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Abstract

Background: Adolescence and young adulthood is an important period for substance use initiation and related
harms. In the context of the ongoing opioid crisis, the risks for youth (ages 16-29) who use opioids are particularly
heightened. Despite recommendations to adopt a developmentally appropriate and comprehensive approach to
reduce opioid-related harms among youth, data continue to show that youth are not adequately engaged in opioid
treatments and encounter many barriers. The aim of this study is to identify youth-centered opportunities for improv-
ing opioid treatment services.

Methods: This paper reports multi-site qualitative findings from youth participating in the Improving Treatment
Together' project, a community-based participatory project being conducted in British Columbia and Alberta, two
western Canadian provinces that have been dramatically impacted by the opioid crisis. Qualitative data were col-
lected during three workshops with youth who used opioids and accessed opioid treatment services in the prior

12 months. These workshops were conducted in three communities following the core elements of human-centered
co-design. A multi-site qualitative analysis was conducted to identify within- and between-site themes surrounding
youths'needs for improving opioid treatment service experiences and outcomes.

Results: Three overarching needs themes were identified from across the communities. The first reflected youths’
difficulties finding and staying connected to opioid treatment services, with the overarching need theme suggesting
opportunities to reduce organizational and systems-related barriers to care, such as waiting times and wider informa-
tion about service availability. The second area of need was rooted in youths'feelings of judgment when accessing
services. Consequently, opportunities to increase respectful and empathic interactions were the overarching need.
The final theme was more nuanced across communities and reflected opportunities for an individualized approach to
opioid treatment services that consider youths'unigue basic safety, social, and health needs.

Conclusions: This study identifies fundamental directions for the operationalization and implementation of youth-
centered opioid treatment services. These directions are contextualized in youths'lived experiences accessing services
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in their local communities, with overarching themes from across sites strengthening their transferability to other

settings.

Keywords: Youth, Adolescents, Young adults, Opioid use, Opioid use disorder, Harm reduction, Opioid agonist
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Background

Adolescence and young adulthood is an important
period for substance use initiation and risk of related
harms [1-6]. As substance use trends among youth (ages
16-29) fluctuate with broader contexts (e.g., drug supply,
social norms) [6], non-medical prescription opioid use
and illicit opioid use among youth has become a critical
public health issue [4]. This is particularly true for youth
in the United States (U.S.) and Canada, which have the
highest estimated global consumption of opioids, preva-
lence of opioid use disorder (OUD), and rate of opioid-
related drug toxicity deaths [7]. As both countries grapple
with drug poisoning crises involving highly potent and
contaminated opioids, youth who use opioids are at sig-
nificant risk of harm, including hospitalization and fatal
and non-fatal drug toxicity events [8—11].

To mitigate these opioid-related harms, experts rec-
ommend that youth have access to the full continuum
of evidence-based interventions through a comprehen-
sive, developmentally appropriate, and recovery-oriented
approach [12-15]. These evidence-based interventions
can include non-pharmacological treatments, such as
counseling, case management, peer support, and person-
centered services [12—14]. Pharmacological treatments
with opioid agonist treatment (OAT) (e.g., buprenor-
phine, methadone) are also recommended as they
are effective in reducing cravings and withdrawal and
increasing treatment retention [12—14]. Harm reduction
programs (e.g., safer drug use information and inter-
ventions; drug checking; supervised consumption sites
[SCSs]) may also minimize the adverse impacts of opi-
oid use and provide an opportunity to deliver additional
health and social services and encourage treatment entry
[12-14, 16].

Despite these recommendations, recent evidence
shows that youth are less likely to access and be retained
in these interventions compared to older age groups
[17-22]. For instance, health claims data in the U.S. have
shown that only 2% of youth received pharmacologi-
cal treatments within 30 days of a non-fatal drug toxic-
ity event, 29% received non-pharmacological treatments,
and an alarming 69% received no treatment [17]. Exam-
ining age-related differences in pharmacological treat-
ment retention among people with OUD, Mintz et al.
[20] found that 18% of adolescents and 25% of young
adults were retained for 6-months compared to 33% of

older adults. This research reveals very worrisome gaps
in the delivery of opioid treatment services for youth at a
time of immense need.

Understanding the reasons for these gaps is critical
to ensure that youth have timely access to the full con-
tinuum of evidence-based interventions. There are a
number of social structural explanations for these gaps,
which operate at multiple levels and reflect the develop-
mental and social position of youth compared to adults.
For instance, at a policy-level, youth may encounter bar-
riers to treatment and harm reduction interventions due
to age-related program restrictions, which often use the
biological age of 18. These age-based criteria limit youths’
autonomy in treatment decision-making and increase
fears of stigma and law enforcement [18, 23—29]. There
are also differences in the social norms of substance use
between youth and adults [18, 26]. For example, ethno-
epidemiological data suggest that youth tend to obtain
substance use equipment from their peers rather than
harm reduction programs and are less connected to large
networks of street-based substance users [26]. Such dif-
ferences affect youths’ knowledge of harm reduction
practices and engagement in these services.

