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Background: In response to the devastating overdose epidemic across Canada, overdose education and naloxone
distribution programs (OEND) targeted at people who use drugs have been scaled-up. The ways in which people
who use drugs (PWUD) – who experience social and structural vulnerabilities due to their drug use – enact
advice from these health education campaigns remains underexplored. This study examines structural vulnerabilities that constrain PWUD as they attempt to implement OEND program advice.
Methods: Data were drawn from an ethnographic study of “Satellite Sites”, a program where PWUD are employed by a community health center to operate satellite harm reduction programs within their homes. Data
collection included participant observation within the Satellite Sites, complemented by semi-structured interviews and a focus group with Satellite Site workers. Thematic analysis was used to explore impacts of responding
to overdose.
Results: OEND advice includes not injecting alone, carrying naloxone, and calling 911 if overdose occurs. The
ability of Satellite Site workers to respond according to public health guidelines is complicated by contextual and
structural factors, including a lack of supervised injection services, vulnerability to eviction, and continued
criminalization of drug use. Participants described how responding to increasing numbers of overdoses was
stressful, with stress compounded by their close relationships with those who were overdosing. These factors
were impacting the willingness of Satellite Site workers to continue to supervise drug use.
Conclusion: OEND programs are essential and eﬀective; however, they are a response to a crisis within a policy
and legal environment framed by the criminalization of drug use. Eﬀorts to expand access to complementary
interventions, such as supervised injection services, safer supply interventions, and protection against evictions,
are necessary to complement OEND programs and address multiple contextual factors within the risk environment for overdose. Additionally, criminalization will continue to impede and constrain the public health response to drug use.

Introduction
North America is in the midst of a devastating drug poisoning and
overdose epidemic; it is estimated that 3998 people died in Canada of
opioid-related overdose in 2017, a death rate of 10.9 per 100,000
(Special Advisory Committee on the Epidemic of Opioid
Overdoses, 2018). In response to this crisis, public health education
programs consisting of overdose education and naloxone distribution
(OEND) have been scaled-up to facilitate overdose response in the
community. Naloxone is an opioid antagonist medication that quickly
reverses the eﬀects of opioid overdose if administered soon after
overdose onset. OEND programs are premised on the idea that having
naloxone easily available within community settings, allows for friends,
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family, and members of the general public to be able to intervene and
reverse the life-threatening respiratory depression that characterizes
opioid overdoses (Green, Heimer, & Grau, 2008). However, OEND
programs are primarily aimed at people who use drugs (PWUD), who
experience high levels of stigma, as well as social and structural vulnerabilities that stem from or intersect with the criminalization of drug
use (such as poverty, repeated interactions with the criminal justice
system, and housing insecurity) (Quesada, Hart, & Bourgois, 2011;
Rhodes et al., 2011). This paper explores a unique intervention, where
PWUD are hired as harm reduction workers to run ‘satellite’ harm reduction programs from their homes, and examines how they enact
OEND program advice within these community settings where people
gather to use drugs. OEND programs are eﬀective and life-saving,
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providing PWUD with crucial tools to respond to overdose; however,
these programs are implemented amidst the continuing criminalization
of drug use, a major contextual factor that frames the risk environment
in which overdose, and overdose response, occurs. Our analysis examines how criminalization exacerbates the structural vulnerabilities
faced by PWUD as they respond to overdose, constraining their ability
to implement OEND program advice. Additionally, we explore how
continuing stigma against drug use contributes to structural vulnerability and limits the availability of support for the trauma and burnout
experienced by PWUD who are responding to multiple overdoses.
Structural violence and structural vulnerability
Structural violence and structural vulnerability are two inter-related
concepts that address how social, economic and political forces structure the potential for or experience of suﬀering and harm, and negatively impact health outcomes (Bourgois, Holmes, Sue, & Quesada,
2017; Farmer, Nizeye, Stulac, & Keshavjee, 2006). Structural violence
describes the phenomena where social arrangements and large-scale
social forces – such as gender and racial inequalities, as well as income
inequality and poverty - impose disproportionate injury and suﬀering
on certain people and population groups (Farmer, 2004; ScheperHughes, 2003). It highlights how suﬀering and harm are produced by
structural and institutional forces, rather than being the result of an
individual's actions or choices (Farmer et al., 2006). The related concept of ‘structural vulnerability’ highlights the patterned way in which
vulnerability to harm or suﬀering is imposed on and constrains individuals or members of a deﬁned population group due to their social
location or ‘positionality’ within hierarchical social structures
(Quesada et al., 2011). Here, the focus is on the ways in which demographic and socioeconomic characteristics interact with various sociocultural factors and policy trends (such as notions regarding who is
deserving of treatment, or the stigma surrounding drug use and the way
this inﬂuences treatment within healthcare settings), such that an individual's vulnerability to suﬀering varies based on their position
within social, political, economic and institutional structures
(Bourgois et al., 2017). Together, these concepts give focus to how the
structural contexts surrounding drug use – including the laws that
criminalize drug use and the policies that ﬂow from these laws - produce vulnerability to an array of drug and health-related harms, and
reﬂect dominant power structures that normalize these harms as the
natural consequences of drug use.
There is accumulating evidence for the criminalization of drug use
as a structural risk factor with impact on health outcomes, with particularly negative impacts on HIV prevention and treatment
(Debeck et al., 2017; Wolfe, Carrieri, & Shepard, 2010; Wood et al.,
2010). Drug use is located at an uneasy nexus of medicalization and
criminalization, with the medical system claiming ‘substance use disorders’ as medical issues requiring treatment, while the criminal justice
system criminalizes the possession and use of many psychoactive drugs,
exposing PWUD to arrest, criminal charges, and incarceration (Conrad
& Schneider, 1992). Previous research has highlighted how the vulnerability of PWUD to health conditions such as HIV can arise from a
“complex system of interactions” between individuals, the social
structures within which they ﬁnd themselves, and their environments, a
framework referred to as the ‘risk environment’ (Rhodes, 2009;
Rhodes et al., 2011). In this way, structural vulnerabilities are akin to
the social determinants of health, in that they both highlight the ways
in which agency is constrained while vulnerability to negative health
outcomes for PWUD is exacerbated by ‘upstream’ forces and social,
economic and political processes such as income inequality, housing
instability, gender or racial discrimination, and histories and continuing
experiences of colonization, which diﬀerentially aﬀect people positioned at particular social locations (Bourgois et al., 2017; Rhodes et al.,
2011). As structural vulnerabilities and structural violence are embedded in social structures (Rhodes et al., 2011), they provide a method

of examining how laws criminalizing drug use, and institutional policies
inﬂuenced by those laws, can shape the experiences of PWUD as OEND
programs are scaled-up to address the overdose crisis and are consolidated within public health programming.
Origins and impacts of overdose education and naloxone distribution
programs
OEND programs targeting people who use illicit drugs pre-date the
current opioid-overdose crisis, having emerged in the late 1990s in
Chicago and parts of Europe (Dettmer, Saunders, & Strang, 2001;
Maxwell, Bigg, Stanczykiewicz, & Carlberg-Racich, 2006). They rely on
the idea of mutual aid, employing the social networks of PWUD to reach
populations at high risk of overdose and provide them with the tools to
intervene directly when an overdose occurs (Faulkner-Gurstein, 2017).
As such, OEND programs capitalize on the fact that PWUD have long
been the ﬁrst line of response when their peers experienced overdose
(Green et al., 2008). While several of the original OEND programs
emerged from organizations that have strong representation among
PWUD, including the Chicago Recovery Alliance (Maxwell et al., 2006),
there has been much recent interest in OEND by public health authorities, and program expansion has occurred in reaction to the overdose
crisis as an attempt to reduce overdose-related mortality
(Fairbairn, Coﬃn, & Walley, 2017). This situation is broadly similar to
the evolution of needle and syringe programs and supervised consumption services (Friedman et al., 2007), where OEND programs developed by and for PWUD are becoming ﬁrmly ensconced under the
purview of public health authorities as a means to address a public
health crisis.
