
Austin et al. Harm Reduction Journal           (2023) 20:49  
https://doi.org/10.1186/s12954-023-00775-0

RESEARCH Open Access

© The Author(s) 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/. The Creative Commons Public Domain Dedication waiver (http://​creat​iveco​
mmons.​org/​publi​cdoma​in/​zero/1.​0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Harm Reduction Journal

Women who use drugs: engagement 
in practices of harm reduction care
Tamar Austin1,2,3, Jennifer Lavalley2,3, Sylvia Parusel2, Alexandra B. Collins4, Michelle Olding2,3 and Jade Boyd2,5* 

Abstract 

Background  Harm reduction services that employ or are operated by people who use drugs are an effective 
means of mitigating overdose risks and other drug-related harms. However, stereotypes portraying people who use 
criminalized drugs as incapable caregivers persist. This is especially true for women who use drugs, and to a greater 
extent racialized women, who are characterized as having diverged from traditional ideals of womanhood as a result 
of drug-user stigma and the intersections of gender- and class-based and racist stereotypes. In an effort to identify 
and understand how women who use drugs practise care through harm reduction, we explored the experiences of 
women accessing a low-threshold supervised consumption site exclusively for women (transgender and non-binary 
inclusive) in Vancouver, Canada.

Methods  Data were drawn from research conducted from May 2017 to June 2018 exploring women’s experiences 
accessing the supervised consumption site during an overdose crisis. Data included forty-five semistructured inter-
views with women recruited from the site, analysed thematically to explore practices of care through harm reduction.

Findings  Participants reported engaging in both formal and informal care. Acts of care included interventions that 
both aligned with and deviated from conventional understandings of care practices, including overdose reversal and 
education, overdose supervision/care, and assisted injection.

Conclusion  The boundary between formal and informal harm reduction care is fluid. Women who use drugs engage 
in harm reduction across these borders with acts of care that align with or fill the gaps in current harm reduction 
services in order to meet the needs of drug-using communities, challenging negative stereotypes of women who use 
drugs. However, these caregiving practices can increase risks to care providers’ physical, mental, and emotional health 
and wellness. Increased financial, social, and institutional supports, including safer supply, assisted injection, and com-
munity resources, are needed to better support women as they continue to engage in harm reduction care.
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Background
Across Canada and the USA, communities are contend-
ing with an overdose epidemic driven by fentanyl-adul-
terated drug supplies and exacerbated by prohibitionist 
drug policies and structural barriers. Between January 
2021 and January 2022, the USA reported an estimated 
77,607 opioid overdose deaths [1]. Between January 
2021 and December 2021, Canada reported 7,560 opi-
oid-related deaths [2]. Within Canada, British Columbia 
(BC) continues to be one of the most severely impacted 
provinces, reporting 2,262 opioid-related drug deaths in 
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2021 and holding the highest rate of overdose deaths in 
the country [2]. Given these conditions, harm reduction 
strategies in Canada have been implemented and scaled 
up in recent years with the aim of mitigating risks and 
harms related to the criminalization of drug use, includ-
ing overdoses.

Although there is no universally accepted definition of 
harm reduction, it can be understood as policies, pro-
grammes, or practices intended to mitigate health, social, 
and legal consequences stemming from drug use, drug 
policies, and laws [3]. In response to the increasingly 
toxic drug supply in BC, numerous low-barrier super-
vised consumption sites have emerged, called overdose 
prevention sites (OPS) [4, 5]. Unlike their predecessors, 
supervised consumption sites (SCS), OPS are not legally 
obliged to hire a health-care practitioner to supervise 
drug consumption [4] and rely heavily on the paid or vol-
untary care of people with lived experience (PWLE) of 
substance use as “peer workers” [6].

In BC, the employment of PWLE in harm reduc-
tion services and organizations scaled up considerably 
in response to the overdose epidemic [7, 8]. Previous 
research indicates the harm reduction labour of PWLE 
can foster an environment of inclusivity, provide a sense 
of community, and facilitate feelings of comfort for cli-
ents [7, 9, 10]. Additionally, PWLE possess an intricate 
knowledge of the structural vulnerabilities and risks 
routinely navigated by people who use drugs and can 
therefore facilitate engagement with hard-to-reach popu-
lations [7, 9, 10].

Despite the positive impacts of peer harm reduction 
workers at the individual and community level, peer 
workers contend with challenges as a result of institu-
tional, organizational, and intersecting socio-structural 
barriers. Peer work can be precarious, with sporadic and 
intermittent scheduling [6, 11, 12] and often inequitable 
and insufficient compensation in comparison to other 
support and front-line workers [7, 10, 12, 13]. Further, 
experiences of workplace discrimination are persistent 
and serve to reinforce the lack of recognition and respect 
PWLE receive due to a history of drug use or a lack of 
formal certification [6, 7, 10, 12].

