid ethnographic research methods. Qualitative research [67] provides useful tools for gaining a broader understanding of the subjective experiences of women who smoke drugs. This approach allows researchers to feature participants’ experiences through interview quotations, which are a means to further “give voice” to marginalized communities [68, 69]. Additionally, unlike traditional ethnography, which is contingent on researchers immersing themselves within a community for a long period of time, rapid ethnography relies on a research team’s familiarity with the subject matter (e.g., drug use, harm reduction) and context-specific issues (e.g., women’s drug use, overdose epidemic) to more quickly produce data on local community understandings [70].
Qualitative semi-structured interviews were conducted with 32 women who accessed drop-in and/or transitional housing services at the study site. Participants were purposively recruited with the assistance of staff and peer workers and provided written informed consent. An interview guide was designed in consultation with a community advisory board comprised of women with lived experience of drug use and/or homelessness. The guide focused on experiences of drug use and homelessness, drug consumption methods, barriers to accessing local health and social services, and service utilization at the women-only site. Confidential interviews were conducted in a private room on-site by TA and JB. Interviews were approximately 45 to 60 min in length. Each participant received a $30 (CAD) cash honorarium. Interviews were audio-recorded and transcribed by a professional transcription service. All identifying information was removed from the transcripts to protect confidentiality, and each participant was assigned a participant number as an identifier.
Interviews were accompanied by approximately 70 h of on-site ethnographic fieldwork conducted by TA. This included overt participant observation and informal conversations in order to witness service access and better understand the contextual factors that affected service utilization, including drug use and harm reduction practices. Additionally, photographs of the physical setting were taken to contextualize the study setting through visual images [71, 72]. These ethnographic methods were further used to enhance the validity of the interview data and assist with data triangulation [73, 74]. Ethical approval for the study was obtained through the University of British Columbia/Providence Health Care Research Ethics Board.
Data analysis
Multiple members of the research team individually reviewed portions of the interview transcripts and fieldnotes to develop a list of potential themes and subthemes for thematic analysis. We then met as a group to discuss and develop a coding framework. Codes were developed using themes that emerged from the data as well as a priori themes [75]. We utilized qualitative data management software (i.e., NVivo 12) to organize and code the data prior to analysis [76]. Data analysis was further informed by theoretical approaches to socio-structural violence (as described in the Introduction) as well as a feminist and gendered lens to develop our analysis beyond descriptive themes.
Participants
All 32 participants were cis-gender women ranging in age from 22 to 55 years. Fourteen participants identified as Indigenous, 15 as white, 3 as Black, and one as South Asian, with some participants identifying as multiple categories. All but three women smoked drugs and nine had experienced at least one overdose in the last year. The majority of participants were polysubstance users, sometimes using substances concurrently (therefore, unless otherwise noted, when participants described their substance use, they did not always identify specific drugs). See Table 1 for further demographic characteristics.Table 1Sample characteristics (n = 32)


	Age

	 Average (median)
	40

	Homeless (past year)

	 Yes
	26

	 No
	6

	Income generation (past 30 days)

	 Social assistance
	29

	 Sex work
	15

	 Theft
	11

	 Drug selling
	9

	 Recycling
	6

	 Stipends from volunteering
	5

	 Part-time employment
	3

	 Other
	5

	Substance use (past 30 days)

	 Crystal methamphetamine
	26

	 Heroin
	20

	 Fentanyl
	19

	 Crack cocaine
	12

	 Alcohol
	9

	 Cocaine
	7

	 Speedball
	5

	 Prescription opioids (extra-medical)
	4

	 Other
	4

	Drug consumption method

	 Smoke
	29

	 Inject
	12

	 Snort
	8

	 Swallow
	5

	Frequency of drug use

	 Daily
	28

	 Less than daily
	4

	Overdose experience (past year)

	 1 overdose
	3

	 2 overdoses
	1

	 3 or more overdoses
	6




Results
Context: Socio-structural violence
Participants’ descriptions of their day-to-day experiences of violence, discrimination, drug use, and health and social service navigation, outside of the women-only site, revealed their structural vulnerability. The majority of participants (n = 26) had experienced homelessness in the past year. Many described their experiences of being precariously housed with limited options that included “flop houses” (i.e., inexpensive lodging), sleeping on the streets, or accessing emergency shelters. Participants described fleeing from abusive relationships, only to also experience gender-based violence and harassment when homeless. Participants recounted these experiences within street-based drug scenes, at drop-in spaces, and within mixed-gender shelter spaces. For example, one woman stated: “I got sexually assaulted in the shelter I was living in…so I had to move out of there, and then my ex was there, and we were fighting again. I needed to be away from him for a while” (P7, mid 40 s, Indigenous).
Participants described experiences of intersecting discrimination. While some emphasized positive experiences accessing Indigenous-specific services, they also described experiences of racism in other settings including in housing, public locations, and in relation to policing. For example, one participant stated: “The way [the police] respond to Aboriginal women that’s been beat up versus how a white woman is taken in, it is just different. It’s racism alive and well there” (P17, mid 50 s, Indigenous). Participants also reported experiences of discrimination when accessing a variety of services, disclosing being treated “like animals” due to their involvement in drug use and sex work. Participants noted that rules at shelters and other support spaces that prohibited drug use, including inhalation, led them to leave these service settings to smoke elsewhere, primarily on the street, in public washrooms, or alleyways. These experiences were described as unsanitary, for example, one woman stated, “I had to go down the alleyway and stand in a doorway where people defecate. And so like and that’s not cool for me” (P1, mid 30 s, white). Furthermore, this displacement required women to consume drugs in potentially less safe environments, hidden away from support staff. Participants emphasized the need for not only safer drug use spaces, but also harm reduction services that specifically target women, including women-only spaces. As expressed by one participant:Women do need their own space to heal and to be able to build a support system because a lot of women like myself are vulnerable and don’t really trust men and would sooner just sit back and say nothing if it’s a man sitting across from them. (P17, mid 50 s, Indigenous).

