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INTRODUCTION 
 

The U.S. Overdose Crisis 
 

Overview 
 

Over the past 30 years, the United States has recorded unprecedented increases in drug 

overdose mortality, particularly from a class of drugs called opioids. Since 1999, over 770,000 

people have died of a drug overdose in the United States; opioids were involved in 60% of 

deaths (Centers for Disease Control and Prevention, 2018). Rates of opioid overdose in the U.S. 

have risen steadily by about 10% each year. The crisis now claims 192 American lives each day.  

In addition to significant mortality, the rising toll of opioid overdose has caused wide-

ranging social and economic consequences. The White House Council of Economic Advisers 

estimates that opioid overdose deaths cost the U.S. $696 billion each year, $2.5 trillion between 

2015 and 2018 alone (Council for Economic Advisers, 2019). U.S. life expectancy has decreased 

Figure 1. Since 1999, the burden of overdose death in the United States has grown to 
unprecedented levels. Driven primarily by opioids, this public health phenomenon is known 
as the U.S. opioid overdose crisis. Source: Centers for Disease Control and Prevention. 
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for three consecutive years, for reasons largely attributed to increases in drug overdose, as well 

as suicide and other “deaths of despair” (Redfield, 2018). The unprecedented rise of opioid 

overdose in the U.S. has come to be known as the opioid overdose crisis, or the opioid epidemic. 

Problematic drug use has become one of the burning societal crises of the twenty-first century. 

Drug use is a complex social behavior, affected by a multitude of factors. Decisions about 

which drugs to consume, how to consume them, and how to manage their risks, are highly 

dependent on individuals’ identities, environments, and experiences. Gender and gender identity 

are significant factors in this decision-making process. There is evidence for a gender effect on 

drug use behaviors, risk reduction, and care-seeking (Cotto et al, 2010). However, there is little 

known about how this gender effect is reflected in overdose prevention resources. 

What, then are the best practices for engaging non-male populations with available 

resources? The objective of this thesis is examining the intersection of gender and opioid harm 

reduction and overdose prevention resources. First, we set the stage with the history and 

evolution of the U.S. overdose crisis, contextualizing the epidemic as it exists in 2020. Then, we 

discuss the philosophy of harm reduction and harm reduction interventions for opioid use. After 

discussing the effect of gender on drug use behaviors, we introduce the idea of “gender-

sensitive” harm reduction – organizations or programs that incorporate gender explicitly into 

their outreach and are, presumably, more effective at engaging non-male individuals. 

Through qualitative interviews with harm reduction providers across the U.S., specific 

elements of their gender-sensitive programming will be better understood. From these 

interviews, major, cross-cutting themes will be identified as best practices for any harm 

reduction organization conducting gender-sensitive outreach.  
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The Evolution of the U.S. Opioid Epidemic 

 The modern opioid epidemic has its roots in the late 1990’s. In 1999, the overall rate of 

fatal drug overdose in the U.S. was 2.9 deaths per 100,000, concentrated in small clusters in 

Appalachia and the Southwest (CDC, 2018). Throughout the early 2000’s, rates of overdose 

grew steadily, intensifying in the cluster areas but also spreading to other parts of the country. 

Rates began to increase much more sharply in 2011. By the mid 2010’s, this was no longer a 

crisis localized to a few specific areas. The entire country began to feel the effects of opioids and 

overdose death. 

 

The crisis only worsened after 2015. In 2015, the rate of drug overdose death rate was 

10.4 per 100,000, and in 2017, the rate of fatal overdose reached an all-time high of 14.9 deaths 

per 100,000 (CDC, 2018). Overall, there has been a 414% increase in the rate of fatal drug 

overdose in the U.S. since 1999. 

Figure 2. The opioid crisis began as a localized phenomenon in certain areas of the county but by 2015, increasing 
rates of fatal drug overdose were pervasive across the country. (Source: The New York Times). 
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The opioid epidemic has been a dynamic phenomenon, evolving and changing over time. 