As OEND programs have been scaled-up, there has been little attention paid to the ways in these programs – as a structural intervention
within the risk environments where overdose occurs - may interact with
the structural vulnerabilities faced by PWUD as they attempt to respond
to overdose. For example, OEND programs provide training on overdose prevention, recognition and response, and commonly focus on
several factors, including the following messages: (1) Don't use drugs
alone; (2) Carry naloxone; and (3) Call paramedics for emergency response in case an overdose occurs (City of Toronto, 2019;
Health Canada, 2019b,c; Towards the Heart, 2019). Recent Canadian
materials also include reference to Good Samaritan legislation which
provides protection against prosecution for simple possession for those
at the scene of an overdose (Clark, Wilder, & Winstanley, 2014;
Health Canada, 2019a,b). This legislative change was made to address
documented hesitation among PWUD to contact emergency services
during overdose events because of the criminalization of drug use
(Koester, Mueller, Raville, Langegger, & Binswanger, 2017). It remains
unclear whether the legal and policy changes that enabled the roll-out
of OEND programs impact the structural vulnerabilities faced by
PWUD.
Several evaluations demonstrate that OEND programs are eﬀective,
and that PWUD and those in their social networks can successfully
administer naloxone during opioid overdose events (Clark et al., 2014;
Doe-Simkins, Walley, Epstein, & Moyer, 2011; Green et al., 2008;
Tobin, Sherman, Beilenson, Welsh, & Latkin, 2009). Some research
suggests that widespread roll-out of naloxone distribution in targeted
geographical areas is responsible for signiﬁcant reductions in overdoserelated mortality (Maxwell et al., 2006; Walley et al., 2013). Reports
document that some PWUD report a sense of heroism and pride at being
able to intervene successfully in overdose and save a life
(Marshall, Perreault, Archambault, & Milton, 2017; Wagner et al.,
2014). However, negative emotional responses, including reports of
burn-out, vicarious trauma, and feelings that responding to overdose is
a burden due to the stress involved, have also been recorded among
people who frequently respond to overdose (Bardwell, Fleming, Collins,
Boyd, & McNeil, 2018; Marshall et al., 2017; Wallace, Barber, & Pauly,
2018). While there is early recognition that resources for addressing
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these negative emotional reactions are necessary for frequent responders, this has mostly been focused on professionals, such as paramedics, in highly aﬀected areas (Johnson, 2017). There are few resources available that address the stress and negative emotional
reactions faced by PWUD who respond frequently to overdose
(Shearer, Fleming, Fowler, Boyd, & McNeil, 2018).
Barriers to calling for emergency help
There is a substantial research base documenting that fear of police
involvement and arrest is one of the major barriers to calling for
emergency help in overdose situations (Bennett, Bell, Tomedi, Hulsey,
& Kral, 2011; Davidson et al., 2003; Koester et al., 2017; Wagner et al.,
2014). In an attempt to address this, several jurisdictions in North
America have implemented ‘Good Samaritan’ legislation, where people
who contact emergency responders at the scene of an overdose receive
some legal protections from prosecution for drug-related charges
(Davis, Webb, & Burris, 2013). In Canada, the ‘Good Samaritan Drug
Overdose Act’ was passed in 2017, and provides protection against
prosecution for simple drug possession to those at the scene of an
overdose (Health Canada, 2018). Limitations of this legislation are that
it only provides protection for a small range of drug-related oﬀences
(such as simple possession), and often does not extend protection to
people on parole or probation, therefore many PWUD remain vulnerable to arrest and criminal charges if they contact emergency services
during overdose incidents (Koester et al., 2017; Latimore &
Bergstein, 2017a). The limits of Good Samaritan legislation highlight
the tensions between criminalization and medicalization in the attempt
to respond to the overdose epidemic, and expose the ways in which
OEND programs – being implemented to save the lives of PWUD amidst
continuing criminalization of drug use - might inﬂuence structural
vulnerability within the risk environments where people use drugs. This
study examines how structural vulnerabilities and the continuing
criminalization of drug use constrain PWUD as they attempt to implement the public health advice contained in OEND programs.
The Satellite Sites
Data were drawn from an ethnographic study of “Satellite Sites” in
Toronto, Canada. The Satellite Site program is operated by a community health center with a large, in-house harm reduction program. In
order to expand the temporal and geographic reach of their program,
the community health center employs Satellite Site workers (SSW) in
the community. SSW are PWUD who are trained to operate small, satellite harm reduction programs within their homes (Strike &
Kolla, 2013). The Satellite Site program is based on a secondary distribution model where harm reduction equipment and supplies are
distributed throughout the community to people who may be unwilling
or unable to access traditional harm reduction programs. SSW are paid
staﬀ of the community health center in recognition of the work they are
performing (Anderson, Clancy, Flynn, Kral, & Bluthenthal, 2003; Bryant
& Hopwood, 2009; Strike et al., 2013). Sites are chosen because they
are already well-known within the community of PWUD, and represent
convenient locations to pick up sterile drug use equipment and supplies.
SSW decide how to operate their individual sites, including whether
they wish to allow clients to consume drugs onsite, and whether they
sell or allow drugs to be sold onsite. SSW receive compensation in the
form of a $250CAD stipend per month and a paid cellular telephone,
and attend regular training sessions on topics related to their work.

previous evaluation of the program (Strike & Kolla, 2013). Following
research ethics board approval from the authors' institution, all SSW
were invited to attend an information meeting about the study and
oﬀered the option of participating - or not - without repercussions on
their employment with the community health center. Those SSW who
were interested provided informed consent for observation in their site.
In line with the research ethics protocol, they could opt-out of site
visits, ask the researcher to leave during visits, or withdraw from the
study at any point. All Satellite Site visits were arranged in advance by
the Satellite Site Coordinator, an employee of the community health
center responsible for supervision of the Satellite Site program, who is
also a peer. The Satellite Site Coordinator was present during all research visits to the Satellite Sites. SSW were provided with a $20CAD
honorarium at each visit, and agreed to inform all Satellite Site clients
present during observation visits of the research study using a short
script.
Sequential interviewing was used to guide sampling. In this approach, multiple ‘cases’ are sequentially observed and interviewed until
saturation is reached (Small, 2009). In total, 57 observation visits to
Satellite Sites were conducted, beginning in September 2016 and
ending in March 2017. Visits occurred once or twice weekly between
4:30pm and 1am and were conducted on diﬀerent days of the week to
capture variation between weekday/weekends. Field notes on observations were recorded immediately after leaving sites, and expanded
upon in detail the following day, using principles outlined by Emerson
(Emerson, Fretz, & Shaw, 2011). Due to the criminalized nature of
activities, data collected in ﬁeldnotes were anonymized, including the
names of participants and the locations of the Satellite Sites.
Seven Satellite Sites were visited on a regular basis; two were in
privately-owned apartment buildings, and ﬁve were located in subsidized social housing complexes. The closest Satellite Site was located
2 km from the sponsoring community health center, and the farthest
was located 11 km away. The SSW running these sites included six individuals and one couple. Three of the SSW were men and ﬁve were
women, all were aged between 45 and 70 years, injected drugs regularly (although their drugs of choice varied), and received much of
their income from government social assistance programs.