While PWLE can find harm reduction work fulfilling, it 
can negatively impact their emotional and mental health. 
Their continued navigation of socio-structural barriers 
(i.e. housing instability, poverty, criminalization, stigma) 
while experiencing personal loss and workplace trauma 
(i.e. unprecedented overdose deaths) can engender feel-
ings of burnout [6, 7, 10, 12]. These factors can have a 
cumulative effect where structural barriers leave them 
unable to connect with resources that other support and 
front-line workers may access in similar circumstances 
[7]. As a result, peer workers may decrease their work 

hours or withdraw from their positions due to a combi-
nation of emotional burnout, workplace inequities, and a 
lack of access to support services [7, 12].

At the same time, the legitimacy of the care they pro-
vide is perpetually challenged by individuals, institutions, 
and the state [12, 14]. Stereotypes of people who use ille-
gal drugs as selfish, uncaring, and intrinsically criminal 
are pervasive [15]. Media depictions perpetuate and rein-
force negative images of people who use drugs, and pro-
hibitionist drug policies and harsh anti-drug laws mirror 
[16] and reinforce these stereotypes [17]. Such character-
izations ignore the multiple ways people who use drugs 
engage in providing care and support within their com-
munities and interpersonal relationships.

While what constitutes “care” remains a contested 
concept, its parameters have expanded in recent times. 
Drawing from Foucault’s ethics of care, critical scholars 
have articulated that care is best understood within the 
relational context in which it is practised [18]. Feminist-
informed care ethics, for example, are concerned with 
fully understanding and meeting the needs of others 
[19, 20] and posit that care is dependent on the relation-
ships of the care provider and receiver [19, 21, 22], the 
social, cultural, and environmental contexts in which 
care occurs [21], and the power dynamics which gov-
ern the relationship between the provider and receiver 
[19, 20]. Feminist care ethics call for care providers to 
“[know] other people without objectifying them”, which is 
only made possible by listening to the care receiver [19], 
p. 846). Further, feminist care ethics require care provid-
ers to be flexible in order to meet the specific needs of 
the care receiver, recognizing that this may call for care 
providers to work outside the established institutions, 
policies, and frameworks when they do not appropriately 
satisfy the needs of those they are meant to serve [22].

For people who use drugs, engagement in care is gov-
erned by multiple factors, including drug laws and regu-
lations [17, 23], an individual’s built environment and life 
conditions [18, 24], and gender and relationship dynam-
ics [23, 25]. People who use drugs apply their own “ethos 
of care” throughout their practices of harm reduction 
[23], which are focused on meeting the needs of the com-
munity they exist in. Thus, harm reduction care practised 
by people who use drugs can be understood as the labour 
they engage in for themselves and others, within a drug-
prohibitionist environment, while simultaneously navi-
gating institutional, structural, and social barriers.

These harm reduction-based acts of care can diverge 
from normative, abstinent-based conceptions of 
care, which focus on the reduction of drug consump-
tion. Reconceptualized acts of care within drug-using 
communities can present as mitigation of pain [14], 
decreasing risks associated with drug procurement 
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[9], the negotiation of injection order between inti-
mate partners framed by disease transmission and gen-
der [23, 25], assisted injection [26, 27], or the sharing, 
diversion and consumption of drugs [18, 24, 28]. Drug 
prohibition, stigmatizing policies and laws [9, 17], and 
normative views of people who use drugs [9, 14] neg-
atively impact the forms of drug-related care people 
who use drugs are able to provide and increase risks for 
specific sub-groups. This may be particularly true for 
women who use drugs (WWUD), as they experience 
drug-related risks differently than men, and gendered 
social expectations influence women’s engagement in 
care [29–31].

Institutions, societal practices, and interpersonal 
relationships perpetuate, maintain, and reinforce gen-
der norms [32, 33], which regulate and stereotype care 
as women’s work. In Canada, women disproportionately 
engage in unpaid labour (i.e. housework and caregiv-
ing) compared to men, despite increased participation 
in the paid labour force [34] and are overrepresented in 
care-based sectors such as teaching, nursing, and social 
work [35]. However, WWUD, especially Black, Indig-
enous, racialized, and socio-economically marginal-
ized women, are excluded from narratives of gendered 
care. In contrast, they are often perceived as unfit car-
egivers, depicted as having deviated from traditional 
notions of womanhood and caregiving; and viewed as 
being incapable of filling the roles of nurturers, caregiv-
ers, or mothers due to their drug use [15, 36]. Nega-
tive perceptions of WWUD are further impacted by 
intersecting racist narratives, resulting in policies (e.g. 
child apprehension) that disproportionately negatively 
impact Black and Indigenous women [37–40]. Thus, 
Indigenous and Black women who use drugs must con-
tend with the intersecting effects of racialization and 
gendered drug-user stigma while attempting to fulfil 
caregiving roles.