All participants expressed the need for services that allow for drug use, including smoking, and that attend to women’s specific experiences of gendered, race-based, and structural violence. The women-only site was described as integral to providing women-attentive services.
Framing preferences for smoking
Participants identified diverse methods of drug consumption, including injecting (n = 12), snorting (n = 8), and swallowing (n = 5); however, smoking was most common (n = 29) and the majority of participants discussed having a preference for smoking drugs. Preferences were framed by negative views on other methods of consumption (i.e., injection), the longevity of the high when smoking, poor venous access, and limited resources (allowing participants to “stretch” their use with smaller quantities when smoking). Some participants described a dislike for, or fear of, needles, and described the idea of injecting drugs as making them “squeamish,” “afraid,” or feeling “extreme discomfort.” For example:I’m not a needle thing. I don’t like them. I think they’re ew, they’re just gross. I couldn’t put needles in my arms. I’ve been 20 some years of using, I’ve never ever touched a needle…It’s just scary. (P3, early 40 s, white).

Many participants explained that their general fear of needles led them to choose smoking drugs as a route of administration.
Participants who had a history of injection drug use described experiencing different sensations from smoking versus injecting. Smoking was described as lasting longer, as seen in the following excerpts from participants who smoke heroin and/or fentanyl:Smoking it I seem to find it lasts longer and you have a way better high. Whereas when you smash (i.e., inject) it it’s like, bang you’re high and then it doesn’t last that long. (P33, late 30 s, Indigenous).

I don’t inject very much anymore. I just smoke, yeah. [I: Why is that?] My veins are getting old and tired. [I: Okay, so it’s easier to do the smoking?] Yeah. [I: Does it have the same effect?] I like it better actually. [I: Why?] It just lasts longer, it seems. (P2, early 40 s, white).

Not only does the latter quote describe the longevity of the high for heroin/fentanyl compared to injecting, but also how decisions to consume drugs via other methods such as smoking are further framed by health-related reasons that limit the ability to inject (e.g., collapsed veins).
Given the longevity of the high for some women, the decision to smoke rather than inject was also shaped by participants’ limited resources as well as the drug quality. According to one participant who primarily uses heroin/fentanyl:I smoke mostly, inject if it’s necessary. Like depends on how much I have, right, if I only have 20 bucks worth then I’ll smoke half and then inject the half. [I: What makes you choose one over the other?] Depends on the quality I guess…because if it’s garbage then you’re just gonna want to inject it all because I mean might as well get everything in…but if it’s good stuff then I’ll smoke it. (P25, early 30 s, Indigenous).