In addition to participant observation, one-on-one interviews with
SSW were conducted outside of ﬁeld visits as a method of complementing and expanding upon the observations and informal conversations that occurred within the Satellite Sites. Five SSW who participated in frequent observation visits were interviewed twice; the ﬁrst
interview took place prior participant observation visits to explore their
reasons for joining the Satellite Site program and issues faced during
their work. The second interview occurred at the end of participant
observation and was used to expand on and clarify issues and themes
that arose during observations. Following informed consent, interviews
were audio-recorded, and all interview participants were oﬀered a
$20CAD honorarium. Of the SSW interviewed, two were men, and three
were women, aged between 51 and 70 years. They all injected drugs
regularly.
In addition, a focus group was held with four SSW and the Satellite
Site coordinator after completion of data collection and once the initial
round of thematic coding was concluded by the lead author. Four
participants were women and one was male, aged between 51 and 70
years. The focus group functioned as a form of member-checking, with
initial themes and preliminary ﬁndings presented to participants for
discussion, development, and as a means to help reﬁne themes further.
All participants provided separate consent for the focus group and were
oﬀered a $20CAD honorarium.

Methods
Data analysis
This ethnographic research was designed and implemented in collaboration with SSW, using a community-based research approach. The
ﬁrst author had worked extensively with the harm reduction program
prior to this study, and was well-known to SSW after conducting a

Data analysis was guided by a theoretical approach which aimed to
foreground the ways in which structural and social forces inﬂuence
individual actions that are often viewed (and framed) as individual-
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level risk behaviors (Campbell & Shaw, 2008; Rhodes, 2009; Rhodes &
Moore, 2001). This approach focused on the way that laws and institutional policies encountered by PWUD might constrain and shape
their experiences. Dedoose qualitative analysis software was used for
data management and coding (www.dedoose.com). Field notes and
interview data were analyzed using an iterative process guided by
thematic analysis (Braun & Clarke, 2006). Beginning in the early stages
of participant observation, ﬁeld notes were coded for key themes. As
data collection progressed and interviews were conducted, emergent
themes were categorized, and in subsequent iterations of coding,
themes were reﬁned, and portions of data were recoded. Overdose and
overdose response were key thematic areas as the frequency of overdoses increased in late 2016. Discussions in the second round of interviews with SSW (held in February 2017) and in the focus group (held
in June 2017) revolved around overdose due to the deaths of several
community members around the same time as these data collection
activities. A key theme to emerge in the group discussion was the
complexity of responding to overdose according to the advice presented
in public health campaigns on OEND, and how this was resulting in
unforeseen issues for SSW. Close attention was paid to social and
structural factors related to overdose response in further iterations of
coding; this highlighted the ways that public health advice on overdose
shaped experiences “on the ground”. All names presented here are
pseudonyms; any details that might have potentially identiﬁed a participant have been altered.
Findings
Public health authorities across Canada have issued advice and
scaled-up OEND to attempt to prevent overdose-related fatalities. All
the SSW study participants had received training on OEND from a
program developed by Toronto Public Health, the municipal public
health authority (Leece et al., 2013), and had naloxone at their Satellite
Sites. Findings are organized by the three common components of
OEND program advice which intersect with, and sometimes exacerbate,
some of the structural vulnerabilities faced by PWUD: (1) Advice not to
use drugs alone; (2) Administration of naloxone to reverse overdose,
and; (3) Instructions to call 911 for paramedic response when a person
overdoses (City of Toronto, 2019; Health Canada, 2019b,c; Towards the
Heart, 2019). Our ﬁnal theme explores the lack of attention given to
structural factors inﬂuencing overdose within the environments where
OEND programs are implemented.
Don't use drugs alone
Information from coroners’ investigations into overdose deaths in
British Columbia, Canada, found that a minimum of 69% of people who
died of overdose had used alone (BC Coroners Service, 2018). Consuming drugs alone in a location where intervention is not readily
available could be considered a risk environment for overdose
(Rhodes, 2009). While the primary purpose of the Satellite Sites is the
distribution and disposal of harm reduction equipment, many Satellite
Sites allow clients to inject drugs on site. Participants framed this as
providing a safer environment that reduces overdose risk as it allows for
a quick response in case overdose occurs:
“It's a safe place. It's wonderful because for people in the area, who
need any supplies, they can just get it from us, right? ‘Cause most of
the places are closed, and a lot of the people are homeless too. So,
it's really convenient for them, and it's safer, if they have to inject or
do anything like that, at least we're there. If they're by themselves,
with the risk of them overdosing, we're there to watch them, right?”
(Interview with SSW)
Due to their proximity to drug use, SSW had extensive experience of
responding to overdose prior to this current crisis. However, the increased contamination of the drug supply with illicitly-produced

fentanyl and fentanyl-analogues has led to SSW having to respond to a
much higher number of overdoses than ever before and they repeatedly
spoke of how stressful this was:
“Like, I've had three ODs in one week, like, give me a fucking break.
You know? I'm exhausted after, right? It's like emotionally, you're
exhausted. Physically, you're okay, but emotionally, I'm stressed
now.” (Focus Group with SSW)
The stress of intervening in an escalating number of overdose situations was leading SSW to question the practice of allowing people to
inject in their satellite sites. At the time of this study, there were no
authorized supervised injection services (SIS) in Toronto to which SSW
could refer their clients if they did not want to allow injections:
“One of the problems I have is a lot of service users are my friends.
And I don't particularly like to use alone, just because, I think that's
not safe. For me now, it's a dilemma, because I don't want people to
use in my house, cause of all the overdoses. But, it's a really ﬁne line.
I think it's a great thing to be able to provide a safe place for
someone to use. But it's been hard, and so I'm having to take a little
bit of a harder line, which is not easy for me.” (Focus Group with
SSW)
Advice not to use alone ignores the problem that the person who is
supervising injections may have to intervene in a stressful and potentially traumatic situation. At the beginning of the study all 7 Satellite
Sites that were visited frequently allowed close friends and family
members to inject onsite, with 4 also allowing acquaintances to do this.
However, due to the increasing number of overdoses, SSW were becoming more ambivalent about allowing injections in their sites, feeling
torn by a desire to continue assisting community members to stay safe,
while wanting to protect themselves against stress and trauma generated by events surrounding overdose response. During the study period,
one SSW decided to stop allowing acquaintances to inject at their site
with a second (the speaker above) considering limiting access.
Additionally, SSW also expressed worries that responding to overdose may have repercussions for their ability to maintain their housing:
“Seriously, if someone ever dies at my place, I'm screwed, right? I'm
so screwed. And look at how many overdoses happen. So, I stopped
that. I can't let people keep using at my place. I can't, like, I'll lose my
housing if that happens.” (Focus Group with SSW)
This fear of eviction was exacerbated by the precarious housing
status of SSW. All described previous experiences with homelessness
and the majority were currently residing in social housing.
“When I walk down the hallway, with my keys in my hand, I still
have, like just a rush. I was homeless for two years. And every day of
those two years is ingrained in my head, of how horrible it was, to
not have a place of my own. So yeah, I wouldn't put my housing at
risk, in any way.” (Interview with SSW)
The precarity of their housing status represents an acute example of
structural vulnerability. For those in social housing, eviction would
result in their ineligibility for future social housing, and a likely inability to ﬁnd alternative suitable low-cost accommodation. This vulnerability to housing loss is not addressed by public health advice not to
use alone. Coupled with the stress generated by intervening (and being
ready to intervene) in multiple overdose events, it functioned as a
constraint on the ability of SSW to continue to supervise drug use
within the Satellite Sites.
Carry naloxone
The expansion of OEND programs in the current overdose epidemic
has led to increasing availability of naloxone for PWUD - and their
family and friends - to have on hand to quickly reverse opioid overdose.