Gender inequities, racism, and drug-use-related dis-
crimination intersect to shape WWUD’s experiences 
of providing harm reduction care, yet there remains a 
dearth of literature on the subject. Our paper aims to 
address this gap by utilizing a feminist-informed ethics 
of care framework to analyse practices of care performed 
by socio-economically marginalized WWUD. A femi-
nist care ethics approach is useful as it focuses attention 
on how women’s care practices are shaped by gendered 
intersecting power relations and constructs, a guiding 
question for this study. Understanding the ways in which 
WWUD are uniquely responsibilized for harm reduc-
tion care practices in the context of structural inequality 
and prohibition has important implications for address-
ing women’s emotional, physical, mental, and financial 
well-being.

Methods
This paper draws from ethnographic research conducted 
at SisterSpace, a women-only and transgender-inclusive 
low-barrier overdose prevention site (OPS) located in the 
Downtown Eastside of Vancouver, British Columbia. As 
a methodology, ethnography is focused on understand-
ing people’s actions within the contexts they exist in [41]. 
Ethnography utilizes a number of methods to under-
stand the perspectives of those being studied, including 
interviews and observations [41], both of which were 
employed in this study. Data were collected between 
May 2017 and June 2018, exploring women’s experi-
ences accessing SisterSpace during an overdose crisis. 
Data included forty-five semistructured interviews with 
women recruited from the site, accompanied by approxi-
mately 100  h of ethnographic fieldwork conducted on-
site and in the surrounding area by the senior researcher. 
Study participants were recruited from the OPS by the 
senior author and peer research assistants (local com-
munity members with experience of criminalized sub-
stance use trained in research activities), and interviews 
took place at a nearby research office. A collaboratively 
designed interview guide (drawing on the input of a com-
munity advisory board) facilitated conversations around 
a range of topics on women’s drug use and overdose 
prevention. Women who consented took part in forty-
five- to sixty-minute interviews and were compensated 
with Can$30 honoraria for their time. Interviews were 
audio recorded and transcribed verbatim. All identifying 
information was removed and participants were assigned 
pseudonyms via an online name generator. The study 
received ethical approval from the University of Brit-
ish Columbia/Providence Health Care Research Ethics 
Board.

Transcripts were uploaded into qualitative data analy-
sis software NVivo and thematically analysed. A cod-
ing meeting was held to identify initial themes related 
to gender, drug use, and overdose experiences. Emer-
gent themes [42], including those that explored partici-
pants’ engagement in formal and informal acts of harm 
reduction care within their communities, were devel-
oped during analysis. Throughout the analysis process, 
focus was given to the presence of gendered norms and 
power dynamics within women’s interpersonal relation-
ships. The prioritization of these themes allowed us to 
explore the ways in which WWUD’s acts of care meet the 
needs of the communities they exist in. We further drew 
on an approach grounded in feminist care ethics, which 
centres the importance of relationships in caring labour, 
acknowledges the role power dynamics play in caring 
relationships [20], and recognizes women’s ability to be 
flexible and work around laws and policies [22] that may 
have adverse impacts on people who use drugs as harm 



Page 4 of 12Austin et al. Harm Reduction Journal           (2023) 20:49 

reduction fluidly moves between the private and public 
spheres.

Sample population characteristics
A total of 45 women participated in this study, aver-
aging 38  years of age (range 24–60  years). The major-
ity of women identified as white (n = 23) or Indigenous 
(n = 22). Several participants identified as more than 
one race, including East/Southeast Asian (n = 1), Latinx 
(n = 1), Chinese (n = 1), and other (n = 1). Indigenous 
women were overrepresented in this study, accounting 
for 49% of the study population, yet comprising 4.9% 
and 2.3% of the total population in Canada and Van-
couver, respectively [43]. Cisgender women comprised 
the majority of participants (n = 42), while the remain-
ing women identified as transgender (n = 3). Heroin 
(n = 38), crystal methamphetamine (n = 30), and fentanyl 
(n = 20) were the most commonly reported drugs used 
amongst study participants within the thirty days leading 
up to their interviews, and the majority of participants 
identified as polysubstance users (n = 41). Most women 
(n = 28) were unhoused at the time of the interview. Fif-
teen women reported being in a relationship at the time 
of the interview. See Fig. 1.

Findings
The majority of participants (n = 28) discussed their 
experiences engaging in practices of formal and infor-
mal harm reduction care within their interpersonal rela-
tionships and wider community, while navigating their 
own drug use. The following sections expound upon the 
diverse forms of harm reduction care practised by partic-
ipants, and how these practices impacted their physical, 
emotional, and mental well-being.

Formal care: overdose reversal and education
Several women in our study described navigating their 
roles as paid or voluntary peer workers in formal harm 
reduction settings, such as OPS and supportive hous-
ing with harm reduction interventions. Tasks included, 
but were not limited to, janitorial services (e.g. cleaning), 
domestic tasks (e.g. making coffee and providing snacks), 
or harm reduction services (e.g. responding to over-
doses, educating on safer drug use). Sometimes, as we 
also observed, women performed all three of the afore-
mentioned roles simultaneously. For example, “Rose”, a 
35-year-old Indigenous woman, described the multiple 
forms of care she performed within the confines of her 
formally recognized peer position:

The peers were doing the intakes. We clean up 
after they use [drugs]. You know, we just watch 
them, make sure they don’t pocket the med [medi-

cations], and… I clean up after them and we got a 
coffee thing and I make them get their coffee. […] 
You’re just walking around and… or sitting, just 
watching everyone, and when they’re done with 
their table you clean, with a Cavi[disinfecting] 
wipe, and give the next number and the person 
who’s in line. And then mop and sweep and, you 
know, make sure everyone’s safe… We respond to 
overdoses in the alleys and in… we did one in [a 
community centre] bathroom.