Thus, economic factors shaped participants’ preferences for smoking drugs.
Smoking, overdose risk, and perceived harm reduction
Some participants perceived smoking drugs to be a harm reduction practice and described it as a safe way to use drugs, as illustrated in the following quote: “I smoke [heroin/fentanyl] on tinfoil. I don’t sniff anymore and I don’t [inject]. If you have to get it in your system because you’re sick…I find that [smoking is] the safest way” (P1, mid 30 s, white). Some participants also explained that they perceived injection drug use as more dangerous: “You overdose if you use syringes” (P18, late 30 s, white), and “Every time I fixed, I OD’d and it’s not fun…[I: Has ODing ever changed the way you use drugs?] Yea. I just smoke it now” (P21, late 40 s, white). Smoking was perceived by some as a safer practice than injecting, particularly as it related to overdose risk.
Other participants, however, described concerns about potentially overdosing from smoking drugs, particularly in the context of an overdose crisis and how this impacted their smoking practices. One woman who smokes both crystal methamphetamine and heroin/fentanyl (and sometimes concurrently), spoke about hiding her drug use from her partner. When asked about her overdose risk when hiding and using alone, she said: “I’m careful…like as long as I smoke it, but there’s a risk, I guess so. I’m pretty sure there is” (P3, early 40 s, white). This participant later reported an experience overdosing from smoking, so while she described smoking as safer than injecting, she also identified potential risks. Another participant spoke about overdose risk from smoking stimulants. She said: “I heard you could overdose even smoking crack, which surprised me. But it’s in my head now, right, I mean you can OD but I never did big hits anyway” (P14, early 50 s, Indigenous). Both of these participants identify the potential risk of overdosing while smoking drugs but also describe using caution and not using large quantities in order to mitigate risk.
When participants were asked how the overdose epidemic generally, or witnessing their peers overdose specifically, affected their drug use, many described how they had adapted their use by smoking smaller amounts more frequently as an overdose prevention practice. According to one participant: “You take a hoot or whatever, smoke it and see how it goes…and usually by the second or third hoot, you know” (P28, early 20 s, Indigenous). After seeing others overdose, another participant described her change in practice: “I think I just take smaller hoots now…just in case that would happen to me” (P8, early 40 s, white). Finally, another participant suggested that the overdose crisis not only affected how much she used but also the location of use: “It makes me more conscious of where I use and how much I use” (P17, mid 50 s, Indigenous). These quotes demonstrate not only the ways in which participants navigated risk when smoking drugs and adapted harm reduction practices, but also point to the need for safer spaces for drug inhalation and other strategies to mitigate overdose risk.
Sociability and drug sharing
Having a sanctioned smoking space at the women-only transitional housing and drop-in center was described as a much-needed harm reduction intervention among participants. In addition to participants’ expressed benefits of a smoking-specific service, they noted how this informal smoking area enabled socializing with other women, which was demonstrated through their descriptions of the practice of drug sharing. Sharing a variety of drugs was described as commonplace particularly for those who are smoking. For example: “I usually snort (crystal methamphetamine), but when I’m around a crowd, we smoke it” (P31, mid 50 s, white). Other participants described sharing drugs as a way to support someone in need (e.g., to help someone avoid withdrawal symptoms) as illustrated in the following quotes: “You do have a group of people who will help you out when you don’t have something” (P28, early 20 s, Indigenous), and “Outside I would share with some of the girls in here, you know, if they don’t have any drugs” (P14, early 50 s, Indigenous). One participant, when asked about her thoughts on the designated smoking area, not only described the social aspect of sharing drugs but also described the group setting as an overdose prevention measure. She said: “It saves women from being out there by themselves and having a chance of overdosing, and it gives a woman somewhere to sit and get along with each other” (P25, early 30 s, Indigenous). Sociability matters in the context of drug use and can also play a role in overdose prevention whereby peers can supervise consumption, administer naloxone, and call for help. However, some participants were also wary about sharing drugs at the site, noting instances where they had been taken advantage of or had concerns about potential theft. For example, “I feel like they’re gonna steal my drugs. When I have crack I’m just like super paranoid of the person sitting beside me” (P12, early 40 s, Indigenous). Given their structural vulnerability, it is unsurprising that some women expressed such concerns. Despite these concerns, the women-only sanctioned inhalation site provided a safer space where women had the ability to collectively enact harm reduction strategies via sociability.
Discussion
In summary, participants noted that the lack of sanctioned smoking spaces within social services led them to use in public spaces which increased the risk of overdose and gendered and racialized violence. Multiple participants described preferences for smoking drugs that were shaped by their injecting ability, limited income, and perceptions of overdose risk. Given these preferences, participants discussed a need for designated smoking spaces such as the women-only SCS which accommodated a range of drug consumption practices, and served to further enable a sociability among women, including the sharing of drugs with others in need and the ability to respond in the event of an overdose.
Our findings also highlight the ways in which social, structural, and physical environments impact the experiences of women who smoke drugs. Participants described persistent violence, discrimination, and harassment on the street as well as within multiple social services in Surrey and other parts of the Greater Vancouver Area. Our findings regarding participants’ experiences of socio-structural violence outside of the women-only site are consistent with studies among structurally vulnerable women who use drugs [40, 48, 50, 52, 77]. For example, previous research has illuminated how socio-structural contexts can negatively impact women’s health, shaping experiences of poverty, racism, and sexism in the inner city, and how crack was used in response to the everyday violence that women experienced (e.g. to stay awake to avoid assault) given their limited health management opportunities [48]. A lack of women-specific harm reduction responses including women-specific and culturally appropriate healthcare for Indigenous women, also shape women’s drug use [48]. Participants in our study described their experiences of race- and gender-based discrimination and violence within both street-based drug scenes and at mixed-gender drop-in and shelter services. Due to their gendered experiences of drug use and accessing services, and against the backdrop of an ongoing overdose crisis, participants described a need for safer spaces to use drugs, and specifically ones that allow women to smoke drugs.