In particular, the pharmacological drivers of the epidemic – the specific drugs causing the 

overdoses – have changed over the last two decades. Opioids can be broken down into three 

general classes: natural/semisynthetic opioids (i.e. prescription opioids like oxycodone), heroin, 

and synthetic opioids (e.g. fentanyl). Figure 3 disaggregates U.S. fatal overdose rates from 1999 

to 2018 by these three classes of opioids. Disaggregation reveals three distinct phases of the 

opioid overdose epidemic. Deaths during each phase, or wave, have been primarily driven by a 

different class of opioids. 

 

Figure 3. Disaggregation of U.S. overdose deaths by type of opioid reveals that the epidemic 
has unfolded in three distinct waves. (Source: Centers for Disease Control and Prevention) 
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The Three Waves of the Opioid Epidemic 

The first wave, lasting from 1999 to 

approximately 2011, was driven primarily 

by deaths from natural or semi-synthetic 

opioids or prescription opioids (e.g. 

oxycodone). Deaths related to prescription 

opioids began to rise steadily in the 1990’s, 

outpacing the rate of death from heroin or 

synthetic opioids. During this first wave, 

white, rural communities were the hardest 

hit, particularly rural areas of Appalachia. For example, the town of Williamson, West Virginia, 

has a population of only 3,191, but the town’s two pharmacies dispensed 20.8 million 

prescription opioids over ten years – or 6500 pills per person (Gutierrez, 2018). In 2011, at the 

height of over-prescription, the national rate of death from overdose among white populations 

was 14.9 per 100,000, compared to 8.3 per 100,000 among black populations (CDC, 2018).  

In 2011, overdose deaths from 

prescription opioids plateaued while 

deaths from heroin increased, marking the 

beginning of the second wave. The 

number of heroin users had been steadily 

increasing throughout the early 2000’s due 

to the increased availability of high-purity, 

low-cost heroin primarily imported from 

Figure 4. During the first wave of the opioid epidemic, natural or 
semi-synthetic opioids, more commonly known as prescription 
opioids, were the primary drivers of overdose. (Source: CDC) 

Figure 5. The second wave of the opioid epidemic was marked by a 
significant increase in the rate of fatal heroin overdose. (Source: CDC) 



 9 

Mexico and Colombia (Drug Enforcement Administration, 2016). This shift in the heroin supply 

coincided with an increased number of individuals dependent on prescription opioids. The 

transition from using prescription opioids to using heroin became increasingly common, 

especially among older, white Americans living outside of major urban areas (Ciccarone, 2019). 

Reformulations of prescription opioids into abuse-deterrent formulations and stricter regulations 

on over-prescribing around 2010 also played a role in pushing more people to heroin use. It is 

important to note, however, that the first and second waves are so-called “intertwined epidemics” 

– separate but related entities. Although many patients did transition from prescription opioids to 

heroin, there was a sizable proportion of users – generally younger and more urban – who 

initiated directly with heroin (Ciccarone, 2019). The rate of heroin overdoses skyrocketed from 

2011 to 2015, overtaking the rate of overdoses from prescription painkillers in 2015. 

Finally, the third wave of the opioid 

epidemic began in 2013, driven primarily by 

fentanyl, its analogues, and other synthetic 

opioids. Fentanyl has caused a sharp and 

unprecedented increase in the rate of 

overdose deaths, to the point that fentanyl-

related overdose deaths now represent a 

greater mortality burden than deaths from 

both prescription opioids and heroin. 

Overdose mortality in the third wave is much more diverse than in either the first or second 

waves. The rate of opioid overdose among black individuals remained relatively low during the 

first and second waves but increased dramatically in the third wave, from 4.0 per 100,000 in 

Figure 6. Potent synthetic opioids, mainly fentanyl, have been the 
drivers of the deadly third wave of the opioid epidemic. This 
wave has seen the highest rates of drug overdose ever recorded in 
U.S. history. (Source: CDC) 
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2012 to 14.0 per 100,000 in 2018 (National Institute on Drug Abuse, 2018). The overdose rate 

among white individuals remained significant during this time, reaching an all-time high of 19.4 

per 100,000 in 2017. The crisis also moved into U.S. cities – in 2015, the rate of fatal urban 

overdose surpassed fatal rural rates for the first time in a decade. The demographics of overdose 

deaths are shifting accordingly. The New York City Department of Health and Mental Hygiene 

(DOHMH) reports that rates of fatal overdose are increasing among Latinx populations, people 

aged 55-84, and women, as well as residents of high poverty neighborhoods (NYC DOHMH, 

2019).  