Rose’s harm reduction care included the supervision 
of clients as they consumed drugs, the collection of used 
subdermal syringes, and the distribution of sanitary harm 
reduction supplies. Other participants provided simi-
lar in-depth descriptions of their regular responsibilities 
within a formal workplace. “Lori”, a 49-year-old white 
woman, described her role as more complex than how 
she felt it was commonly perceived:

[Some people think] you sit around and wait for peo-
ple to fucking get their high and then you wait for 
them to die. You know, it’s just like, wow. But no, it’s 
educating them to use properly. You know, to change 
the needles, educate them on how to find veins. Oh 
yeah. It’s awesome.

Notably, Lori’s work in harm reduction extended 
beyond overdose interventions, into the role of a peer 
educator, imparting drug-use knowledge that may not 
otherwise be available to her clients, with potential to 
decrease injection-related risks.

Lori explained that she associated her work with “keep-
ing people safe and… giving back to the community”, and 
she appeared to derive a sense of pride from the level of 
care she invested into her community. However, formal 
peer work also has negatives. For example, “Marisol”, a 
30-year-old Indigenous woman, disclosed that she had 
consistently experienced difficulties obtaining payment 
from her place of work.

Although these descriptions of women’s peer work 
were valuable, our observations and further discussion 
revealed that harm reduction care was fluid, extending 
beyond the confines of formal peer work into informal 
spaces and acts of care.

Informal care: overdose supervision/care
Several participants reported engaging in harm reduc-
tion care for family members, friends, and strangers out-
side of formal work environments. For these women, care 
could present as providing overdose intervention care 
and/or assisted injection. Attending to overdoses via the 
administration of naloxone, cardiopulmonary resuscita-
tion (CPR), or physical stimulation was a recurring event 
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in participants’ lives. “Sam”, a 32-year-old Indigenous 
woman, recounted administering Naloxone to her cous-
ins on two different occasions:

My cousin OD’d three times in my bathroom, and 
the first time he just came out of treatment… I was 
making dinner and I kind of heard him… I don’t 

Participant Characteristics
n (%)

N=45

Age
Mean

Range

38 years

24 - 60 years

Gender
Cis-gender

Transgender

42 (93.3%)

3 (6.7%)

Race/Ethnicitya

White

Indigenous

Latinx 

Chinese-Canadian

24 (53.3%)

23 (51.1%)

1 (2.2%)

1 (2.2%)

Housing Status at Time of Interview
Housed 

Unhoused

17 (37.7%)

28 (62.2%)

History of Foster Care
Yes

No

No answer

22 (48.9%)

21 (46.7%)

2 (4.4%)

Previous Incarceration 
N/A

Ever

Past year

Past month

16 (35.5%)

29 (64.4%)

10 (22.2%)

1 (2.2%)

Income Generation in 30 days Prior to Interviewa

Full-time Employment

Sex Work

Drug Dealing

Boosting

Recycling/Binning

Social Assistance

2 (04.4%)

14 (31.1%)

16 (35.5%)

13 (28.8%)

10 (22.2%)

23 (51.1%)

Overdose in Last Year Prior to Interview
One

Two

Three or more

9 (20%) 

3 (6.7%) 

5 (11.1%) 

Fig. 1  aParticipants could select more than one
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know. He fell down, but he didn’t… I think his head 
hit the… hit the potty and I could hear like just 
slightly, and I went and knocked on the door and he 
wasn’t answering me, and I called my boyfriend and 
said I can’t get him... I had to kick the door in and 
break the… break the door. […] And the second time, 
yeah, yeah, each time I had to Narcan him three 
times… My other cousin, I had to Narcan him on 
the street… And it’s a good thing that someone had a 
Narcan kit there. It was actually someone passing by 
and none of us had… and it took like thirty minutes 
for the ambulance to get there…

Sam’s experience was not unique. Just under half of 
the study participants shared experiences of performing 
overdose prevention in an informal capacity and in high-
risk environments, including alleyways, parks, and other 
areas where risk of overdose was higher as a result of the 
unsupervised nature of outdoor drug consumption.