Research on low-barrier SCS has demonstrated how these spaces are gendered and can reproduce existent unequal power relations between men and women that can engender social violence thereby potentially jeopardizing some women’s access to these life-saving services [50]. A recent study of a low-barrier SCS in Toronto that allowed on-site smoking, for example, identified the sexual harassment of women by men within their smoking space [24]. While multiple studies have recommended the implementation of supervised inhalation services [20–22, 43, 78, 79] to address safety concerns and the experiences of racism and everyday violence among women who smoke drugs, there is also a need for culturally attentive women-only spaces [18, 50, 77], including non-medicalized peer-led SCS models [80], targeting Indigenous and other racialized women who continue to experience racial and stigma-based barriers to health services [81]. Research on a women-only SCS in Germany found that 80% of participants felt more safe among women compared to mixed-gender services [17], further emphasizing the need for gender-specific services for women who use drugs.
The meaning of safety within women-only spaces is not just about being safe from gendered violence, but also about being safe to enact agency [82]. Past research examining safer crack use among women has illustrated women’s agency and capacity to care for themselves and others via harm reduction practices; however, this study also reported how structural violence constrains this agency and therefore demonstrates a need for safer spaces for women to smoke drugs and enact risk reduction strategies [77]. The women-only site provided women opportunities for choice (e.g., control over their drug use, drug consumption methods) and support via drug-sharing and sociability. A recent study of peer-led informal harm reduction services located within communal drug use spaces in Toronto illustrated how PWUD provide care for others in these spaces through acts such as drug-sharing and overdose response [83]. Drug-sharing is considered a criminal offence in Canada and elsewhere (i.e., trafficking) and is thus a prohibited practice in federally sanctioned SCS [84, 85]; however, in these communal spaces sharing was described an act of “mutual aid” [83]. A study of a SCS in Germany describes how enforcing rules that prohibit sharing can also increase clients’ exposure to police interventions if they are unable to share on site [85]. In our study setting, given the economic realities of women living in poverty, sharing drugs was seen as a way to help other women who did not have any drugs and/or were experiencing withdrawal symptoms. Past research among structurally vulnerable PWUD has highlighted how, via sharing, PWUD incur moral and economic debts within their social circles with the expectation of future reciprocal exchanges of drugs [86]. Furthermore, given that the prohibition of sharing drugs was not overtly enforced at the women-only space, the site provided additional protection from some of the effects of criminalization (e.g., drug confiscation, arrest) if women otherwise had leave the premises to share. Past studies have identified safety, immunity from arrest, and avoiding police encounters as additional motivations for utilizing SCS [8, 87, 88].
The sociability among our study participants also provided an informal overdose response network of other women who smoke drugs. Research among people who smoke crack has emphasized how being in a safe space among trusted friends alleviates the risks associated with public use and using alone [3]. Given that the majority of overdose deaths in BC occur indoors and are often the result of people using toxic drugs alone [89], sanctioned shared (i.e., peer-to-peer) and supervised smoking sites, particularly those with gender-specific and culturally attentive programing, have the potential to mitigate drug-related risks and harms (e.g., violence, overdose) impacting women who smoke drugs.
Some participants expressed concerns about overdose risk when smoking, despite their limited abilities to mitigate such risk in other formal service settings (e.g., mixed-gender shelter and drop-in services). In the Canadian context, many women-specific housing and shelter services, including transitional houses and violence against women shelters, have policies prohibiting drug use and are often unequipped to support women who use drugs [90], illustrating a gap in current policy and practice. Other participants specifically reported smoking, rather than injecting, drugs in an effort to mitigate overdose risk. While smoking can be a harm reduction measure [27, 29, 91], the toxicity of the illicit drug supply in North America is high [58, 92], and smoking these toxic substances continues to lead to a significant number of fatal overdoses in BC [37]. The overdose concerns identified by participants, coupled with drug toxicity and inhalation overdose mortality data, illuminate the clear need for the scale up of inhalation services in a range of environments in order to address this significant gap in public health overdose prevention interventions.
There are some limitations to this study. While we recruited a diverse sample, participant views may not be representative of all the women who accessed services and/or the SCS. Participants were recruited directly from the women-only site, so the experiences of women who smoke drugs in Surrey who do not access this site are not represented here. Lastly, while this women-only site was transgender-inclusive, all participants were ciswomen and our findings therefore may not be applicable to transgender women. Future research on drug use practices should be prioritized to examine the experiences of structurally vulnerable transgender and gender-fluid people, particularly given the well-documented negative experiences this population face in emergency shelters, transitional housing, and other gendered spaces [93–95].
In conclusion, our findings highlight current policy and programmatic gaps across most health and social services for people who use drugs, particularly as they relate to the intersections of drug inhalation, polysubstance use, as well as structural, gendered-, and race-based violence. Given the high overdose risk among people who smoke drugs in our study setting, inhalation services are urgently needed. The women-only smoking space provided temporary reprieve from some socio-structural harms and enabled participants to practice harm reduction strategies, including overdose prevention. However, there is a need for the scale-up of women-specific culturally attentive harm reduction interventions across multiple jurisdictions that recognize diverse modes of drug consumption in order to ensure equitable access and improve harm reduction service provision, as well as health outcomes, among women who smoke drugs.
Acknowledgements
Thank you to the participants for their contributions to this study, the community advisory board, as well as the staff and management at the women-only site. This study took place on the unceded traditional territories of the Katzie, Semiahmoo, Kwantlen, and other Coast Salish Peoples.