 

The Epidemic in 2020 

The U.S. is currently in the third wave of the epidemic. 46,800 Americans died of an 

opioid overdose in 2018 (CDC, 2018). This was the first time that the number of fatal opioid 

overdoses in the U.S. declined since 1990, though not all parts of the country saw the same 

effects. Some states hit the hardest in the early phases of the epidemic saw decreases in overdose 

rates, including Ohio and Pennsylvania, where rates declined by 22.4 and 19.6% respectively 

between 2017 and 2018 (CDC, 2019). Other states, like Missouri, saw a 16.3% increase in 

overdose deaths during this time period. The most significant burden is still among the non-

Hispanic white population, with non-Hispanic white men reporting the highest rates of fatal 

opioid overdose, although the rates of fatal opioid overdose among many non-majority groups 

have grown more rapidly during this third wave of the epidemic. Synthetic opioids continue to 

drive overdose deaths in this phase. 
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Some researchers are 

signaling an emerging fourth wave 

of the epidemic, characterized by 

polydrug use. Figure 7 compares 

the rates of overdose involving 

synthetic opioids, cocaine, and 

psychostimulants with abuse 

potential (i.e. amphetamines). Both 

classes of stimulants have seen a 

resurgence beginning around 2015, coinciding with the rise of fentanyl.  

 The combination of opioids and stimulants can be intentional and unintentional. Some 

individuals prefer to combine opioids with cocaine in a “speedball” or with amphetamines in a 

“goofball” for the physiological effects (Ciccarone, 2019). Heavy adulteration of the U.S. drug 

supply has drastically increased the frequency of unintentional polydrug use. Fentanyl and its 

analogues are commonly mixed into other drug supplies because of their low cost and relative 

ease of manufacture. The adulteration of opioid supplies with synthetic cannabinoids, especially 

K2, has caused several overdose outbreaks in recent years.  

 
  

Figure 7. The rise of stimulant-related overdose deaths has raised 
concerns about an emerging fourth wave, characterized by polydrug 
combinations. 
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Classifications and Terminology 

Prescription Opioids, Heroin, and Emerging Synthetic Opioids 

Opioids are a class of moderately strong painkillers with chemical similarities to the 

opium poppy plant, encompassing a broad list of substances with both licit and illicit uses. 

Opioids have an effect on the body’s central nervous system, altering the perception of pain in 

the body. For this reason, many licit opioids are commonly prescribed by a physician for post-

operative recovery. Some of the most common prescription opioids are oxycodone (OxyContin, 

Percocet, Percodan, Roxicodone), hydrocodone (Lorcet, Lortab, Norco, Vicodin), 

hydromorphone (Dilaudid), codeine, morphine (MS Contin), and tramadol. The most commonly 

used illicit opioid is heroin, a highly addictive recreational street drug derived from morphine. 

Pure heroin presents as a white powder, but it is also commonly sold as black tar heroin, which 

contains impurities due to crude processing methods. Heroin can be injected (intravenously, 

intramuscularly, or subcutaneously), smoked, or snorted. 

There is also an emerging new class of synthetic drugs that mimic the chemical structure 

of opioids but are not derived naturally from the opium poppy. With high affinity for opioid 

receptors, these synthetic opioids are extremely powerful, anywhere from 3 to 50,000 times as 

potent as morphine (Armenian et al, 2017). The most notable synthetic opioid is fentanyl. 

Fentanyl has been used as a surgical anesthetic for decades, but illegally manufactured fentanyl 

has played an increasingly significant role in driving overdose mortality in the United States. 