Participants in this study repeatedly highlighted how naloxone was a
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useful and necessary tool in responding to overdoses:
We arrive at James’ place, and he is very agitated, very frazzled. He
starts telling us that Tom just ODed in the bathroom, and that he's
been trying to get him to come around. I look inside the bathroom as
we pass by, and I can see 3 syringes in there, one in the sink, one
sitting on top of the (closed) toilet seat, and one on the shelf under
the mirror. There is also a cooker on the bathtub ledge, and an
empty vial of naloxone is also in the sink, with the top broken oﬀ. In
the next room, Tom is sitting on the bed, still heavily on the nod,
and soaked in sweat. He doesn't seem to be doing too well, and is
swaying heavily, like he can barely hold himself up. But he is
breathing steadily and responds to us when we talk to him. James
tells us: “He went down in the bathroom. I had to naloxone him in
there. Thank god I still had some around, I've been running low
lately. It was hell getting him out of there, it's so small, and he hit his
head as he went down. It took me a half hour, to get him out of
there. Sorry, I'm so hyped up. Sorry!” Over the next hour, we
monitor Tom as he slowly starts to come out of it, and becomes more
alert. (Field note)
SSW not only used naloxone when people overdosed at their
Satellite Sites, but served as distribution points for naloxone, providing
it alongside training on its use to clients:
We are getting settled, and Susan (the Satellite Site coordinator) starts
asking Leah (SSW) about the amount of injection materials - syringes, cookers, water, and ﬁlters - that she has been distributing.
Leah immediately cuts her oﬀ, saying “Do you have more naloxone?
I've been giving out so much. I'm down to my last vial here, and I
want to have more around.” Susan pulls out her bag, and takes out a
small cardboard box, that has about 10 vials of naloxone in it. She
takes out 4, and hands them to Leah. “I have to keep some for
Mitch,” Susan tells Leah, “He's had a run on overdoses lately and
needs to restock as well.” (Field note)
As the overdose crisis escalated, SSW have been responding to increasing numbers of overdoses, as well as serving a vital role in the
provision of OEND to people who may be otherwise unconnected to
health and social services. As ‘go-to’ people in their communities with
access to harm reduction supplies and training, SSW are frequently
intervening in drug-related emergency situations:
“I've had two, three overdoses in the last month. I know what to do
with naloxone and do it, and I'm actually pretty calm about it. But it
is deﬁnitely after the fact that it hits you.” (Focus Group with SSW)
Access to naloxone is crucial for SSW, and for PWUD in general.
However, access to naloxone alone does not mitigate the stress stemming from the increasing occurrence of overdose. Participants expressed that they were beginning to be exhausted by the emotional
burden of an increased number of overdoses, despite having access to
the means to intervene:
SSW1: But now, because of the drugs being a lot harder, and the
carfentanil out there, I'm ﬁnding, oh my god, every time someone's
using, they go down.
SSW2: It's too much, I'm getting really tired of it.
SSW1: Yeah. It's stressful, and my son had to do it. He's saved
someone [with naloxone]. I wasn't home. I was at work. Oh god. He
was a mess when I came home and asked him what happened.
(Focus Group with SSW)
While there is clearly an emotional toll for SSW in intervening in
overdose events so frequently, SSW are trained to respond, and are able
to implement their training when necessary. Their closeness to the
people overdosing – who are experiencing a life-threatening situation complicates the emotional stress and trauma experienced by SSW,
particularly since many of the clients of Satellite Sites are their friends

and family members. In this ﬁeld note, a SSW reports receiving a phone
call about a family member - her nephew - overdosing at a friend's
house, where they do not have any naloxone. She describes her emotional state as she takes naloxone to the scene of the overdose:
“I was so scared! As soon as I heard that on the phone, that he was
down (overdosing), I just took oﬀ running. It's so scary, especially
when it's your own family! As I was running there, I just kept
thinking, ‘Oh my god, am I going to make it there? Am I going to
make it on time?’ It's not far, it's only about 5 minutes away. But it
felt like forever. And since then, I'm having a bit of a hard time, you
know? I can't stop thinking about what would have happened if…if I
didn't make it in time.” (Field note)
Participants recognized the negative emotional impacts of overdose
response, but also highlighted the lack of support available to them. In
the following excerpt, SSWs note that some attention is beginning to be
paid to the trauma that front-line emergency service workers are exposed to and the importance of workplace support to address this
(Johnson, 2017). They also point out that these resources are not being
provided to PWUD, who are also working on the front-line, intervening
in overdoses, and whose stress may also be compounded by their close
ties to the people experiencing overdose:
SSW1: They're starting to pay attention to paramedics in Vancouver,
who are going around to all the diﬀerent overdoses and the trauma
and post-traumatic stress that they're having. But they're not paying
attention to the stresses that people who use drugs, who are having
to deal with all these overdoses are going through, right?
SSW2: No, of course not. That's what pissing me oﬀ, is once again,
you see who's getting prioritized - it's nurses; it's doctors; it's paramedics. We need to be worrying about their feelings. But people
who use drugs, who are actually dealing with this on their own SSW1: who are already saving more, probably more lives than them
to begin with and for a longer period of time! ‘Cause they're people
who use drugs and, that's all there is to it. Right? No need to worry
about their stress! (Focus Group with SSW)
In this excerpt, participants show attentiveness to the workings of
structural violence, which privileges the provision of resources to some
groups of people due to their position in the social hierarchy, while
constraining access to others who are equally or in greater need of resources but, in this case, are experiencing social marginalization due to
their drug use and the stigma that accompanies it (Farmer, 2004;
Quesada et al., 2011).
Call 911 if overdose occurs
The third key message in OEND programs is that people should call
911 for emergency medical service (EMS) or paramedic response when
an overdose occurs. Negative experiences with police complicate this
seemingly straightforward advice, since police often accompany paramedics on overdose calls (Bennett et al., 2011). Following an overdose
in one of the Satellite Sites, this SSW explained that fear of attention
from police and the possibility of arrest inﬂuenced the decision of
whether to call 911:
“When I brought those people back – I gave them the option – do
you want an ambulance? Do you want to go to the emergency room?
Do you want me to stay with you? ‘Cause no one wants to call the
ambulance. You only do it if you have to. Too much risk of heat, of
having the cops at your place.” (Field note)
While allowing people to use drugs at Satellite Sites is not a program
requirement, many SSW do so out of a sense of responsibility for fellow
community members. This presents a particular risk for SSW living in
subsidized or social housing, as mentioned above, who repeatedly
spoke of incidents where eviction proceedings were started against
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other tenants following calls to 911 for overdose. Because ambulances
attending overdoses were often accompanied by police and/or the security service employed by the social housing provider, an overdose
was used as grounds to establish that a tenant was using or allowing
others to use drugs in their apartment, in buildings where illicit drug
use is expressly forbidden. Additionally, the excerpt below refers to the
impression - prevalent within certain buildings with high volumes of
drug use and calls to 911 for overdose - that police were using 911 calls
for overdose to identify locations for future drug-related ‘raids’:
SSW1: So part of the whole thing is that they just put in place the
Good Samaritan Act, which is so that if, so it's to encourage people
to call 911, if you have an overdose, and get help, right? And part of
the thought behind that is that if it's hard for people to call, then
people are more likely to die.
SSW2: But the only thing is, it doesn't address the housing issue. It
addresses the police issue, but it doesn't address if you're in a
building that doesn't want any kind of drugs, and you know that
going in.
SSW3: I heard that all the people that were raided [by police], all the
people that were raided in the building, they were evicted. Because
of the no tolerance thing [no tolerance to drug use in a social housing
building]. (Focus Group with SSW)
While Good Samaritan legislation is designed to prevent arrests
during 911 calls for overdose, it was not designed to prevent other
negative outcomes such as eviction. As described above, tenants in
social housing buildings may be evicted for using or allowing illicit
drugs to be used in their homes. These housing policies highlight the
ways in which PWUD experience structural vulnerability, where precarious housing and vulnerability to housing loss can constrain the
decision to call emergency medical services during an overdose situation, even within a larger legal environment characterized by the presence of Good Samaritan legislation.