Authors' contributions
GB contributed to conceptualization, formal analysis, writing—original draft, writing—review & editing. TA contributed to investigation, data curation, writing—review & editing, project administration; LM helped with writing—review & editing; JB contributed to conceptualization, methodology, investigation, writing—review & editing, supervision, and funding acquisition. All authors have read and approved the final manuscript.

Funding
This study was funded by the Canadian Institutes of Health Research (CIHR; PJT-155943) and the US National Institutes of Health (R01DA044181). GB is supported by a CIHR postdoctoral fellowship. LM is supported by an Australian National Health and Medical Research Council (NHMRC) Senior Research Fellowship. JB is supported through a Michael Smith Foundation for Health Research/St. Paul's Foundation Scholar Award.

Availability of data and materials
The datasets are not available due to the sensitive nature of the study, as they contain confidential information that could compromise participant confidentiality and consent.

Declarations
Ethics approval and consent to participate
This study was approved by the University of British Columbia/Providence Health Care Research Ethics Board (H18-00705).

Consent for publication
N/A.

Competing interests
The authors declare that they have no competing interests.


References
	1.
Fitzgerald JL. Mapping the experience of drug dealing risk environments: an ethnographic case study. Int J Drug Policy. 2009;20(3):261–9.PubMed

	2.
Hien NT, Giang LT, Binh PN, Wolffers I. The social context of HIV risk behaviour by drug injectors in Ho Chi Minh City. Vietnam AIDS Care. 2000;12(4):483–95.PubMed

	3.
Ivsins A, Roth E, Benoit C, Fischer B. Crack pipe sharing in context: how sociostructural factors shape risk practices among noninjection drug users. Contemp Drug Probl. 2013;40(4):481–503.

	4.
Lazarus L, Chettiar J, Deering K, Nabess R, Shannon K. Risky health environments: women sex workers’ struggles to find safe, secure and non-exploitative housing in Canada’s poorest postal code. Soc Sci Med. 2011;73(11):1600–7.PubMedPubMedCentral

	5.
Ramos R, Ferreira-Pinto JB, Brouwer KC, Ramos ME, Lozada RM, Firestone-Cruz M, et al. A tale of two cities: social and environmental influences shaping risk factors and protective behaviors in two Mexico–US border cities. Health Place. 2009;15(4):999–1005.PubMedPubMedCentral

	6.
Rhodes T. Risk environments and drug harms: a social science for harm reduction approach. Int J Drug Policy. 2009;20(3):193–201.PubMed

	7.
Shannon K, Strathdee SA, Shoveller J, Rusch M, Kerr T, Tyndall MW. Structural and environmental barriers to condom use negotiation with clients among female sex workers: implications for HIV-prevention strategies and policy. Am J Public Health. 2009;99(4):659–65.PubMedPubMedCentral

	8.
Bardwell G, Strike C, Altenberg J, Barnaby L, Kerr T. Implementation contexts and the impact of policing on access to supervised consumption services in Toronto, Canada: a qualitative comparative analysis. Harm Reduc J. 2019;16(1):30.

	9.
Kerr T, Mitra S, Kennedy MC, McNeil R. Supervised injection facilities in Canada: past, present, and future. Harm Reduc J. 2017;14(1):28.

	10.
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;145:48–68.PubMed

	11.
Wolf J, Linssen L, de Graaf I. Drug consumption facilities in the Netherlands. J Drug Issues. 2003;33(3):649–61.

	12.
Wood E, Tyndall MW, Li K, Lloyd-Smith E, Small W, Montaner JS, et al. Do supervised injecting facilities attract higher-risk injection drug users? Am J Prev Med. 2005;29(2):126–30.PubMed

	13.
Bardwell G, Strike C, Mitra S, Scheim A, Barnaby L, Altenberg J, et al. “That’s a double-edged sword”: exploring the integration of supervised consumption services within community health centres in Toronto. Canada Health Place. 2020;61:102245.PubMed

	14.
Krusi A, Small W, Wood E, Kerr T. An integrated supervised injecting program within a care facility for HIV-positive individuals: a qualitative evaluation. AIDS Care. 2009;21(5):638–44.PubMed

	15.
Boyd S. From witches to crack moms: women, drug law, and policy. Durham: Carolina Academic Press; 2015.

	16.
Campbell ND, Herzberg D. Gender and critical drug studies: an introduction and an invitation. Contemp Drug Probl. 2017;44(4):251–64.

	17.
Schäffer D, Stöver H, Weichert L. Drug consumption rooms in Europe: models, best practice and challenges. Amsterdam: European Harm Reduction Network; 2014.

	18.
Boyd J, Lavalley J, Czechaczek S, Mayer S, Kerr T, Maher L, et al. “Bed Bugs and Beyond”: an ethnographic analysis of North America’s first women-only supervised drug consumption site. Int J Drug Policy. 2020;66:102733.

	19.
Speed KA, Gehring ND, Launier K, O’Brien D, Campbell S, Hyshka E. To what extent do supervised drug consumption services incorporate non-injection routes of administration? A systematic scoping review documenting existing facilities. Harm Reduc J. 2020;17(1):72.

	20.
Cortina S, Kennedy MC, Dong H, Fairbairn N, Hayashi K, Milloy MJ, et al. Willingness to use an in-hospital supervised inhalation room among people who smoke crack cocaine in Vancouver. Canada Drug Alcohol review. 2018;37(5):645–52.PubMed

	21.
Strathdee SA, Navarro JR. Commentary on Salmon et al. (2010): the case for safer inhalation facilities–waiting to inhale. Addiction. 2010;105(4):684–5.PubMed

	22.
Voon P, Ti L, Dong H, Milloy MJ, Wood E, Kerr T, et al. Risky and rushed public crack cocaine smoking: the potential for supervised inhalation facilities. BMC Public Health. 2016;16:476.PubMedPubMedCentral

	23.
Jozaghi E. Vancouver area network of drug users. A cost-benefit/cost-effectiveness analysis of an unsanctioned supervised smoking facility in the Downtown Eastside of Vancouver, Canada. Harm Reduc J. 2014;1(1):30.