Through small biochemical modifications, the structure of fentanyl can be changed into a 

fentanyl analogue, a substance that is chemically similar but may have entirely different 

pharmacological effects. Some notable fentanyl analogues implicated in the U.S. overdose crisis 

include carfentanil, sufentanil, alpha-methylfentanyl, butyryl fentanyl, and furanyl fentanyl 
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(Armenian et al, 2017). Finally, there is a novel emerging class of synthetic opioids unrelated to 

fentanyl. These compounds are so new that most are only known by chemical shorthand (e.g. W-

18, U-47700, AH-7921) (Drug Policy Alliance, 2016). Across this class of new synthetic 

opioids, potency and pharmacological effects vary widely.  

Finally, it is worth noting two opioids, methadone and buprenorphine, that have 

therapeutic benefits in treating opioid use disorder. Methadone is a synthetic opioid, while 

buprenorphine is a semi-synthetic opioid; both act on opioid receptors to elicit an opioid-like 

effect. However, since they elicit a more muted effect than heroin or other prescription opioids, 

they can be helpful in suppressing feelings of withdrawal and are used as a treatment for opioid 

dependence.  

The Drug Enforcement Administration (DEA) classifies narcotic substances into five 

categories, or schedules, based on the substances’ accepted medical uses and abuse potential. 

Heroin is Schedule I, which means it has no currently accepted medical use and a high abuse 

potential (Drug Enforcement Administration, n.d.). Fentanyl and most prescription opioids (e.g. 

morphine, oxycodone, hydrocodone) are classified as Schedule II, which means they have 

accepted medical uses but a high abuse potential. Various other prescription opioids (e.g. 

codeine, tramadol) are classified into Schedules III-V, indicating looser regulation. Methadone 

and buprenorphine, the two opioid agonists used therapeutically, are Schedule II and III, 

respectively.   

 

Opioid Use, Misuse, Abuse, and Overdose 

The wide variability of substance use behaviors has necessitated the development of a 

spectrum to describe different stages and severities of substance use. Acute intoxication (i.e. 
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overdose) is a transient state caused by the ingestion of a substance, characterized by 

“disturbances in consciousness, cognition, perception, judgment, affect, or behavior” (World 

Health Organization, 1994). Symptoms of overdose vary based on the dose, drug, and individual 

physiology. For opioids, the three signs of an overdose are constricted pupils, unconsciousness, 

and respiratory depression. The latter symptom is potentially fatal; opioids can enact a strong 

enough effect on the central nervous system to completely stop breathing mechanisms, leading to 

tissue damage and death. 

Substance misuse is use that “does not follow medical indications” (Smith et al). Misuse 

usually has therapeutic intent that is inconsistent with prescription guidelines, so is especially 

relevant for prescription opioids. Substance abuse, on the other hand, implies an intent to achieve 

a “euphoric or psychotropic” effect (Smith et al). Addiction, or substance use disorder, is a 

formal diagnosis, codified in the Diagnostic and Statistical Manual of Mental Disorders (DSM-

5). Finally, dependence is a physiological state where a “withdrawal syndrome… can be 

produced by abrupt cessation, rapid dose reduction… and/or administration of an antagonist” 

(Smith et al). Dependence is an integral part of a diagnosis of substance use disorder. 
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Harm Reduction and Opioid Overdose Prevention 

Philosophy of Harm Reduction 

The growing burden of drug use and overdose death in the U.S. has demanded robust 

policy and public health responses. While some interventions seek to curb the trafficking and 

distribution of drugs, increasingly popular are harm reduction interventions, which seek to 

reduce the risks of the behavior without necessarily prohibiting the behavior itself. This section 

discusses the philosophy of harm reduction as it relates to drug use, describing the key harm 

reduction interventions for opioid use: syringe exchange programs, naloxone distribution, 

medication-assisted treatment, safe consumption spaces, and heroin maintenance treatment. 