A number of studies have also discussed service deliv-
ery-related barriers that youth encounter when trying
to access evidence-based interventions, including OAT.
Examples of such barriers include the limited availabil-
ity of specialists, service provider’s competency in the
delivery of OAT to youth, as well as treatment costs and
travel requirements [16, 22, 26, 30, 31]. A growing body
of evidence has also revealed that youth face individual-
level barriers to interventions that arise from a lack of
opioid treatment services that are centered on youths’
individual needs and preferences (hereafter referred to
as ‘youth-centered’ services) [3, 23-25, 32]. For instance,
youth have discussed how long-term OAT does not align
with their views of achieving an improved quality of life
[32]. Youth have also emphasized the importance of hav-
ing autonomy in treatment decision-making (e.g., choice
of medication, dosages, titration) [32] and their need for
a better understanding of the continuum of evidence-
based treatments to make such informed decisions [3].

Collectively, this body of evidence underscores that
the existing interventions across this continuum are not
meeting youths’ needs and preferences [12, 16, 18, 27]. To
rectify this, it has been emphasized that the development
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of youth-centered interventions be co-designed with
youth who are using opioids [18, 33, 34]. Accordingly,
the ongoing multi-phase and multi-site ‘Improving
Treatment Together’ (ITT) project [35] was designed to
understand youths’ needs for improving opioid treatment
services (Phase 1), and, subsequently, to co-design, imple-
ment, and test youth-centered innovations in opioid
treatment services (Phase 2—4). The present manuscript
reports on the Phase 1 qualitative findings with youth in
two western Canadian provinces. As a multi-site study,
the findings identify actions that are both community-
specific and overarching across sites [36]. Thus, the study
contributes a deeper understanding of the contextual fac-
tors that influence youths’ local needs, while strengthen-
ing the transferability of findings to other communities.

Methods

Design and setting

The ITT project follows a community-based participa-
tory research (CBPR) approach [37, 38] and integrates
elements of human-centered co-design [39, 40]. Further
details about the project’s design and planned methods
have been published elsewhere [35]. Briefly, the project
is being conducted in British Columbia (BC) and Alberta
(AB), two provinces in Canada that have been dramati-
cally impacted by the opioid crisis [8]. Phase 1 of the pro-
ject occurred between November 2019 and May 2020;
Phases 2—4 are ongoing until May 2022. The guiding
research question for Phase 1 was: what are youths’ expe-
riences accessing opioid treatment services and needs for
improving these services?

Following its CBPR approach, the project was launched
by a national non-profit organization in partnership with
two provincial organizations who support the develop-
ment and delivery of opioid treatment services for youth.
These partners then carried out environmental scans
to collaboratively identify four communities that had a
high need for opioid treatment services, including OAT,
as shown by surveillance data of opioid-related mortal-
ity and morbidity among youth [41, 42]. A further goal
of the environmental scan was to identify geographically
diverse communities that differed in population size (e.g.,
small, medium, and large urban population centers) [43,
44).

This resulted in the selection of two communities in
each province. In BC, the first community (‘BC Interior
Community’) was a medium-sized population center
(population: 127,380), where, at the time of the scan, the
rate of opioid-related overdoses was 17.3 per 100,000
[42]. The second BC community (‘BC Urban Commu-
nity’) was a large urban center (population: 631,486)
where people who use opioids experience high rates
of poverty, precarious housing, and where the rate of
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opioid-related overdoses was 22.9 per 100,000 [42]. In
AB, the first community was a medium-sized population
center (population: 63,166) in the northern region (‘AB
Northern Community’) where the rate of opioid-related
overdoses was 15.9 per 100,000 [41]. The final commu-
nity in AB (‘AB Urban Community’) is one of the most
populous urban centers in Western Canada (population:
1,239,220), where opioid-related overdoses were occur-
ring at a rate of 13.9 per 100,000 [41].

The availability of evidence-based interventions is vari-
able across these communities, but generally includes
some degree of harm reduction services (e.g., education,
injecting and smoking supplies, naloxone distribution,
SCSs), OAT (primarily with buprenorphine and metha-
done), non-pharmacological interventions (e.g., case
management, counseling), and detoxification and resi-
dential treatment [45]. These programs can be accessed
through community-based public programs or private
providers/centers (particularly residential and coun-
seling-based treatments). The BC Interior, AB North-
ern and AB Urban communities deliver some of these
interventions through mobile services due to their larger
geographical land areas. Meanwhile, the BC Urban Com-
munity has been at the forefront of decades of innovative
harm reduction and treatment initiatives, such as SCSs
[46], injectable OAT [47], and, more recently, safer sup-
ply initiatives [48], largely concentrated in the downtown
core.