Study participants explained that attending to over-
doses triggered a range of negative emotions. “Dawn”, a 
44-year-old white woman, shared that the experience was 
“scary… when you see someone’s life being drawn out of 
them, it scares you. It wakes you up”. Some participants, 
such as “Max”, a 30-year-old white woman, showed dis-
comfort in discussing occasions on which they would 
attended to overdose events. When asked about one such 
experience, Max stated, “[it’s] in the past. I’d like to leave 
it there”. “Rhonda”, a 40-year-old white woman, described 
a trajectory in which attending to overdoses went from a 
traumatic new experience to a numbing routine:

The first time I ever saved a life it was like, like I had 
to go puke after. It was just like oh my god. Then after 
a while it was like nothing… I mean it’s still obvi-
ously intense because at the moment the person is 
pretty much dead or not breathing… but it’s hon-
estly, it’s so routine now. It’s crazy. People are very, 
down here especially, very immune to it. Just numb. 
Somebody goes down, people are like “Narcan!”

Overdose interventions further appeared to be the pri-
mary form of harm reduction care participants invested 
into their intimate relationships. “Mae”, a 47-year-old 
Indigenous woman, recalled intervening multiple times 
in her partner’s overdoses, stating, “My boyfriend has 
low… very low tolerance. He OD’d [overdosed] twenty-
one times… I responded [to] a lot of them”. Another 
participant, “Esme”, a 34-year-old Indigenous woman, 
explained a specific instance where she attempted to save 
her partner during an overdose, despite anticipating her 
own risk of overdose:

We both almost died, right? But I had to call an 
ambulance and it was, like, pure adrenalin that 

got me down four flights of stairs to go use the 
phone. And then back up again to go be with my 
husband until they [paramedics] came… He was 
foaming at the mouth in the corners. And he’s, like, 
“Get help. Get help.” And… and I was, like, “Get 
help? You want, like, an ambulance?” ’Cause he 
hates ambulances. So, I was, like, I wanted to make 
sure that he wanted an ambulance. And he’s, like, 
“Yeah, yeah. Help, help, help.” And so, I fucking… I 
was, like, running down the stairs and then, like, 
my legs started feeling, like, jelly underneath me. 
They were just, like, flying down the stairs, and, 
like, that’s when it hit me. Like, okay, that’s hap-
pening to him, it’s gonna happen to me, I took the 
same stuff.

What is noteworthy about Esme’s experience is the 
level of labour she invested into ensuring her part-
ner received the necessary care he required. Further-
more, Esme did this while cognizant of the fact that 
she would soon succumb to an overdose as well. Her 
actions exemplify the ways in which many participants 
practised overdose assistance in intimate partnerships, 
while simultaneously managing the risks this posed to 
their own health and safety.

“Lottie”, a 43-year-old white woman, described a sim-
ilar experience with her partner, noting that she stayed 
with her ex-boyfriend during his overdose, despite her 
fear of arrest over outstanding warrants:

My ex-boyfriend overdosed about a week and a 
half ago… Yeah. He said, “I might go under”, and 
then he went under. But I had warrants so I stood 
up and I was screaming for Narcan. And then a cop 
ran in, and as soon as the cop got to him, I left… 
My ex… my ex should have known. He should have 
never put me in that predicament. Like, because he 
knew I had warrants…

While the Good Samaritan Drug Overdose Act 
exempts individuals from possession or condition vio-
lation charges, provided that they are seeking assistance 
for themselves or others [44], perceived risks remain. 
Lottie and Esme’s experiences reveal the ways women 
in this study may care for their partners regardless of 
the perceived risks to themselves. However, some par-
ticipants expressed resentment over the level of care 
they were expected to provide for their partners.

Expressions of caregiver fatigue, stress, and frustra-
tion were commonly discussed at the OPS and were 
also reoccurring themes among participant accounts. 
Women in this study explained that they were expected 
to provide a certain level of (unreciprocated) care while 
simultaneously managing their own drug use. Mae 
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was transparent about the how caring for her partner 
impacted her:

I take care of him a lot [when he’s using drugs]. I 
make sure he doesn’t do anything… Yeah, it’s mostly 
a burden on me and I feel the whole thing on me. 
That’s why I feel depressed, because the whole thing’s 
on me. He figures he has it easy but it’s not. I’m hav-
ing a hard… hard time.

Mae revealed that the impact of repeatedly respond-
ing to her partner’s overdoses was “crazy”, and explained 
that the level of care she invested was connected to her 
depression.

Similarly, Lottie described caring for her overdosing 
partner as she simultaneously navigated her own drug 
use and overdose risk,

when the fentanyl first came out and he would go 
under really quick. But he wouldn’t overdose. Like 
he blacks out and he doesn’t remember anything. 
But he would… he’d come to and be like, “How long 
was I out for?” Like he’d know. It was weird. Yeah. 
You’d think I was dealing with a child, like a baby 
in his body… It was brutal. Yeah, because I’d have 
to babysit him [while I was also using drugs at the 
same time] for like two hours till he’d snap out of it.

Lottie explained that the care she was expected to pro-
vide was comparable to that which a person would invest 
in an infant. This comparison was shared by “Mireya”, a 
40-year-old white woman, when asked if anyone relied on 
her for overdose prevention:

My ex does. He does that a lot. I’ve Narcanned him 
three times already in, like, three months. […] It’s 
like I’m babysitting every time I’m with him.