	24.
Foreman-Mackey A, Bayoumi AM, Miskovic M, Kolla G, Strike C. “It’s our safe sanctuary”: experiences of using an unsanctioned overdose prevention site in Toronto, Ontario. Int J Drug Policy. 2019;73:135–40.PubMed

	25.
McNeil R, Kerr T, Lampkin H, Small W. “We need somewhere to smoke crack”: an ethnographic study of an unsanctioned safer smoking room in Vancouver, Canada. Int J Drug Policy. 2015;26(7):645–52.PubMedPubMedCentral

	26.
Gossop M, Griffiths P, Powis B, Williamson S, Strang J. Frequency of non-fatal heroin overdose: survey of heroin users recruited in non-clinical settings. BMJ. 1996;313(7054):402.PubMedPubMedCentral

	27.
Novak SP, Kral AH. Comparing injection and non-injection routes of administration for heroin, methamphetamine, and cocaine users in the United States. J Addict Dis. 2011;30(3):248–57.PubMedPubMedCentral

	28.
Pizzey R, Hunt N. Distributing foil from needle and syringe programmes (NSPs) to promote transitions from heroin injecting to chasing: an evaluation. Harm Reduc J. 2008;5(1):24.

	29.
Stöver HJ, Schäffer D. SMOKE IT! Promoting a change of opiate consumption pattern—from injecting to inhaling. Harm Reduc J. 2014;11(1):18.

	30.
Ivsins A, Marsh S. Exploring what shapes injection and non-injection among a sample of marginalized people who use drugs. Int J Drug Policy. 2018;57:72–8.PubMed

	31.
Reynolds A, Leonard L, Germain A. What women and men who smoke crack have to say about HIV and hepatitis C prevention: implications for policy and program development. Ottawa: Department of Epidemiology and Community Medicine, University of Ottawa; 2011.

	32.
Alambyan V, Pace J, Miller B, Cohen ML, Gokhale S, Singh G, et al. The emerging role of inhaled heroin in the opioid epidemic: a review. JAMA Neurol. 2018;75(11):1423–34.PubMed

	33.
Maher L, Swift W, Dawson M. Heroin purity and composition in Sydney, Australia. Drug Alcohol Rev. 2001;20(4):439–48.

	34.
Sargent P, Maher L, Higgs P, Crofts N. Initiation into injecting drug use of young Indo-Chinese people. Health Promot J Aust. 2001;12:242–7.

	35.
Swift W, Maher L, Sunjic S. Transitions between routes of heroin administration: a study of Caucasian and Indochinese heroin users in south-western Sydney, Australia. Addiction. 1999;94(1):71–82.PubMed

	36.
Buxton JA, Sebastian R, Clearsky L, Angus N, Shah L, Lem M, et al. Chasing the dragon—characterizing cases of leukoencephalopathy associated with heroin inhalation in British Columbia. Harm Reduc J. 2011;8(1):3.

	37.
BC Coroners Service. Illicit drug toxicity deaths in BC knowledge update: Mode of consumption 2020. https://​www2.​gov.​bc.​ca/​assets/​gov/​birth-adoption-death-marriage-and-divorce/​deaths/​coroners-service/​statistical/​mode-of-consumption.​pdf.

	38.
Thiblin I, Eksborg S, Petersson A, Fugelstad A, Rajs J. Fatal intoxication as a consequence of intranasal administration (snorting) or pulmonary inhalation (smoking) of heroin. Forensic Sci Int. 2004;139(2):241–7.PubMed

	39.
Hoffman JA, Klein H, Eber M, Crosby H. Frequency and intensity of crack use as predictors of women’s involvement in HIV-related sexual risk behaviors. Drug Alcohol Depend. 2000;58(3):227–36.PubMed

	40.
Shannon K, Rusch M, Morgan R, Oleson M, Kerr T, Tyndall MW. HIV and HCV prevalence and gender-specific risk profiles of crack cocaine smokers and dual users of injection drugs. Subst Use Misuse. 2008;43(3–4):521–34.PubMed

	41.
Johnson J, Malchy L, Mulvogue T, Moffat B, Boyd S, Buxton J, et al. Lessons learned from the SCORE Project: A document to support outreach and education related to safer crack use. Vancouver: Nursing and Health Behaviour Research Unit, University of British Columbia; 2008.

	42.
Brecht ML, O’Brien A, von Mayrhauser C, Anglin MD. Methamphetamine use behaviors and gender differences. Addict Behav. 2004;29(1):89–106.PubMed

	43.
DeBeck K, Buxton J, Kerr T, Qi J, Montaner J, Wood E. Public crack cocaine smoking and willingness to use a supervised inhalation facility: implications for street disorder. Subst Abuse Treat Prev Policy. 2011;6:4.PubMedPubMedCentral

	44.
DeVerteuil G. Conceptualizing violence for health and medical geography. Soc Sci Med. 2015;133:216–22.PubMed

	45.
Bourgois P, Prince B, Moss A. The everyday violence of hepatitis C among young women who inject drugs in San Francisco. Hum Organ. 2004;63(3):253–64.PubMedPubMedCentral

	46.
Shoveller JA, Johnson JL. Risky groups, risky behaviour, and risky persons: dominating discourses on youth sexual health. Crit Public Health. 2006;16(1):47–60.