Sampling and data collection

A total of four workshops were planned for Phase 1, with
one per each of the four communities. For each work-
shop, the target sample included 8-10 youth (i.e., a total
of 32-40 youth across workshops) between the ages of
16 and 29 who used opioids (illicit opioids and/or phar-
maceutical opioids without prescription) and accessed/
received opioid treatment services (e.g., OAT, counseling,
case management) in the past 12 months. Further eligi-
bility criteria included ability to provide fully informed
consent to participate and speak/write in English. Youth
were recruited with the support of the project’s youth
peer researchers, community-based partners, and other
local organizations who distributed recruitment infor-
mation. Interested youth then contacted project team
members to confirm self-reported eligibility criteria and
obtain further details about the workshops.

Upon arrival to each workshop, youth provided fully
informed consent to participate and completed a brief
questionnaire regarding socio-demographic characteris-
tics, opioid use, and opioid treatment history. After co-
creating a safe space agreement, participants separated
into smaller discussion groups (akin to focus groups)
of 4-6 youth per group to encourage more in-depth



Marchand et al. Harm Reduction Journal (2022) 19:37

discussion and ensure each participant had equal oppor-
tunity to contribute to the discussion. Each small discus-
sion group also included trained facilitators and a youth
peer-researcher with lived/living opioid use history.

The small group discussions were structured around
the first two core elements of human-centered co-design:
(1) empathy—aiming to understand youths’ experiences
during their point-of-care interactions with opioid treat-
ment services; and (2) identifying needs—aiming to artic-
ulate and prioritize the root problems or needs based
on their experiences [35, 49, 50]. For both of these ele-
ments, participants spent the first 10—15 min individually
reflecting on their experiences/needs using facilitation
tools that are commonly used in human-centered design
(e.g., Journey and/or Empathy Maps [35]). The facilitators
then guided participants through a small group discus-
sion for each topic (lasting approximately 1 h each). Dur-
ing small group discussions, participants openly shared,
discussed, and elaborated on their unique and common
experiences/needs. During these discussions, the facilita-
tors listened actively and supported the conversation by
asking clarifying questions (similar to qualitative inter-
viewing). These small group discussions were audio-
recorded and included extensive documentation using
worksheets, flip charts, and field notes. The total dura-
tion of the empathy and needs discussions ranged from
2 to 3 h, and participants were provided with a $75-$125
honorarium (depending on workshop length), snacks/
meals, and transportation reimbursement.

As both CBPR and human-centered co-design are
meant to adapt to local context and participant needs,
several procedures were modified from the initial proto-
col [35] due to foreseen and unforeseen circumstances.
The first workshop was done in the BC Interior Com-
munity (November 2019) and provided an opportunity
to pilot and refine recruitment and data collection pro-
cedures. In this community, we relied primarily on adver-
tisements in collaborating organizations, which resulted
in only n=1 participant attending the workshop. For the
remaining workshops, we engaged the project’s youth
peer-researchers to enhance our outreach strategy. Dur-
ing this first workshop, we also piloted two facilitation
tools commonly used in human-centered co-design—
the Journey Map and Empathy Map [35]. The remaining
three workshops used the Empathy Map only as it was
less time consuming while prompting the most in-depth
discussion. For the workshop in the BC Urban Commu-
nity (February 2020), local partners recommended that
the socio-demographic questionnaire be collected at the
end of the workshop to reduce barriers to participation.
Unfortunately, this resulted in a high number of missing
questionnaires, precluding the inclusion of the question-
naire data for this site. The workshop in the AB Northern
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Community took place in February 2020 as originally
planned. The workshop in the AB Urban Community was
delayed from March to May 2020 and conducted virtually
due to the emergence of the COVID-19 pandemic.

Data analysis

The audio-recordings from the small discussion groups
were typed out word for word (i.e., transcribed verbatim),
and then transferred to NVivo (version 12, [51]) software
for qualitative analysis. A multi-site qualitative analysis
(MSQA) [36] was used to identify inductive within- and
between-site themes [52]. Due to the small sample size in
the BC Interior Community (#=1), the analysis focused
on the other three communities.

Based on extensive training and experience in qualita-
tive health services research, authors KM and OF led the
analysis. During the first within-site analysis, a semantic
and data driven approach was followed to generate ini-
tial codes and to search for and define potential themes
within each site [52]. Separate meetings were then held
with each community’s site-specific team to discuss the
data, refine theme coherence, and select supporting
quotes. These meetings included youth peer-researchers
with lived/living experience, workshop facilitators, and
site leads to strengthen member checking, peer debrief-
ing, and collaborative decision-making on the key find-
ings from each site. Subsequently, authors KM and
OF began the between-site analysis by independently
studying the site-specific theme summaries for their
similarities/differences. Extensive discussions led to the
development of overarching themes that reflected points
of connection across the three communities. The second
within-site analysis re-analyzed each community’s tran-
scripts using the overarching themes as a guiding ques-
tion of the coded data. This stage of the analysis focused
on describing the overarching theme’s representation in
each site. At this time, the full team met to finalize the
overarching themes and their within-site properties. As a
final step, these overarching themes were checked for fit
with the n=1 youth who participated in the BC Interior
Community’s workshop [53].