Mireya and other women’s accounts illustrate that 
WWUD who provide often unreciprocated overdose-
related care in high-risk and informal settings, while 
navigating their own drug use and investing high levels 
of labour into their social circles, contend with feelings of 
burnout and negative impacts to their mental and emo-
tional well-being.

Informal care: assisted injection
Assisted injection is an example of an act of care that 
extends beyond conventional public health conceptions 
of harm reduction. Several women reported that they 
had at one point or another assisted someone who had 
difficulty injecting themself:

[I assisted with injections but] I don’t think I like the 
idea that I’m helping someone get high. But I do that 
anyway when I’m giving somebody a dragon [drug 

sharing through inhalation], too, so […]. Yeah. Like, 
I’d want somebody to do that for me, right? (“Julie”, 
33-year-old Indigenous woman)

Um, like there was a few girls that I am comfortable 
with that do ask me if I can help them [with inject-
ing]. But I’ve never, I’m not the one to ask anybody 
for help with that cause I do it myself… But there’s, 
like I said there’s a few girls I know that would ask 
me for help if I was there, ’cause they know me to 
help them, right. (Marisol)

Participants shared that the need for assisted injection 
among WWUD was significant. Throughout the study 
period, we witnessed multiple requests for injection sup-
port as well as offers of such support by women at the 
OPS who, while acknowledging the risks, also character-
ized assisted injection as potentially life-saving for those 
women most in need.

According to study participants, decisions to provide 
assistance with injection were dependent on women’s 
relationships with one another: they only administered 
injections for those that they considered themselves 
close to or had a relationship with. “Yasmin”, a 42-year-
old white woman, explained that she regularly aided with 
injections due to considerable demand amongst WWUD:

Because a lot of people need help getting fixed 
[injected] because they don’t know how to do it… It’s 
hard for them to do that and a lot of girls, you know, 
don’t know how to do it and they can hurt them-
selves really bad doing that. So, I’m pretty experi-
enced at that. I’ve never hurt anybody.

Although participants’ decisions to practise assisted 
injection were influenced by various factors, many 
appeared to act in accordance with similar ethics of care. 
Julie and Marisol (quoted above) described how their 
discomfort with assisted injection was superseded by 
the significant need among those who require support 
with it and stated that this service was especially vital 
for women. Yasmin explained her decision-making was 
influenced not only by financial gain in some cases but 
also a desire to mitigate drug-related harms for women 
who inject drugs.

“Paige”, a 34-year-old white woman, described the 
expertise she draws on to support other women in need 
through assisted injection:

We created those services [SisterSpace]. We weren’t 
allowed to use in the common room in our building, 
so a lot of girls couldn’t hit [inject] themselves; they 
wanted somebody to jug them, which is inject in their 
neck, and they couldn’t hit themselves. If you couldn’t 
doctor [assist with injecting] their neck, some people 
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don’t want to do it because it’s scary to them. I have 
a pretty steady hand and a good technique because 
I learned from my friend who is a veterinary assis-
tant how to do the injection properly, so I don’t have 
a hard time and usually get it the first poke

Paige’s response exemplifies the ways in which infor-
mal care, performed by WWUD, can precede and even-
tually evolve into formal avenues (e.g. assistance in OPS) 
through which women provide and access harm reduc-
tion. Participants created spaces for WWUD to safely 
access forms of harm reduction care that remain absent 
or prohibited from many sanctioned and regulated drug-
use services. However, several participants shared that, 
despite the considerable need for assisted injection, they 
were at times reluctant to engage in this practice.

For women in our study, risk perceptions influenced 
their decision-making around assisted injection. Rose 
stated that the potential consequences injecting other 
women can have, for herself and others, tempered her 
willingness to administer injections: “I don’t want to go to 
jail for something when I was just helping. So I try… no, 
I try to say no”. Similarly, “Tye”, a 52-year-old Indigenous 
woman, described her awareness and fear of the potential 
risks that came with assisted injection and cited them as 
the reason she no longer assisted others:

People used to chase me around. Fuck, I was like a 
nurse. “[Tye] can you fix me?” ’Cause I was really... 
Now I just say no. I don’t say too much ’cause I don’t 
mainline anything. I think I’m more scared ’cause I 
don’t want somebody to die or OD… I... oh man, I 
don’t know how many people have come up to me 
in that place and say, “[Tye] can you jug me?” and I 
say, “Oh fuck, I haven’t done that in years.”

Participants explained that they would hold themselves 
responsible for someone overdosing, and felt fearful 
that they could potentially be at fault for another per-
son’s death. Their feelings towards assisted injection are 
noteworthy, as the level of concern participants express 
subverts pervasive stereotypes of WWUD as self-serving 
and incapable of caring for others. Instead, women who 
are capable of performing assisted injection may experi-
ence an increased burden of care.

Discussion
This study, focused on WWUD’s experiences of engag-
ing in harm reduction care while navigating their own 
drug use, demonstrates that for WWUD the bound-
ary between formal and informal harm reduction care 
can be fluid. Participants described taking pride in their 
formal harm reduction work. However, engagement in 
harm reduction care was rarely limited to formal spaces. 