Lack of attention to structural factors inﬂuencing overdose
A major factor in the local environment impacting SSW was the lack
of SIS in operation at the time of this study. This meant that even if SSW
did not want to supervise injections in their sites, there were few safe
places to refer people to, where they could be supervised in a sanctioned environment. SSW also recognized the need for additional intervention at the structural level, since SIS, similar to OEND programs,
aim to prevent harm to PWUD by intervening after they have overdosed:
SSW 1: Because SIS are not going to stop people from overdosing. It's
just going to save them, right? It's not going to stop the amount of
overdoses.
SSW2: Like, the only way they're going to be able to make it safe is
by legalizing it. (Focus Group with SSW)
Here, participants highlighted the potential to address the overdose
crisis with interventions that recognize the vulnerability inherent in
leaving people dependent on a toxic illicit drug supply, and will intervene to divert people who use drugs onto a safer, legal and regulated
drug supply. These types of interventions might include forms of heroin
assisted treatment or newer innovations in injectable opioid agonist
treatment (Ferri, Davoli, & Perucci, 2005; Oviedo-Joekes et al., 2016;
Supervised Injectable Opioid Agonist Treatment Committee, 2017), as
well as novel pilot interventions such as safer supply programs that aim
to divert people from the illicit drug supply by providing pharmaceutical hydromorphone tablets without the supervision or treatment goals
inherent in opioid agonist treatment (Rai, Sereda, Hales, & Kolla, 2019;
Tyndall, 2018; Woo, 2018). This would represent a move to intervene
at the level of drug supply to prevent the occurrence of overdose, rather

than solely focusing on interventions such as OEND programs and supervised injection services, that ensure quick and eﬀective intervention
following the occurrence of overdose.
Discussion
This study explores how OEND programs, which rely on community
networks of PWUD, are both necessary and life-saving. However, OEND
programs are implemented within an overall risk environment where
criminalization of drug use remains the legal framework.
Criminalization inﬂuences policy in ways that have repercussions for
PWUD, particularly with regards to policies governing housing and the
provision of support for addressing the emotional stress from dealing
with repeated overdoses. In this environment, the eﬀective implementation of OEND as a measure to address the opioid overdose
crisis is complicated and impeded by the continuing criminalization of
drug use, and the ways in which the constraints imposed by criminalization exacerbate the structural vulnerability of PWUD.
This paper highlights three policy areas that increase structurally
the vulnerabilities of PWUD, and reﬂect the structural violence inherent
in these policies: Good Samaritan legislation, housing policies that
allow for the eviction of those who use drugs or allow drug use in their
apartments, and the lack of safer environment interventions. Good
Samaritan legislation introduces limits to the criminal charges possible
against PWUD at the scene of an overdose, in an attempt to remove
barriers to calling 911 for assistance (Latimore & Bergstein, 2017b). In
the Canadian context, however, this legislation is limited to preventing
charges related to simple drug possession. The larger legal and policy
environment is characterized by continued criminalization of drug use,
which inﬂuences housing policy, including policies that specify that
tenants may be evicted for using or allowing illicit drugs to be used in
their apartments. These types of evictions have been documented in
several jurisdictions, and can have negative eﬀects on the health of
those evicted (Bruijn & Vols, 2019; Bruijn, Vols, & Brouwer, 2018).
Housing insecurity resulting from an eviction occasioned by a 911 call
not only increases structural vulnerability, but the use of eviction
against people who call 911 following an overdose in their apartment is
a clear example of structural violence.
While our study illustrates that OEND can be lifesaving and are
necessary in the context of increasing overdose deaths, they should be
accompanied and supported by the broad scale-up of environmental
and structural measures that aim to increase the health and safety of
PWUD while also addressing the structural vulnerabilities they face. A
major element of structural vulnerability was the lack of supervised
injection services in operation during the study period, despite longstanding documented need (Bayoumi et al., 2012). SIS are a form of
safer environment intervention, that provide supervision of drug use by
trained workers who can quickly intervene in case of overdose, and
where state sanction of their services means that workers do not risk
arrest or eviction. The eﬃcacy of SIS are backed by strong research
evidence, including ﬁndings that they reduce morbidity and mortality
from overdose (Potier, Laprévote, Dubois-Arber, Cottencin, & Rolland,
2014). SIS are not a panacea for addressing the high rates of overdose in
the context of the current highly toxic drug supply; however, they form
an integral part of a comprehensive response to the overdose crisis, and
provide an important service for those who choose to use them (Scheim
& Werb, 2018). Most importantly, lack of SIS in a community means
there is no alternative intervention available if SSW decide not to supervise injections. This reveals a fundamental tension with the public
health advice not to use alone: in the absence of SIS, PWUD have no
choice but to implement haphazard measures, including requests to
other PWUD to supervise injections, to ensure that someone is available
to administer naloxone in case overdose occurs.
Echoing other research with peer workers, shelter workers, and
PWUD who have been involved in front-line overdose response during
this crisis (Bardwell et al., 2018; Marshall et al., 2017; Wallace et al.,
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2018), SSW in our study clearly identiﬁed how the increasing numbers
of overdoses occurring among PWUD was having a negative impact on
their stress levels and mental health. This was leading some to question
whether they should continue to allow people to inject within their
Satellite sites. OEND rely on social networks within the community to
supervise drug use and respond when overdose occurs, particularly in
areas where SIS are lacking (Faulkner-Gurstein, 2017). Additionally,
recent research drawing on approaches from science and technology
studies, highlights how the conditions of and outcomes from naloxone
administration emerge in relation to a multitude of forces, including the
relationships of care between those present at the overdose event, and
those receiving naloxone (Farrugia, Neale, et al., 2019; Farrugia, Fraser,
et al., 2019). Our ﬁndings highlight how the stress and traumatic reactions experienced by some SSW in response to having to intervene in
multiple overdoses may have important implications for shaping the
future possibilities of care (Farrugia, Neale, et al., 2019). If PWUD - or
others within their social networks, including family and friends - respond to this stress with reticence to supervise drug users who are at
risk of overdose, this may undermine the eﬀectiveness of OEND. The
experience of trauma – and eﬀorts to protect themselves from experiencing future trauma - may be shaping the future conditions of administration of naloxone, particularly where this interacts with structural vulnerabilities such as housing insecurity. This is a particular
danger in areas without sanctioned SIS, where PWUD already face a
lack of space to use drugs that are supervised by people trained and
equipped to respond to overdose.
Attention to the multitude of experiences and outcomes that surround naloxone administration – including those that could be described as positive, negative, traumatic, or something more complex –
highlight how interventions and support for PWUD and peer workers
like SSW who are on the front-line of the response to the overdose crisis
are urgently needed. The development of support must include attention to the histories of trauma and loss that PWUD have often experienced, including how stress from overdose response and multiple
overdose-related losses may be exacerbating these histories
(Bohnert, Tracy, & Galea, 2012; Richert, 2015; Templeton et al., 2016).
Additionally, care must be taken to ensure that interventions are
adapted to the realities and needs of PWUD, and the structural vulnerabilities they may be facing (Shearer et al., 2018). OEND programs –
particularly the ability to administer naloxone during life-threatening
overdose - have provided PWUD, who are frequently marginalized by
their drug use, with both the capacity and power to provide care during
overdose events, however attention to the politics of care surrounding
OEND programs is necessary to recognize the complexities involved in
this contested act of care (Farrugia, Fraser, et al., 2019). A politics of
care approach highlights, for example, the dedication of material resources to address trauma among some groups responding to overdose
(such as paramedics) but not to others (such as PWUD). The current
overdose crisis shows no sign of abating, thus attention to the social
relations and arrangements that are contributing to a situation where
stress and trauma of repeated overdose response is being neglected
among PWUD within program and policy responses is urgently needed.