Results

A total of 23 youth participated across the three Phase
1 workshops—11 youth in the BC Urban Community;
8 youth in the AB Northern Community; and 4 youth
in the AB Urban Community. As noted above, socio-
demographic characteristics were not available for BC
Urban Community. However, participants who attended
the workshop were predominantly recruited through two
organizations that provide low-barrier services to inner
city youth experiencing homelessness, substance use, and
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mental health challenges. Socio-demographic data from
the two workshops in AB are displayed in Table 1.

Six overarching experiences and needs themes were
identified across communities and are displayed in
Fig. 1, with further detail regarding the site-specific
sub-themes presented in Table 2 and Additional file 1.
As shown in Fig. 1, there was a very strong connection
between the overarching experiences and needs themes.
For instance, across communities, participants experi-
enced multiple barriers to finding and staying in opioid
treatment services, and thus, the need for fewer barriers
was an overarching theme. To simplify the presentation
of the six overarching themes, the next sections focus
on the needs themes, with the experiences themes inte-
grated as supporting explanation. As a MSQA analysis,
the needs themes are described separately for the three
communities.

Community-specific themes in the BC Urban Community
Programs should be easier to find and keep connected to,
regardless of age

Youth experienced difficulties finding and keeping con-
nected to services, despite the BC Urban Community
having a wide range of community-based harm reduc-
tion and substance use treatment services for people with
OUD. This was primarily due to lengthy waiting times,
“aging out” of services at age 24, and getting turned away
or kicked out of services. Lengthy waiting times were
encountered in multiple contexts, including “six months
of transition to get set up with new care providers” during
the aging out process. Youth also frequently described
“three to four hours waiting for a script [i.e., OAT prescrip-
tion] while dope sick” in community-based OAT clinics.
Waiting for services was also difficult as youth encoun-
tered environments (particularly hospitals and drop-in
services) that were uncomfortable (e.g., grimy, cold, not
confidential, crowded). These experiences resulted in lost
connections to trusted service providers, leaving services
without treatment, and for one participant, “relapsing
and stopping my methadone because I didn’t get it [on
time] on Friday’.

To reduce these barriers, youth stressed the need for
organizations to provide longer service delivery hours
(i.e., evenings, weekends, holidays) and create more
comfortable (e.g., low lighting, blankets, chill rooms),
and confidential spaces. Youth also discussed that they
should be provided with support regardless of their age:
“You should never get turned away from anything... It
should just be no matter your age and whatever, if you're
an addict [person who uses substances], there should
be treatment services for addiction as a whole. And like
whether you're 30 or 16, you should be able to go and get
the treatment and then be able to access that no matter
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your age or your situation or your race or your sexuality,
right? It shouldn’t matter”

Service providers who are understanding and make us feel
like we actually matter

Youth in the BC Urban Community described ‘a broad
spectrum” of interactions with service providers, includ-
ing some “who are really supportive... and others that are
really condescending, or like really hard on you”. Experi-
ences of judgment were common and salient, as stated by
one youth—“when I come across someone who is kind and
considerate, sadly it's kinda like a shock... they seem like a
saint or like an angel”. These interactions led to feelings
of shame and disconnection from services. In contrast,
when youth encountered providers who made them “feel
like we actually matter” (e.g., staying beside youth while
going through precipitative withdrawal on Suboxone®),
they gained trust, persevered through treatment chal-
lenges, and believed more in themselves.

To increase those supportive and respectful interac-
tions with providers, youth stressed the “need to build a
better bridge, a better understanding of how to approach
addicts [people who use substances]” To build this bridge,
youth wanted to interact with providers who were under-
standing and knowledgeable about opioid use and best
practices. Ideally, this knowledge would come through
the widespread integration of peer support into opioid
treatment services, as youth strongly emphasized their
preference for interacting with others who were “in recov-
ery, who have experience with what we're going through”.
In the absence of such expertise, youth suggested that
organizations “have your staff that haven't had that lived
experience, you know, tell them... [to] go out and do, you
know, 50 h of community service on the Eastside” (a neigh-
borhood in the BC Urban Community that has a high
density of harm reduction services). Youth also strongly
expressed their own desire to take on such roles, to give
back, and because “that hour that you're busy is an hour
you didn’t use, and that's an amazing thing”.

Fundamental safety, health, and social necessities to be
addressed

Youth described individual safety, health, and social
necessities as a critical priority when seeking opioid
treatment services. Ample research among youth using
substances in the BC Urban Community has shown the
immense challenges they face finding safe and inclusive
services to address their needs (e.g., [24, 54-56]). To
meet their safety needs, youth called for an expansion
of SCSs, drug testing, injectable OAT, and a safer sup-
ply of opioids, which they defined as “clean, lab made
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Table 1 Characteristics of youth participating in AB Northern and AB Urban Community workshops (n=12)