Instead, care was practised by women outside of the con-
fines of regulated consumption spaces and guided by 
their own ethical codes.

Overdose care was a prominent practice performed by 
women. However, participants expressed that repeated 
exposures to overdose events negatively affected their 
mental and emotional health in an environment where 
people who use drugs have limited access to support-
ive services and resources. While there was a significant 
need for injection assistance among WWUD, fulfilled by 
many study participants, the provision of assisted injec-
tion was mediated by a fear of potential overdosing and 
associated legal sanctions.

Canada’s legacy of colonialism, slavery, and segregation 
manifests in persistent race-based inequities throughout 
the justice system, health care, and social services [39, 45, 
46]. In Canada, Indigenous and Black women face dispro-
portionately higher federal incarceration rates than their 
non-Indigenous and Black peers [47] and harsher conse-
quences for using or possessing drugs [15, 39, 48]. Thus, 
fears regarding punitive responses to informal overdose 
prevention and care, including assisted injection, are not 
groundless.

Women in this study illustrated that providing harm 
reduction care required them to understand the needs 
of the communities they served (i.e. formal and informal 
overdose prevention), but in certain cases, it was neces-
sary to also have relationships with the care receiver (i.e. 
assisted injection). If acts of care should be informed by 
the relational contexts in which they are performed [18], 
our study positions analyses of harm reduction care per-
formed within interpersonal and community relation-
ships in a society regulated by drug-prohibitionist laws. 
As such, WWUD’s provision of harm reduction care, 
while focused on meeting the substantial needs of their 
communities, was constrained by laws and policies that 
increase their risk of police interactions and limit their 
access to resources.

Incorporating a feminist care ethics approach allows 
for an understanding of the ways in which acts of harm 
reduction care performed by women are governed by 
such power dynamics [20], the relationship between care 
provider and care receiver [19, 21], and their willingness 
to be flexible and “work outside ‘the rules of the system’” 
[22], p. 11) (i.e. institutions and policies) in order to meet 
the needs of their communities. Power dynamics and 
relationships have played, and continue to play, a role in 
drug-use practices and harm reduction care delivery [49]. 
Current research indicates that for WWUD, relationship 
building is vital to the quality of care they receive from 
peer workers and that a shared experience can play a 
central role in facilitating this relationship building [50]. 
This is further supported by studies that demonstrate 
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the importance of having people with lived experience 
involved in harm reduction care [7, 10, 50, 51], and the 
recognition that harm reduction care is diverse and 
extends beyond traditional normative concepts [9]. How-
ever, as evident in this study, these factors, as well as their 
influence on harm reduction and drug-use practices, may 
lead to increased burdens of care for women who use 
drugs.

Although women in this study discussed engaging in 
several types of harm reduction care, the most promi-
nent was overdose-related care. Women’s experiences 
with care illustrated that the boundary between formal 
and informal harm reduction care, especially as it per-
tained to overdose prevention and reversal, was fluid and 
not restricted to formal harm reduction spaces. Engage-
ment in overdose reversal by people who use drugs is 
well-documented by past research that describes the 
extensive level of labour invested in attending to over-
dose events, inside and outside of formal work, as well 
as the consequences exposure to regular overdose events 
has on one’s mental and emotional well-being [6, 7, 9, 10, 
52]. While women in this study discussed the personal 
benefits they gained from engaging in overdose care, 
those benefits were complicated by feelings of burnout, 
anxiety over potential police interactions, and their own 
overdose risks. These complications were especially rel-
evant for women who invested high levels of overdose 
care into their intimate partnerships. Statistically, women 
in heterosexual relationships are more likely to consume 
drugs after their partners (be second on the needle) [53]. 
With an increasingly toxic illicit drug supply, and a lack 
of widespread access to pharmaceutical-grade drugs, 
similar situations beyond our study context may not be 
rare. Resources such as non-stigmatizing access to phar-
maceutical-grade drugs (e.g. a safer supply) [54] would be 
beneficial in addressing issues of overdose and the poten-
tial compounding effect it has on the health of WWUD 
who engage in overdose care, as it would allow people 
who use drugs to gauge the potency of their drug(s) of 
choice and limit their exposure to a toxic drug supply.

Previous research documents that a lack of access to 
assisted injection leaves women at risk of increased vio-
lence and disease transmission [27] and overdose risk [27, 
55]. WWUD are more likely to need assistance injecting 
[27, 55], depend on partners to do so [27], and to expe-
rience gendered and racialized violence when access-
ing assisted injection in precarious environments [27, 
30]. The policies that restrict assisted injection in formal 
harm reduction spaces create institutional-level barriers 
that lead to the exclusion of already vulnerable popula-
tions [26, 56] and disproportionately impact WWUD [27, 
55]. This study illustrates how WWUD’s engagement in 

informal care fills voids in formal harm reduction care 
created by these systemic and institutional barriers.