In assessing the transferability of these ﬁndings to other settings,
geographical particularities, including the speciﬁcity of the laws in
place (particularly Good Samaritan laws), the impacts that the presence
or absence of SIS may have on overdose response in the community,
and the potential to put in place support for people engaging in overdose response within the community should be considered. Multiple
data collection methods were used to guard against the potential for
social desirability bias, including the use of observation in addition to
one-on-one interviews with SSW, clients and program staﬀ at multiple
time points. Additionally, a focus group was conducted with SSWs and
the Satellite Site coordinator to allow for member checking to triangulate ﬁndings and enhance credibility (Creswell, 2013). Within the
context of this study, ethnographic methods provide insights from environments that can be diﬃcult to access for research, in this case due

to the illicit activities occurring and the stigma surrounding them. The
combination of multiple qualitative data collection methods (observational and interview-based) is a strength which can generate useful data
that can be used to inform public health programs and practice.
It is also important to recognize that both OEND programs and the
provision of safer environments (such as SIS) are important yet limited
methods of responding to the overdose crisis. Both provide a method of
intervening quickly and eﬀectively after overdose has occurred, and
they are part of a comprehensive response to the overdose crisis. As
important as they are, the overall impact of these reactive measures is
necessarily limited as they do not address one of the major causes of the
current overdose crisis, which is the systematic contamination of the
illicit opioid supply with fentanyl (Ciccarone, 2019). Nor do they address the ways in which the privileging of criminalization and interdiction eﬀorts impact the drug market, and structure the larger environment in which the responses to this crisis are occurring (Beletsky &
Davis, 2017). While criminalization creates a context that limits the
eﬀectiveness of OEND, it also restricts the ability of public health authorities to fully intervene, particularly at the level of the drug supply.
Measures needed to address this would include decriminalization and
an expansion of safer supply interventions that provide people who are
using opioids with pharmaceutical heroin or hydromorphone to divert
them from illicit sources (Oviedo-Joekes et al., 2016, 2009;
Tyndall, 2018; Wood et al., 2010).
Conclusion
Health education and promotion campaigns such as OEND are often
framed in positive terms, as a method to provide information that individuals may use to protect or improve their health (Gastaldo, 1997).
However, OEND campaigns are not simply providing neutral health
education. Findings from this study suggest that the arrangements of
care made possible by OEND programs provide PWUD – a group frequently marginalized by their drug use - with the capacity to provide
care during overdose events. It also explores how, similar to other harm
reduction interventions, OEND program implementation is impacted by
a legal environment that criminalizes drug use. Implementation of
OEND programming within this environment can inadvertently reinforce and exacerbate structural and systemic vulnerabilities that
constrain PWUD. Public health authorities must ensure they address
structural factors that constitute a major determinant of overdose
among PWUD, with a focus on the ways in which criminalization of
drug use can impact eviction policies, and on how stigma surrounding
drug use limits the supports available to PWUD attempting to cope with
stress and trauma from repeated overdose response. Early OEND programs were initiatives by and for the PWUD community. Public health
authorities must ensure the full and authentic participation of PWUD,
not only in OEND programs, but also in the development and implementation of the full range of structural changes and supports necessary to eﬀectively respond to the overdose crisis.
Declaration of Competing Interest
None.
Acknowledgments
We would like to thank the study participants and Satellite Site
Workers for the time, eﬀort and willingness to share their thoughts and
opinions with us. Patricia Erickson, Maritt Kirst, and Jooyoung Lee all
provided supervision of this dissertation project, and their comments on
early drafts of this manuscript are gratefully acknowledged. We would
also like to thank the anonymous reviewers for their constructive
feedback.
The late Raﬃ Balian was the founder of the Satellite Site program,
and contributed to the development of this research project. His

G. Kolla and C. Strike

contribution is gratefully acknowledged, and he is profoundly missed.
Several of people encountered during this research project have also
died due to the overdose crisis, and we acknowledge their contribution
and the profound loss that these deaths – and the many deaths from
overdose - represent for the community.
Gillian Kolla was supported during this research by a CIHR Banting
and Best Doctoral Research Award and a Canadian Network on
Hepatitis C (CanHepC) doctoral fellowship.
References
Anderson, R., Clancy, L., Flynn, N., Kral, A., & Bluthenthal, R. (2003). Delivering syringe
exchange services through “satellite exchangers”: The Sacramento Area Needle
Exchange, USA. International Journal of Drug Policy, 14(5–6), 461–463. http://doi.
org/10.1016/S0955-3959(03)00146-4.
Bardwell, G., Fleming, T., Collins, A. B., Boyd, J., & McNeil, R. (2018). Addressing intersecting housing and overdose crises in Vancouver, Canada: Opportunities and
challenges from a tenant-led overdose response intervention in single room occupancy hotels. Journal of Urban Health, 1–9. http://doi.org/10.1007/s11524-0180294-y.
Bayoumi, A., Strike, C., Jairam, J., Watson, T., Enns, E., Kolla, G., et al. (2012). Report of
the Toronto and Ottawa supervised consumption assessment study, 2012Toronto: St.
Michael's Hospital and the Dalla Lana School of Public Health, University of
Toronto1–325.
BC Coroners Service (2018). Illicit drug overdose deaths in B.C.; Findings of coroners’
investigtions. Ministry of Public Safety and Solicitor General, 1–34. Retrieved from
https://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/
deaths/coroners-service/statistical/illicitdrugoverdosedeathsinbcﬁndingsofcoronersinvestigations-ﬁnal.pdf.
Beletsky, L., & Davis, C. S. (2017). Today's fentanyl crisis: Prohibition's Iron Law, revisited. International Journal of Drug Policy, 46, 156–159. http://doi.org/10.1016/j.
drugpo.2017.05.050.
Bennett, A. S., Bell, A., Tomedi, L., Hulsey, E. G., & Kral, A. H. (2011). Characteristics of
an overdose prevention, response, and naloxone distribution program in Pittsburgh
and Allegheny County, Pennsylvania. Journal of Urban Health: Bulletin of the New York
Academy of Medicine, 88(6), 1020–1030. http://doi.org/10.1007/s11524-0119600-7.
Bohnert, A. S. B., Tracy, M., & Galea, S. (2012). Characteristics of drug users who witness
many overdoses: Implications for overdose prevention. Drug and Alcohol Dependence,
120(1–3), 168–173. http://doi.org/10.1016/j.drugalcdep.2011.07.018.
Bourgois, P., Holmes, S. M., Sue, K., & Quesada, J. (2017). Structural vulnerability.
Academic Medicine: Journal of the Association of American Medical Colleges, 92(3),
299–307. http://doi.org/10.1097/ACM.0000000000001294.
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research
in Psychology, 3(2), 77–101. http://doi.org/10.1191/1478088706qp063oa.
Bruijn, L. M., & Vols, M. (2019). Eviction as a tool for crime control: Fighting drug-related
crime in the Netherlands and the United States. In N. Davidson, & G. Tewar (Eds.).
Global Perspectives in Urban Law New York.
Bruijn, L. M., Vols, M., & Brouwer, J. G. (2018). Home closure as a weapon in the Dutch
war on drugs: Does judicial review function as a safety net? International Journal of
Drug Policy, 51, 137–147. http://doi.org/10.1016/j.drugpo.2017.08.003.
Bryant, J., & Hopwood, M. (2009). Secondary exchange of sterile injecting equipment in a
high distribution environment: A mixed method analysis in south east Sydney,
Australia. The International Journal on Drug Policy, 20(4), 324–328. http://doi.org/10.
1016/j.drugpo.2008.06.006.
Campbell, N. D., & Shaw, S. J. (2008). Incitments to discourse: Illicit drugs, harm reduction, and the production of ethnographic subjects. Cultural Anthropology, 23(4),
688–717. http://doi.org/10.1111/j.1548-1360.2008.00023.x.