Characteristics AB Northern and AB Urban
Community workshop
participants

(n=12)°
Socio-demographic Mean £ SD; N (%)
Age 24.86 years£2.78
Gender identity:®
Woman 7(77.8)
Man 2(22.2)
Ethnicity:
Indigenous 1(11.1)
Indigenous and Caucasian/White 1(11.1)
Caucasian/White 7(78.8)
Highest education level
Some high school 5(45.5)
High school diploma 5(45.5)
Some university 1(9)
Current housing situation:®
Living in apartment with or without roommate(s) 9 (75)
Living with parent/guardian(s) 2(16.7)
Renting a room 1(83)
Currently spending most of time in activities:
Employment 6 (50)
School 2(16.7)
Volunteering 5(41.7)
Other activities (e.g,, arts, movies, exercise) 7 (58.3)
Opioid and other substance use patterns
Ever used heroin 8 (66.7)
Ever used fentanyl 10(83.3)
Ever used other non-prescribed or illicit opioids 8 (66.7)
Used heroin in past 12 months 2(16.7)
Used fentanyl in past 12 months 4(33.3)
Used other non-prescribed or illicit opioids in past 12 months 1(83)
Used any non-prescribed or illicit opioid in past 12 months 5(41.7)
Ever used other illicit substances (e.g., cocaine, crystal meth, hallucinogens, etc.) 12 (100)
Used other illicit substances in past 12-months (e.g., cocaine, crystal meth, hallucinogens, etc.) 7(58.3)
Opioid use treatment and services in past 12 months’
Opioid agonist treatment 5(41.7)
Addictions medicine 4(33.3)
Psychiatry services 4(33.3)
Clinical counseling services (e.g., CBT, DBT) 7(58.7)
Case management services 3(25)
Peer support services 7(58.7)
Harm reduction services 2(16.7)

@ Due to small sample sizes and similarities in the characteristics of participants between communities, descriptive data for the two communities with completed
socio-demographic data have been aggregated

b Response options included: woman; man; non-binary; two spirit; trans-female; trans-male; not sure/questioning; prefer not to answer; and | don't identify with any of
these. Gender is missing for n=3 participants

€ Response options included: South Asian; Black/African; Caribbean; Hispanic/Latino; First Nations/Metis/Inuit; Middle Eastern/North African; and Caucasian/White.
Participants could choose more than one response option. Ethnicity is missing for n=3

4 Response options included: Some high school; High school diploma; Some college, technical school education or other certificates/training; Some university
education; College or technical degree or diploma; Bachelor’s degree; Master’s degree or higher; Prefer not to answer. Education is missing for n=1

€ Response options included: homeless; couch surfing; living in single room occupancy hotel; live with parent(s)/guardian(s); live in apartment (independently or with
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Table 1 (continued)

roommates); none of the above; prefer not to answer

f Participants could choose more than one response from this set of response options
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Fig. 1 Thematic diagram of main experiences and needs themes from across communities. Venn diagram shows the main experiences (gray
circles) and needs (white circles) themes from across the three workshops in the BC Urban, AB Northern, and AB Urban communities. The overlap
between the circles illustrates points of connection between the experiences and needs themes

and tested drugs” that would allow them to “dose prop-
erly and safely’.

Youth also emphasized their need for increased basic
social support, including higher monthly disability and
income assistance and crisis loan programs, as current
supports were “barely enough to go and live off of”. A
prominent sub-theme reflected youths’ need for “liva-
ble housing”, which was defined as safe, low barrier, and
comfortable (i.e., clean, private). Youth also described
their need for seasonally appropriate clothing, particu-
larly for those who were experiencing homelessness.
Basic health and hygiene needs were also described,
including services for laundry, showering, and more
comprehensive nutrition, dental, and prescription med-
ication programs. These needs were strongly connected
to a sub-theme that reflected youths’ difficulties finding
adequate low-threshold services.

Community-specific themes in the AB Northern
Community

Make treatment access a less overwhelming process

Youth in the AB Northern Community encountered
obstacles to finding appropriate services and when
transitioning between different services. These obsta-
cles reflected the limited capacity of the small number
of community-based programs (i.e., one harm reduc-
tion service via mobile van and one OAT clinic) for this
large geographical service delivery area. Key obstacles
here included insufficient information about what ser-
vices were available for opioid use in their community,
“four-week waiting lists” for services, limited options for
youth with concurrent disorders, and inadequate long-
term support “once you are clean” Youth emphasized how
overwhelming the process of finding and engaging in ser-
vices was; as one participant said, “it took me a million
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Table 2 Overarching experiences and needs themes and community-specific sub-themes
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Main experiences themes Sub-themes from each site?

BC Urban Community

AB Northern Community

AB Urban Community

Organizational and systems-related
barriers to opioid treatment services

Obstacles to accessing and staying
in services

Feeling judged when accessing
services

Being degraded when trying to
seek help

Genuine care and support ‘Feeling like we actually matter’

Main needs themes

Fewer barriers to finding and
accessing opioid treatment services

Programs should be easier to find
and keep connected to, regardless
of age

More supportive interactions with
service providers

Service providers who are under-
standing and make us feel like we
actually matter

A broader and individualized
approach to opioid use

Fundamental safety, health, and
social necessities to be addressed

Obstacles within opioid treatment
services

Judgment and discrimination from

‘Barriers to getting help when | need
it’
‘Being seen as a lost cause’

service providers

‘Having legitimate supports to -
cheer you on’

Make treatment access a less over-
whelming process

Getting the help I want, when | need
it, right at the moment

Service providers who are rooting -
for me and have been here before

Treatment plans should be molded
to us and able to change with us

Broader understanding of opioid use
and multiple services because there
is no one size fits all

# Semantic sub-themes were developed for each site. Where possible, these themes are named using direct quotes from workshop participants to closely reflect the

theme characteristics in each site

times to actually start using that [OAT] program prop-
erly... and I would relapse so many times before I actually
was like solid on the program”.