Harm reduction is defined as “a set of practical strategies and ideas aimed at reducing 

negative consequences” associated with human behaviors, both legal and illegal (Harm 

Reduction Coalition, n.d.). Harm reduction policies aim to meet people who use drugs “where 

they’re at,” minimizing the potentially harmful effects of using drugs rather than requiring 

abstinences or criminalizing use. Harm reduction is widely applicable to many areas of public 

health – including safe sex promotion, decriminalization of sex work, seatbelt requirements, and 

nicotine replacement therapies – but for the purpose of this thesis, harm reduction is considered 

only in the context of drug use.  

Harm reduction was introduced to the U.S. in the 1980’s, as a radical solution to a 

growing epidemic of acquired immunodeficiency disorder syndrome (AIDS) among people who 

use drugs. After decades of fierce advocacy by groups like the AIDS Coalition to Unleash Power 

(ACT UP), the harm reduction framework is now a regular part of a public health response to 

drug use.  
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Overview of Harm Reduction Interventions 

The key harm reduction interventions for opioid use are syringe exchange programs, 

naloxone distribution, medication-assisted treatment, safe consumption spaces, and heroin 

maintenance programs. These interventions can be a stand-alone service but are often provided 

by multi-service harm reduction organizations, which offer two or more of these interventions. 

Harm reduction interventions are also frequently offered alongside medical and social services, 

such as case management, legal assistance, and referrals to housing. The logic model in Figure 8 

summarizes the central activities, short-term outcomes, and long-term outcomes of a prototypical 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Harm reduction 
activities (e.g. 
needle exchange, 
naloxone access) 

Clinical services 
(e.g. medication-

assisted treatment) 
Social services Legal services 

FOUNDATIONAL SERVICES 

SHORT-TERM OUTCOMES 

Increased access to 
safe injection supplies 

Increased access 
to naloxone 

Increased access to 
social services 

Increased access to 
community and social support 

Increased participation of people who use drugs in 
service provision and development  

Increased awareness of risk factors and risk 
reduction strategies 

LONG-TERM OUTCOMES 

Reduced risk behaviors Reduced disease 
transmission  

Reduced overdose 
mortality 

Improved quality of life for 
people who use drugs 

Improved effectiveness and responsiveness of interventions to the community of people who use drugs 

Figure 8. A preliminary logic model summarizing the services and outcomes involved in a typical harm reduction 
organization. The model was modified based on results from the qualitative interviews. 
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drug use harm reduction organization. This preliminary model is based on the service provision 

of a general harm reduction organization; it was modified based on the results from qualitative 

interviews, discussed in detail in the “Discussion” section of this thesis. The modified logic 

model is presented as Figure 35. 

Central to the harm reduction paradigm is the idea that every intervention has a 

“threshold” – a level of demand placed on the person receiving the intervention. High-threshold 

interventions are ones that require a significant behavior change and are usually more resource-

intensive. In drug use, an example of a high-threshold intervention is a residential abstinence-

only rehabilitation program that requires a full detox and is not covered by insurance (Mofizul, 

2013). While these interventions can and do work, there are many for whom the hurdle is too 

prohibitive. To engage a larger cross-section of people who use drugs, harm reductionists aim to 

introduce more low-threshold interventions. Low-threshold programs aim to effect small 

behavior change, reducing risk without avoiding it entirely. Rather than require abstinence, a 

low-threshold program might encourage participants to smoke rather than inject heroin, dispose 

of used syringes in a safe manner, or test their drugs before use. Because low-threshold programs 

demand relatively little of participants, they are generally more accessible and have the potential 

to engage a wider cross-section of populations at risk for opioid overdose. These programs may 

also build self-efficacy among participants, allowing for future higher-threshold interventions. 

When enacting harm reduction policies, there may be concern that this paradigm 

implicitly sanctions or normalizes an illicit behavior. This is a difficult fear to dispel altogether. 

A number of U.S. studies indicate that harm reduction does not encourage drug use (Watters, 

1994; Paone, 1995). Researchers have noted the difficulty of even studying this question, 
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however, since drug use is a dynamic phenomenon dependent on so many external and 

environmental factors (Hunt, 2010). 