Ciccarone, D. (2019). The triple wave epidemic: Supply and demand drivers of the US
opioid overdose crisis. International Journal of Drug Policy. 1–0 http://doi.org/10.
1016/j.drugpo.2019.01.010.
City of Toronto (2019). How to prevent and respond to overdose. 1–3.
Clark, A. K., Wilder, C. M., & Winstanley, E. L. (2014). A systematic review of community
opioid overdose prevention and naloxone distribution programs. Journal of Addiction,
8(3), 153–163.
Conrad, P., & Schneider, J. W. (1992). Deviance and medicalization. Temple University
Press.
Creswell, J. W. (2013). Qualitative inquiry and research design: Choosing among the ﬁve
approaches (3rd ed.). Thousand Oaks, CA: SAGE Publications.
Davidson, P. J., McLean, R. L., Kral, A. H., Gleghorn, A. A., Edlin, B. R., & Moss, A. R.
(2003). Fatal heroin-related overdose in San Francisco, 1997-2000: A case for targeted intervention. Journal of Urban Health: Bulletin of the New York Academy of
Medicine, 80(2), 261–273. http://doi.org/10.1093/jurban/jtg029.
Davis, C., Webb, D., & Burris, S. (2013). Changing law from barrier to facilitator of opioid
overdose prevention. The Journal of Law, Medicine & Ethics: A Journal of the American
Society of Law, Medicine & Ethics, 41(1-suppl), 33–36. http://doi.org/10.1111/jlme.
12035.
Debeck, K., Cheng, T., Montaner, J. S., Beyrer, C., Elliott, R., Sherman, S., et al. (2017).
HIV and the criminalisation of drug use among people who inject drugs: A systematic
review. The Lancet. HIV, 4(8), e357–e374. http://doi.org/10.1016/S2352-3018(17)
30073-5.
Dettmer, K., Saunders, B., & Strang, J. (2001). Take home naloxone and the prevention of

deaths from opiate overdose: Two pilot schemes. BMJ (Clinical Research Ed),
322(7291), 895–896. http://doi.org/10.1136/bmj.322.7291.895.
Doe-Simkins, M., Walley, A. Y., Epstein, A., & Moyer, P. (2011). Saved by the nose:
Bystander-administered intranasal naloxone hydrochloride for opioid overdose.
American Journal of Public Health, 99(5), 788–791. http://doi.org/10.2105/AJPH.
2008.146647.
Emerson, R. M., Fretz, R. I., & Shaw, L. L. (2011). Writing ethnographic ﬁeldnotes (2nd ed.).
Chicago: University of Chicago Press.
Fairbairn, N., Coﬃn, P. O., & Walley, A. Y. (2017). Naloxone for heroin, prescription
opioid, and illicitly made fentanyl overdoses: Challenges and innovations responding
to a dynamic epidemic. International Journal of Drug Policy, 46, 172–179. http://doi.
org/10.1016/j.drugpo.2017.06.005.
Farmer, P. (2004). An anthropology of structural violence. Current Anthropology, 45(3),
305–325. http://doi.org/10.1086/382250?ref=searchgateway:93c48162caab07c06ccfcb7179c53d7c.
Farmer, P. E., Nizeye, B., Stulac, S., & Keshavjee, S. (2006). Structural violence and
clinical medicine. PLoS Medicine, 3(10), e449. http://doi.org/10.1371/journal.pmed.
0030449.
Farrugia, A., Neale, J., Dwyer, R., Fomiatti, R., Fraser, S., Strang, J., et al. (2019a).
Conﬂict and communication: Managing the multiple aﬀordances of take-home naloxone administration events in Australia. Addiction Research & Theory, 1–9. http://
doi.org/10.1080/16066359.2019.1571193.
Farrugia, A., Fraser, S., Dwyer, R., Fomiatti, R., Neale, J., Dietze, P., et al. (2019b). Takehome naloxone and the politics of care. Sociology of Health and Illness, 41(2),
427–443. http://doi.org/10.1111/1467-9566.12848.
Faulkner-Gurstein, R. (2017). The social logic of naloxone: Peer administration, harm
reduction, and the transformation of social policy. Social Science and Medicine, 180,
20–27. http://doi.org/10.1016/j.socscimed.2017.03.013.
Ferri, M., Davoli, M., & Perucci, C. A. (2005). Heroin maintenance for chronic heroin
dependents. Cochrane Database of Systematic Reviews (Online)(2), CD003410. http://
doi.org/10.1002/14651858.CD003410.pub2.
Friedman, S., de Jong, W., Rossi, D., Touzé, G., Rockwell, R., Jarlais Des, D. C., et al.
(2007). Harm reduction theory: Users“ culture, micro-social indigenous harm reduction, and the self-organization and outside-organizing of users” groups. The
International Journal on Drug Policy, 18(2), 107–117. http://doi.org/10.1016/j.
drugpo.2006.11.006.
Gastaldo, D. (1997). Is health education good for you. Foucault: Health and Medicine,
113–133.
Green, T. C., Heimer, R., & Grau, L. E. (2008). Distinguishing signs of opioid overdose and
indication for naloxone: An evaluation of six overdose training and naloxone distribution programs in the United States. Addiction, 103(6), 979–989. http://doi.org/
10.1111/j.1360-0443.2008.02182.x.
Health Canada (2018). About the Good Samaritan Drug Overdose Act1–3. Retrieved from
https://www.canada.ca/en/health-canada/services/substance-use/problematicprescription-drug-use/opioids/about-good-samaritan-drug-overdose-act.html.
Health Canada (2019a). Know how to recognize an opioid overdose1. Retrieved from
https://www.canada.ca/en/health-canada/services/publications/healthy-living/
opioid-overdose-festival-poster.html.
Health Canada (2019b). Naloxone1–4. Retrieved from https://www.canada.ca/en/healthcanada/services/substance-use/problematic-prescription-drug-use/opioids/
naloxone.html.
Health Canada (2019c). Opioid overdose1–3. Retrieved from https://www.canada.ca/en/
health-canada/services/substance-use/problematic-prescription-drug-use/opioids/
overdose.html.
Johnson, L. (2017, May). ‘We're starving for it’: Paramedics get new resiliency training due to
overdose crisis. . Retrieved January 25, 2019, from https://www.cbc.ca/news/
canada/british-columbia/ﬁrst-responders-overdose-trauma-stress-1.4115497.
Koester, S., Mueller, S. R., Raville, L., Langegger, S., & Binswanger, I. A. (2017). Why are
some people who have received overdose education and naloxone reticent to call
Emergency Medical Services in the event of overdose? International Journal of Drug
Policy, 48, 115–124. http://doi.org/10.1016/j.drugpo.2017.06.008.
Latimore, A. D., & Bergstein, R. S. (2017a). “Caught with a body” yet protected by law?
Calling 911 for opioid overdose in the context of the Good Samaritan Law.
International Journal of Drug Policy, 50, 82–89. http://doi.org/10.1016/j.drugpo.
2017.09.010.
Latimore, A. D., & Bergstein, R. S. (2017b). “Caught with a body” yet protected by law?
Calling 911 for opioid overdose in the context of the Good Samaritan Law.
International Journal of Drug Policy, 50, 82–89. http://doi.org/10.1016/j.drugpo.
2017.09.010.
Leece, P. N., Hopkins, S., Marshall, C., Orkin, A., Gassanov, M. A., & Shahin, R. M. (2013).
Development and implementation of an opioid overdose prevention and response
program in Toronto, Ontario. Canadian Journal of Public Health Revue Canadienne De
Santé Publique, 104(3), e200–e204. http://doi.org/10.2307/canajpublheal.104.3.
e200.