Youths’ needs for removing these obstacles were
focused on improving OAT access by ensuring its afford-
ability (people not on income support pay monthly pre-
scription fees), providing better education about OAT
for youth and providers (e.g., medication options, titra-
tion process), and changing missed dose policies. As one
youth said, “You can’t get cut off because if you get cut off,
what’s your option?... If you don’t have the clean time,
you're going to go back to using [non-prescribed/illicit opi-
oids]... That'’s all you know.”

Additional needs themes in the AB Northern Commu-
nity focused on “calming environments” and transporta-
tion to facilitate transitions between different programs.
As one participant said, “we need transportation to and
from detox places...to and from treatment centers...to
appointments and pharmacies too if they don’t deliver”.

Service providers who are rooting for us and have been here
before

Youth in the AB Northern Community also discussed
their need for respectful and empathic interactions with
service providers. This need was grounded in experiences
of judgment when accessing services, as one participant
described, “I found it really hard to find an actual coun-
sellor that like I actually could speak to, I wasn’t sort of
judged by, or that kind of stuff... I probably went through
like 10 free counsellors before I actually found someone
who'’s decent” This “decent” provider was an individual

who was well known to many participants in this com-
munity and was seen as “rooting for me... always believ-
ing in me... it didn’t matter how many times I fucked up
on Suboxone® [trade name for buprenorphine/naloxone],
[they] were like ‘this time, this time”. Youth discussed that
interactions with service providers who “respect you and
your journey..” were needed to “.. give you some belief in
yourself. And it gives you feelings of not being so alone”.
Relatedly, youth discussed needing more opportuni-
ties to engage with people with lived experience in opi-
oid treatment services. These interactions were described
as more relatable and encouraging. As one youth said, ‘7
think like you need to have people who actually have been
there... Like you can’t just be someone who's never even
touched pot or something, you know what I mean, and
relate to that person, right?... That definitely was a huge
thing for me, is having someone who understood a bit,
right? I mean, you never fully understand someone’s situa-
tion because everyone’s different, but I feel like it definitely
makes a huge difference when you have lived experience.”

Treatment plans should be molded to us and able to change
with us

Youth in the AB Northern Community discussed their
need for opioid use treatment plans to be less ‘cookie cut-
ter” and adapt to their individual needs over time. As dis-
cussed by the following two participants:

Participant M: “I think one of the biggest problems
when it comes to like recovery and stuff, is everyone,
like, it’s like this set plan, like ‘This is what you have
to do. That's how like it will work for you! But it's
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not. Everyone’s different... So, I feel like we need a lot
more different options out there, like, if that makes
sense?... It should be kind of molded to you in a way.”
Participant L: “Yeah, and things change. So then
your treatment plan should change with you, right?”

Participants’ need for individualized treatment plans
was grounded in their personalized definitions of “recov-
ery” Examples included recovering from the ‘stress of
constantly needing dope’, the ‘consequences of active
addiction”, “starting a new life; and to “find new healthy
alternatives and tools to cope” Other treatment goals
included finding employment, getting medical assess-
ments, and learning how to take care of themselves (e.g.,
healthy sleep schedules, cooking, budgeting, managing
time, etc.).

Community-specific themes in the AB Urban Community
Getting the help | want, when | need it, right at the moment
In the AB Urban Community, youth emphasized their
difficulties “getting the help I need, when I need it”. Youth
attributed these barriers to a lack of follow-up by service
providers, referrals to services that they were not eligi-
ble for (e.g., for people using stimulants rather than opi-
oids), and limited availability of services for youth under
the age of 18. However, the most salient barrier was the
long waiting time for services (and, in particular, those
that are publicly funded). As explained by one youth, 7
remember applying once and the waitlist on the afford-
able treatment center was about four months. By the time
four months came up, and I got accepted, I changed my
mind already. For a youth who is an addict [person who
uses substances], or any addict of any age, can I get the
help when I want, when I need it, right at the moment?
And that is the most crucial part... whether that’s treat-
ment or counseling, or that’s opioid dependency program
[i.e., OAT], or whatever their program... I think immedi-
acy is definitely high priority”