	47.
Farmer P. An anthropology of structural violence. Curr Anthropol. 2004;45(3):305–25.

	48.
Bungay V, Johnson JL, Varcoe C, Boyd S. Women’s health and use of crack cocaine in context: structural and “everyday” violence. Int J Drug Policy. 2010;21(4):321–9.PubMed

	49.
Shannon K, Kerr T, Allinott S, Chettiar J, Shoveller J, Tyndall MW. Social and structural violence and power relations in mitigating HIV risk of drug-using women in survival sex work. Soc Sci Med. 2008;66(4):911–21.PubMed

	50.
Boyd J, Collins AB, Mayer S, Maher L, Kerr T, McNeil R. Gendered violence and overdose prevention sites: a rapid ethnographic study during an overdose epidemic in Vancouver, Canada. Addiction. 2018;66:5.

	51.
Collins AB, Boyd J, Damon W, Czechaczek S, Krusi A, Cooper H, et al. Surviving the housing crisis: social violence and the production of evictions among women who use drugs in Vancouver, Canada. Health Place. 2018;51:174–81.PubMed

	52.
Butters J, Erickson PG. Meeting the health care needs of female crack users: a Canadian example. Women Health. 2003;37(3):1–17.PubMed

	53.
Bardwell G, Fleming T, McNeil R, Boyd J. Women’s multiple uses of an overdose prevention technology to mitigate risks and harms within a supportive housing environment: a qualitative study. BMC Womens Health. 2021;21(1):51.PubMedPubMedCentral

	54.
Allingham J. Is the fentanyl situation an overdose crisis or a poisoning crisis?: CBC News; 2017. https://​www.​cbc.​ca/​news/​canada/​british-columbia/​overdose-fentanyl-1.​4269917.

	55.
British Columbia Coroners Service. Fentanyl-detected illicit drug toxicity deaths: January 1, 2012 to May 31, 2020. 2020.

	56.
Ciccarone D. Fentanyl in the US heroin supply: a rapidly changing risk environment. Int J Drug Policy. 2017;46:107–11.PubMedPubMedCentral

	57.
Fleiz C, Arredondo J, Chavez A, Pacheco L, Segovia LA, Villatoro JA, et al. Fentanyl is used in Mexico’s northern border: current challenges for drug health policies. Addiction. 2020;115(4):778–81.PubMed

	58.
BC Coroners Service. Illicit drug toxicity deaths in BC, January 1 2010–May 31, 2020 2020. https://​www2.​gov.​bc.​ca/​assets/​gov/​birth-adoption-death-marriage-and-divorce/​deaths/​coroners-service/​statistical/​illicit-drug.​pdf.

	59.
Lavalley J, Kastor S, Valleriani J, McNeil R. Reconciliation and Canada’s overdose crisis: responding to the needs of Indigenous Peoples. CMAJ. 2018;190(50):E1466–7.PubMedPubMedCentral

	60.
First Nations Health Authority. First Nations in BC and the overdose crisis: COVID-19 pandemic sparks surge in overdose deaths 2020. https://​www.​fnha.​ca/​Documents/​FNHA-First-Nations-in-BC-and-the-Overdose-Crisis-Infographic.​pdf.

	61.
BC Coroners Service. Illicit drug overdose deaths in BC: Findings of coroners’ investigations 2018. https://​www2.​gov.​bc.​ca/​assets/​gov/​birth-adoption-death-marriage-and-divorce/​deaths/​coroners-service/​statistical/​illicitdrugoverd​osedeathsinbc-findingsofcorone​rsinvestigations​-final.​pdf.

	62.
Bardwell G, Kerr T, McNeil R. The opioid overdose epidemic and the urgent need for effective public health interventions that address men who use drugs alone. Am J Mens Health. 2019;13(3):1557988319859113.PubMedPubMedCentral

	63.
Collins AB, Bardwell G, McNeil R, Boyd J. Gender and the overdose crisis in North America: moving past gender-neutral approaches in the public health response. Int J Drug Policy. 2019;69:43–5.PubMed

	64.
Pinkham S, Malinowska-Sempruch K. Women, harm reduction and HIV. Reprod Health Matters. 2008;16(31):168–81.PubMed

	65.
Iversen J, Page K, Madden A, Maher L. HIV, HCV, and health-related harms among women who inject drugs: implications for prevention and treatment. J Acquir Immune Defic Syndr. 2015;69(Suppl 201):S176–81.PubMedPubMedCentral

	66.
City of Surrey. City of Surrey: City profile 2016. https://​www.​surrey.​ca/​files/​Neighbourhood-Profile-City-of-Surrey.​pdf.

	67.
Kirby S, Greaves L, Reid C. Experience, research, social change: methods beyond the mainstream. Peterborough: Broadview Press; 2006.

	68.
Lawson AK, Marsh EE. Hearing the silenced voices of underserved women: the role of qualitative research in gynecologic and reproductive care. Obstet Gynecol Clin N Am. 2017;44(1):109–20.

	69.
Hesse-Biber S, Leavy P. The practice of qualitative research. Thousand Oaks: Sage; 2006.

	70.
Johnson GA, Vindrola-Padros C. Rapid qualitative research methods during complex health emergencies: a systematic review of the literature. Soc Sci Med. 1982;2017(189):63–75.