Women in this study explained that their engagement 
in assisted injection was mediated by monetary incen-
tives (in the context of income insecurity), their interper-
sonal relationships, their own “ethos of care”, and a sense 
of personal responsibility. Although women’s practice of 
assisted injection in unregulated environments is signifi-
cant, women who access assisted injection in unsafe or 
informal environments can be at increased overdose risk 
[27]. Though Canada has lifted the ban on peer injection 
assistance within SCS since this study was conducted, it is 
not currently available at all sites [57]. Emerging research 
has explored the implementation of assisted injection 
within SCS, further verifying the importance of relation-
ships in injection assistance and that WWUD dispro-
portionately require assistance [58]. Given these factors, 
we argue for a wider implementation of peer assistance 
in formal harm reduction spaces alongside significant 
increases in health and social supports and ongoing con-
sultation and meaningful collaboration with, and direc-
tion from, diverse people who use drugs. More broadly, 
the significant harm reduction potential of community-
based existent and emergent non-normative modes of 
care must be acknowledged and prioritized [14].

While harm reduction, health care, and social ser-
vices are meant to be accessible to all who require them, 
research has established that WWUD experience unique 
institutional and socio-structural barriers that can inter-
fere with access (e.g. gendered and racialized stigma and 
violence) [59, 60]. This study illustrates the ways in which 
WWUD help bridge gaps in harm reduction care, such as 
overdose prevention and assisted injection, while simul-
taneously navigating a lack of access to necessary ser-
vices, thereby exhibiting significant levels of resilience. 
Although harm reduction care provision is not exclusive 
to WWUD [7, 9, 10], their engagement in acts of harm 
reduction care under drug prohibition is compounded 
by issues of gender and racial inequality. Women who 
use drugs must contend with gendered norms of care 
and disproportionate participation in unpaid labour [34], 
sexual, racialized, and gendered violence [61], and the 
feminization of poverty and fewer economic opportu-
nities [35, 62, 63]. For Black, Indigenous, and racialized 
women these inequities are intensified by the intersec-
tions of colonialism and institutionalized racism [39, 
64], which contribute to increased incidences of violence 
[65], poorer health outcomes [46] and increased sur-
veillance by and interactions with law enforcement and 
incarceration [39, 47]. Thus, the level of care WWUD 
provide within their interpersonal relationships has tan-
gible negative consequences for their health and well-
being, with intersecting axes of oppression exacerbating 
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these consequences for Black, Indigenous, and racialized 
women who use drugs.

This study has several limitations. First, the data were 
collected from a limited sample size, and recruitment 
was limited to a specific geographic location. Thus, top-
ics may not be generalizable; however, the findings do 
have implications for considerations of gendered ethics 
of harm reduction care within Canada as well as inter-
nationally. Secondly, study participants may have been 
inclined to give what they believed to be socially accept-
able responses that they felt aligned with the researchers’ 
interests. Consequently, these study results are not repre-
sentative of all women who use drugs. Additionally, this 
study was not originally designed to explore WWUD’s 
engagement in informal and formal care; rather, these 
themes came up organically over the course of discus-
sion. As a result, the specific experiences of Indigenous, 
Black, and racialized WWUD, and the ways colonial his-
tories, racism, and gender intersect and influence expe-
riences of harm reduction care, were not thoroughly 
analysed [66–69]. Further, research may be necessary to 
fully explore the acts of harm reduction care WWUD 
regularly engage in the specific experiences of racialized 
women, transgender women, and non-binary people and 
examine the potential consequences of their engagement 
in said care.

Conclusion
This study illustrates that WWUD are formally and 
informally relied upon by community members, inti-
mate partners, and individuals within their social circles 
for harm reduction care. Women in this study dis-
cussed their engagement in care while simultaneously 
navigating institutional and systemic barriers, as well as 
their own drug use and the associated risks. This study 
highlights that harm reduction care is diverse, as docu-
mented by previous research, and mediated by multiple 
factors, including the nature of their relationship with 
the care receiver, monetary incentives, or a desire to 
give back and support one’s community. While women 
who provided harm reduction care derived positive 
emotions from the care they provided for others, they 
also reported experiencing caregiver burnout, impacts 
to their emotional and mental health, and other harms 
associated with the criminalization of drugs. Thus, 
existing gendered dynamics of care may put WWUD 
at an increased risk of a number of stressors negatively 
impacting their well-being. These study findings serve 
to subvert prevailing stigmatizing narratives of WWUD 
as self-interested or uncaring, and instead make evi-
dent the level of care and labour WWUD invest into 
their immediate communities and interpersonal rela-
tionships in the absence of institutional support and 

resources. However, further research is needed to fully 
understand the consequences of WWUD’s engage-
ment in harm reduction care, in order to better support 
them and the communities they care for. It is necessary 
for drug-use policies and services to understand that 
as harm reduction care enters the public sphere (i.e. 
overdose reversal, consumption supervision, assisted 
injection) barriers that impact WWUD’s emotional, 
physical, mental, and financial well-being must be rec-
ognized and addressed.
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