To improve the immediacy of services, youth dis-
cussed the need to increase the capacity of opioid treat-
ment services for youth under the age of 18, to ensure
these services were more widely distributed through-
out the AB Urban Community (and its neighborhoods),
and to expand knowledge about such services amongst
themselves, family members, and service providers. As
one youth summarized: “I do think, yeah, like, just know-
ing what is available out there. And like knowing just for
yourself, having your parents knowing if theyre trying
to help their kids... And, like, I know, I personally, I only
know about one or two things that like youth under 18 can
access for addiction services, and like, especially walk in
services, like or stuff like that. It’s very, very limited... That
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and more greater [sic] knowledge and just easily accessible
to know what is all out there’

Broader understanding of opioid use and multiple services
because there is no one size fits all
Similar to the other communities, youth in the AB Urban
Community experienced judgment and “being seen as
a lost cause” when accessing services. These experi-
ences were attributed to abstinence-based policies and
approaches to opioid treatment services. As one youth
said, “Abstinence isn’t always an option for everyone. Basi-
cally, those groups that are saying... you have to be sober
to seven days or 10 days sober, otherwise, you're a lost
cause, that just turns a lot of people off as it is, because
some people don’t want to quit or they cannot stop using,
but they still want to access some sort of help in order to
moderate use, or even just feel connected to people instead
of being lonely because loneliness is a huge negative fac-
tor when it comes to addiction or even possible overdose
deaths” To reduce the impacts of these policies and
approaches, youth emphasized the importance of adopt-
ing a broader understanding of OUD and offering mul-
tiple approaches, including “harm reduction or smart
recovery, or 12-steps... because there is no one size fits all”
Participants also discussed their need for “holis-
tic support”, which included services to address social
determinants of health (e.g., housing, employment
opportunities), physical health, mental health (psycho-
logical, psychiatric, counseling), other ‘dependency pro-
grams’ (e.g., for alcohol or crystal methamphetamine
use), and family support groups. As one youth explained,
“I have some very dire health issues that aren’t addressed
in some of those programs... So I have to go to different
types of treatment approaches, and different counseling
approaches as well. Because just one does not address the
specific needs that I need to help me in my recovery.

Discussion
Across communities, youth using opioids discussed their
experiences trying to access and remain connected to
opioid treatment services over time. Youth reflected on
the structural barriers they encountered, and the less
frequent but outstanding positive interactions with ser-
vices. As youth shared these experiences, they identified
that critical actions are needed to improve the quality
of opioid treatment services. While these experiences
and opportunities were influenced by the local context,
there were also very strong points of connection across
the three communities, which will be the primary focus
of our discussion.

The most prominent overarching theme reflects the
unequivocal need to increase the number and spread of
youth-centered opioid treatment services. This need was
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independent of community-factors, such as size, rate
of opioid-related drug toxicity events, and local politics
and policies surrounding harm reduction and OAT. The
impact of long waits across communities was significant.
Waiting for enrolment to new services or even a simple
OAT prescription renewal led to treatment interrup-
tions, and in some worst-case scenarios, relapses. Studies
with youth outside of British Columbia and Alberta have
echoed the burdens of substance use treatment access
[57, 58]. For example, a multi-stakeholder (youth, fam-
ily, service providers, and others) study of substance use
treatment services for youth in the province of Ontario
identified several issues related to treatment access [57,
58]. These included regional gaps in services, lack of
affordable (i.e., publicly funded) programs, waiting times,
limited clinical hours (i.e., business hours), and issues
with eligibility and transition planning. These longstand-
ing accessibility issues urge a coordinated national and
provincial systems-level response that can be simultane-
ously tailored to local communities [58]. This should also
include the collaborative development of national quality
indicators (e.g., wait times, operating hours, breadth of
services) for youth substance use treatment, with appro-
priate local resource allocation, and monitoring over
time [59].

The additional organizational and systems-related bar-
riers were much more nuanced between communities.
For example, in both the AB Northern and AB Urban
communities, participants struggled to find services due
to a limited number of programs for youth under the age
of 18 and a lack of information about treatment avail-
ability. In the BC Urban Community, however, youth
expressed the difficulties imposed by aging out policies,
and thus wanted to be able to maintain connections to
trusted services longer-term. Although youth did not
expand on their reasons for these preferences, this may
be due to their desire for ‘youth-friendly’ service options
[26]. Drawing on other research [26], youth have previ-
ously discussed that the attitudes of older adults and
service providers in harm reduction and OAT environ-
ments were aggressive and judgmental due to youths’ age
and social position. Another potential explanation of our
finding is that youth may prefer services to be matched
to their individual circumstances and treatment needs,
rather than biological age alone. As youth conveyed in
this study, ‘everyone’s different”, and, therefore, youth
needed a holistic and individualized approach in ser-
vices. To meet this need, service providers should con-
sistently cultivate opportunities to co-develop treatment
plans with youth, with attention to what services are
offered, in what environment, and for how long. These
plans could be informed by socio-ecological frameworks,
such as those specific to the opioid crisis [60]. This would
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encourage service providers to discuss how a young per-
son’s individual- and interpersonal-level factors, such as
gender, race, co-occurring mental and physical health
needs, family and peer relationships, and community
context, can be integrated into treatment planning, lead-
ing to a holistic approach to care that is tailored to their
specific preferences and circumstances.