	71.
Schwartz D. Visual ethnography: USING photography in qualitative research. Qual Soc. 1989;12(2):119–54.

	72.
Close H. The use of photography as a qualitative research tool. Nurse Res. 2007;15(1):27–36.PubMed

	73.
Creswell JW, Miller DL. Determining validity in qualitative inquiry. Theory Int Pract. 2000;39(3):124–30.

	74.
Wray N, Markovic M, Manderson L. “Researcher Saturation”: the impact of data triangulation and intensive-research practices on the researcher and qualitative research process. Qual Health Res. 2007;17(10):1392–402.PubMed

	75.
Corbin J, Strauss A. Basics of qualitative research: techniques and procedures for developing grounded theory. Los Angeles: Sage; 2015.

	76.
Bergin M. NVivo 8 and consistency in data analysis: reflecting on the use of a qualitative data analysis program. Nurse Res. 2011;18(3):6–12.PubMed

	77.
Handlovsky IE, Bungay V, Johnson J, Phillips JC. The process of safer crack use among women in Vancouver’s downtown eastside. Qual Health Res. 2012;23(4):450–62.PubMed

	78.
Persaud S, Tzemis D, Kuo M, Bungay V, Buxton JA. Controlling chaos: the perceptions of long-term crack cocaine users in Vancouver, British Columbia, Canada. J Addict. 2013;2013:851840.PubMedPubMedCentral

	79.
Bourque S, Pijl EM, Mason E, Manning J, Motz T. Supervised inhalation is an important part of supervised consumption services. Can J Public Health. 2019;110(2):210–5.PubMedPubMedCentral

	80.
Bardwell G, Kerr T, Boyd J, McNeil R. Characterizing peer roles in an overdose crisis: preferences for peer workers in overdose response programs in emergency shelters. Drug Alcohol Depend. 2018;190:6–8.PubMedPubMedCentral

	81.
Dell CA, Kilty JM. The creation of the expected Aboriginal woman drug offender in Canada: exploring relations between victimization, punishment, and cultural identity. Int Rev Victimol. 2012;19(1):51–68.

	82.
Lewis R, Sharp E, Remnant J, Redpath R. ‘Safe Spaces’: experiences of feminist women-only space. Soc Res Online. 2015;20(4):105–18.

	83.
Kolla G, Strike C. Practices of care among people who buy, use, and sell drugs in community settings. Harm Reduct J. 2020;17(1):27.PubMedPubMedCentral

	84.
Small W, Shoveller J, Moore D, Tyndall M, Wood E, Kerr T. Injection drug users’ access to a supervised injection facility in Vancouver, Canada: the influence of operating policies and local drug culture. Qual Health Res. 2011;21(6):743–56.PubMed

	85.
Duncan T, Sebar B, Lee J, Duff C. Mapping the spatial and affective composition of care in a drug consumption room in Germany. Soc Cult Geogr. 2019;6:1–20.

	86.
Bourgois P. The moral economies of homeless heroin addicts: confronting ethnography, HIV risk, and everyday violence in San Francisco shooting encampments. Subst Use Misuse. 1998;33(11):2323–51.PubMed

	87.
Fairbairn N, Small W, Shannon K, Wood E, Kerr T. Seeking refuge from violence in street-based drug scenes: Women’s experiences in North America’s first supervised injection facility. Soc Sci Med. 2008;67(5):817–23.PubMed

	88.
Small W, Moore D, Shoveller J, Wood E, Kerr T. Perceptions of risk and safety within injection settings: injection drug users’ reasons for attending a supervised injecting facility in Vancouver, Canada. Health Risk Soc. 2012;14(4):307–24.

	89.
Bardwell G, Collins AB, McNeil R, Boyd J. Housing and overdose: an opportunity for the scale-up of overdose prevention interventions? Harm Reduct J. 2017;14(1):77.PubMedPubMedCentral

	90.
Chu SKH, Kazatchkine C. Gendering the scene: women, gender-diverse people, and harm reduction in Canada. Toronto: Canadian HIV/AIDS Legal Network; 2020.

	91.
Leonard L, DeRubeis E, Pelude L, Medd E, Birkett N, Seto J. “I inject less as I have easier access to pipes”: injecting, and sharing of crack-smoking materials, decline as safer crack-smoking resources are distributed. Int J Drug Policy. 2008;19(3):255–64.PubMed

	92.
McKnight C, Des Jarlais DC. Being “hooked up” during a sharp increase in the availability of illicitly manufactured fentanyl: adaptations of drug using practices among people who use drugs (PWUD) in New York City. Int J Drug Policy. 2018;60:82–8.PubMedPubMedCentral

	93.
Bardwell G. The impact of risk environments on LGBTQ2S adults experiencing homelessness in a mid-sized Canadian city. J Gay Lesbian Soc Serv. 2019;31(1):53–64.

	94.
Yu V. Shelter and transitional housing for transgender youth. J Gay Lesbian Ment Health. 2010;14(4):340–5.

	95.
Ecker J, Aubry T, Sylvestre J. A review of the literature on LGBTQ adults who experience homelessness. J Homosex. 2019;66(3):297–323.PubMed



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


OEBPS/navigation.xhtml

    
      Contents


      
        		Hoots and harm reduction: a qualitative study identifying gaps in overdose prevention among women who smoke drugs


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/images/12954_2021_479_Fig1_HTML.jpg
AN |

Z Wﬁ“&ﬂhm;m i

1]





OEBPS/css/envelope.png





OEBPS/css/sidebar.gif