Marshall, C., Perreault, M., Archambault, L., & Milton, D. (2017). Experiences of peertrainers in a take-home naloxone program: Results from a qualitative study.
International Journal of Drug Policy, 41, 19–28. http://doi.org/10.1016/j.drugpo.
2016.11.015.
Maxwell, S., Bigg, D., Stanczykiewicz, K., & Carlberg-Racich, S. (2006). Prescribing naloxone to actively injecting heroin users. Journal of Addictive Diseases, 25(3), 89–96.
http://doi.org/10.1300/J069v25n03_11.
Oviedo-Joekes, E., Brissette, S., Marsh, D. C., Lauzon, P., Guh, D., Anis, A., et al. (2009).
Diacetylmorphine versus methadone for the treatment of opioid addiction. The New
England Journal of Medicine, 361(8), 777–786. http://doi.org/10.1056/
NEJMoa0810635.
Oviedo-Joekes, E., Guh, D., Brissette, S., Marchand, K., Macdonald, S., Lock, K., et al.

G. Kolla and C. Strike
(2016). Hydromorphone compared with diacetylmorphine for long-term opioid dependence. JAMA Psychiatry, 73(5), 447–449. http://doi.org/10.1001/
jamapsychiatry.2016.0109.
Potier, C., Laprévote, V., Dubois-Arber, F., Cottencin, O., & Rolland, B. (2014). Supervised
injection services: What has been demonstrated? A systematic literature review. Drug
and Alcohol Dependence, 145, 48–68. http://doi.org/10.1016/j.drugalcdep.2014.10.
012.
Quesada, J., Hart, L. K., & Bourgois, P. (2011). Structural vulnerability and health: Latino
migrant laborers in the United States. Medical Anthropology, 30(4), 339–362. http://
doi.org/10.1080/01459740.2011.576725.
Rai, N., Sereda, A., Hales, J., & Kolla, G. (2019, June 19). Urgent call on clinicians:
Prescribe alternatives to poisoned drug supply. Healthy Debate. https://
healthydebate.ca/opinions/safer-supply-opioids.
Rhodes, T. (2009). Risk environments and drug harms: A social science for harm reduction approach. The International Journal on Drug Policy, 20(3), 193–201. http://doi.
org/10.1016/j.drugpo.2008.10.003.
Rhodes, T., & Moore, D. (2001). On the qualitative in drugs research: Part one. Addiction
Research & Theory, 9(4), 279–297.
Rhodes, T., Wagner, K., Strathdee, S. A., Shannon, K., Davidson, P., & Bourgois, P. (2011).
Structural violence and structural vulnerability within the risk environment:
Theoretical and methodological perspectives for a social epidemiology of HIV risk
among injection drug users and sex workers. In P. O'Campo, & J. R. Dunn (Eds.).
Rethinking social epidemiology (pp. 205–230). DordrechtNetherlands: Springer. http://
doi.org/10.1007/978-94-007-2138-8_10.
Richert, T. (2015). Wasted, overdosed, or beyond saving – To act or not to act? Heroin
users’ views, assessments, and responses to witnessed overdoses in Malmö, Sweden.
International Journal of Drug Policy, 26(1), 92–99. http://doi.org/10.1016/j.drugpo.
2014.07.006.
Scheim, A., & Werb, D. (2018). Integrating supervised consumption into a continuum of
care for people who use drugs. Canadian Medical Association Journal, 190(31),
E921–E922. http://doi.org/10.1503/cmaj.180824.
Scheper-Hughes, N. (2003). Small wars and invisible genocides. Social Science and
Medicine, 43(5), 889–900.
Shearer, D., Fleming, T., Fowler, Al, Boyd, J., & McNeil, R. (2018). Naloxone distribution,
trauma, and supporting community-based overdose responders. International Journal
of Drug Policy, 1–2. http://doi.org/10.1016/j.drugpo.2018.11.008.
Small, M. L. (2009). `How many cases do I need?'. Ethnography, 10(1), 5–38. http://doi.
org/10.1177/1466138108099586.
Special Advisory Committee on the Epidemic of Opioid Overdoses (2018). National report:
Apparent opioid-related deaths in Canada (January 2016 to December 2017). Public
Health Agency of Canada. 1–15 Ottawa.
Strike, C., & Kolla, G. (2013). Satellite site program evaluation, COUNTERﬁt harm reduction

program, South Riverdale CHC1–32 Toronto.
Strike, C., Hopkins, S., Watson, T., Gohil, H., Leece, P., Young, S., et al. (2013). Best
practice recommendations for Canadian harm reduction programs that provide service to
people who use drugs and are at risk for HIV, HCV, and other harms: Part 1. 1–128
Working Group on Best Practice for Harm Reduction Programs in Canada.
Supervised Injectable Opioid Agonist Treatment Committee (2017). Guidance for injectable opioid agonist treatment for opioid use disorderVancouver: Ministry of Health,
British Columbia and British Columbia Centre on Substance Use1–65. Retrieved from
www.bccsu.ca/wp-content/uploads/2017/10/BC-iOAT-Guidelines-10.2017.pdf.
Templeton, L., Valentine, C., McKell, J., Ford, A., Velleman, R., Walter, T., et al. (2016).
Bereavement following a fatal overdose: The experiences of adults in England and
Scotland. Drugs: Education, Prevention, and Policy, 24(1), 58–66. http://doi.org/10.
3109/09687637.2015.1127328.
Tobin, K. E., Sherman, S. G., Beilenson, P., Welsh, C., & Latkin, C. A. (2009). Evaluation of
the Staying Alive programme: Training injection drug users to properly administer
naloxone and save lives. The International Journal on Drug Policy, 20(2), 131–136.
http://doi.org/10.1016/j.drugpo.2008.03.002.
Towards the Heart (2019). Overdose survival guide. 1–2. Retrieved from https://
towardtheheart.com/assets/uploads/
1498514618c50KQjNIcOj1Q2DO304zK6UQVExmrzeKktd7O4p.pdf.
Tyndall, M. (2018). An emergency response to the opioid overdose crisis in Canada: A
regulated opioid distribution program. Canadian Medical Association Journal, 190(2),
E35–E36. http://doi.org/10.1503/cmaj.171060.
Wagner, K. D., Davidson, P. J., Iverson, E., Washburn, R., Burke, E., Kral, A. H., et al.
(2014). “I felt like a superhero”: The experience of responding to drug overdose
among individuals trained in overdose prevention. International Journal of Drug
Policy, 25(1), 157–165. http://doi.org/10.1016/j.drugpo.2013.07.003.
Wallace, B., Barber, K., & Pauly, B. B. (2018). Sheltering risks: Implementation of harm
reduction in homeless shelters during an overdose emergency. International Journal of
Drug Policy, 53, 83–89. http://doi.org/10.1016/j.drugpo.2017.12.011.
Walley, A. Y., Xuan, Z., Hackman, H. H., Quinn, E., Doe-Simkins, M., Sorensen-Alawad,
A., et al. (2013). Opioid overdose rates and implementation of overdose education
and nasal naloxone distribution in Massachusetts: Interrupted time series analysis.
BMJ (Clinical Research Ed), 346(jan 30 5), f174–f174 http://doi.org/10.1136/bmj.
f174.
Wolfe, D., Carrieri, M., & Shepard, D. (2010). Treatment and care for injecting drug users
with HIV infection: A review of barriers and ways forward. The Lanc, 376, 355–366.
Woo, A. (2018, December). Vancouver to oﬀer opioid pills in latest eﬀort to prevent
overdose deaths. The Globe and Mail.
Wood, E., Werb, D., Kazatchkine, M., Kerr, T., Hankins, C., Gorna, R., et al. (2010).
Vienna Declaration: A call for evidence-based drug policies. Lancet, 376(9738),
310–312. http://doi.org/10.1016/S0140-6736(10)60958-0.