At a systems- and policy-level, a broader socio-eco-
logical understanding of opioid use could also inform
the wider implementation of an integrated, comprehen-
sive, and person-centered approach to services [60—64].
As youth expressed in all three communities, a broader
systems-level response would acknowledge that there
is “no ome size fits all” and combine harm reduction,
treatment, social services, and peer supports in youth-
centered environments to give youth the best chance of
having their needs and goals met. However, there are few
examples of programs that have been able to fully real-
ize an integrated and comprehensive approach [60, 61].
This may be partly because social structural factors, such
as stigma and the criminalization of people who use opi-
oids, still heavily influence the widespread availability of
some interventions (e.g., SCSs, injectable OAT) [60, 65,
66).

Indeed, the overarching theme for supportive interac-
tions illustrated how these factors contributed to youths’
feelings of judgment and shame when accessing services,
leading some youth to disconnect from services. In con-
trast, when youth felt like they ‘actually mattered” to a
service provider, their self-determination and service
engagement increased. Experiences of structural stigma
in the context of opioid treatment services are not unique
to youth and have been extensively studied (e.g., [67—
71]). However, the impact of such experiences on youth
during point-of-care interactions requires careful consid-
eration, as it may compound underlying fears of exposing
substance use and fears of criminalization [26, 33].

To reduce the frequency and impact of these experi-
ences, youth in all three communities recommended a
stronger integration of youth peer support specialists in
opioid treatment services, who are individuals with lived/
living experience of substance use. Youth stressed how
beneficial peer support was to feeling more understood
and less judged in services. Of note, a number of youth
in the study also expressed their desire to take on such
peer support roles to help others and for the benefits it
would bring to their own opioid use treatment goals (e.g.,
reducing opioid use). The benefit of peer support in harm
reduction, community-based substance use treatment,
and hospital settings is increasingly supported by empiri-
cal evidence [55, 72, 73]. In addition to the relational
benefits (e.g., reduced stigma, reduced power imbal-
ances) [55, 74], research suggests that peer support may
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increase the delivery of information about harm reduc-
tion and treatment [75] and connection to services [76].
Thus, peer support models may be especially important
in overcoming many of the challenges that youth have
described regarding their need for more information
about available opioid treatment services and prefer-
ence for youth-friendly environments. While peer sup-
port has been implemented in some youth mental health
and substance use services, such as integrated youth ser-
vice models across Canada (e.g., Foundry, Youth Well-
ness Hubs Ontario) [77], our results suggest that it is not
consistently available across the continuum of services
for youth using opioids. Therefore, further implementa-
tion and research of peer support specialists is needed
to determine how to increase uptake of these services
in settings such as OAT, detoxification, and residential
treatments.

Our descriptive MSQA study provides several sys-
tems- and organizational-related directions to improve
the delivery of opioid treatment services. A key strength
of our study is the use of human-centered co-design
throughout the workshops and ongoing phases of the
project. This approach is increasingly being used in
healthcare to actively engage lived “end-user” expertise
into the co-creation of healthcare interventions, services,
and products [39, 78]. In our study, this was crucial to
identifying potential solutions to address the complex
and evolving social, health, services, and policy-related
issues that youth encounter. Based on the prioritized
needs identified in the present manuscript, our project
team is now in the process of co-creating four opioid
treatment service innovations with youth (two in each
province). Therefore, the present manuscript provides a
unique example of how co-design can be combined with
other research methodologies (i.e, CBPR, MSQA) to
ensure that youth voices remain central through research,
service design, and implementation.

Despite the strengths of our methods to co-designing
youth-centered opioid treatment service innovations, the
methods are more structured than traditional qualitative
approaches where data collection and analysis are com-
monly done simultaneously with the goal of thematic or
theoretical saturation. This limited our ability to further
probe or follow-up with youth on some findings (e.g.,
how substance use patterns impact service access) that
would have supported more in-depth understanding
of some of the themes and the study’s theoretical con-
tributions. It was also not possible to link participant’s
socio-demographic characteristics to their small group
discussions, which limits our ability to examine how
attributes such as gender, race/ethnicity, and opioid use
history may have influenced the qualitative findings.

Page 11 of 14

There were also several lessons learned in our use of these
innovative participatory methods. The most important of
these were the benefit of engaging in active recruitment
to be able to reach more young people, as well as col-
laborating with local community-based organizations to
ensure workshop procedures were low-barrier.

Conclusions

This multi-site study suggests that youth using opioids
navigate multiple organizational and systems-related
barriers when accessing opioid treatment services. The
overarching themes from across communities in British
Columbia and Alberta strongly converged around the
“need to build a better bridge” to opioid treatment ser-
vices. For the youth in this study, this better bridge will be
achieved by increasing access and availability to the con-
tinuum of opioid treatment services, considering youths’
holistic and individual needs and preferences, and treat-
ing youth with respect and empathy. These findings are
vital as policy makers and service providers continue to
operationalize and implement youth-centered opioid
treatment services.
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