 The following are the key harm reduction interventions for opioid use, as well as a 

discussion of their effectiveness in reducing opioid-related harms.  

 

Syringe Exchange 

People who inject drugs are 22 times more at risk of contracting human 

immunodeficiency virus (HIV) than a member of the general population, due to the sharing or 

reusing of syringes (UNAIDS, 2018). In the U.S., about 20% of new HIV infections are among 

people who use drugs (CDC, 2017). A syringe exchange program (SEP) is a harm reduction tool 

that provides people who inject drugs with sterile syringes and allows for the disposal of used 

syringes, often in a one-to-one exchange. SEPs also typically offer safer injection supplies (e.g. 

alcohol wipes, water, normal saline, cotton, tourniquets, sharps containers, and aluminum 

cookers), conduct HIV and hepatitis C testing, and provide educational materials. There are 

several models of syringe exchange – they can be a standalone service, part of a larger 

organization, a mobile site, or an informal or underground distribution network. As of 2019, 

there were 358 syringe exchange programs operating across the U.S. (amfAR, 2019).  

 In the U.S., syringe exchange began during the AIDS epidemic in the 1980’s. The first 

SEPs were underground, run by activists and people who use drugs. These sites began receiving 

local authorizations in the early 1990’s, though support for SEPs varied widely across the 

country. In 1988, Congress barred the use of federal funds to finance syringe exchange, though 

this did not stop SEPs from opening across the country, administered by local governments or 

non-governmental organizations. In 2009, Congress lifted the federal funding ban, only to 
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reinstate it in 2011 and lift it again in 2016. In the current iteration, federal dollars still cannot be 

used to purchase the syringes themselves, but can pay for staff salaries, counseling, etc. 

(Weinmeyer, 2016). 

 SEPS are effective in preventing infectious disease transmission associated with injection 

drug use, associated with decreases in the prevalence of HIV and hepatitis C and decrease in the 

incidence of HIV (Paone, 1995; Aspinall, 2014; CDC, 2016). SEPs are also effective at 

modifying injection-related risk behaviors, including sharing syringes, condom use, injecting 

frequency, and the use of sterilizing supplies (Fernandes et al, 2017). SEPs are associated with 

less syringe litter in the surrounding areas (Wenger, 2011). Finally, some studies suggest that the 

availability of mobile SEPs may attract younger people who inject drugs with higher risk profiles 

(Fernandes et al, 2017). 

 

Naloxone Distribution 

Naloxone is an opioid antagonist that reverses the potentially fatal respiratory depression 

that accompanies opioid use, effectively drawing someone out of an opioid overdose. Naloxone 

can be administered subcutaneously, intravenously, or intranasally; it is fast-acting, effective, 

and has no known negative physiological side effects (Harm Reduction Coalition, n.d.). 

Naloxone has no psychoactive effect on its own, only reversing the effects of opioids already 

present in the system. Therefore, this drug has no abuse potential and will not physiologically 

effect someone who has not taken opioids. There has been some controversy about whether the 

availability of naloxone creates a moral hazard and enables people to continue using drugs 

(Greene, 2018). Nevertheless, within public health and medical communities, naloxone is a 
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valuable tool for reversing overdose and saving lives. Intranasal naloxone is sold under the brand 

name Narcan; the intramuscular formulation is sold under the brand name Evzio.  

Naloxone was approved for opioid overdose reversal by the FDA in 1971, but at that time 

its use was limited to hospital and emergency response settings. In 1996, activists at the Chicago 

Recovery Alliance began distributing naloxone to needle exchange participants through an 

underground network. Since then, expanding access to naloxone has become a cornerstone of 

overdose prevention strategy. Outside of hospitals, naloxone is distributed through two types of 

organizations: pharmacies and opioid overdose prevention programs (OOPPs), the latter being an 

umbrella term that covers community-based programs like SEPs, community clinics, treatment 

providers, detention centers, and government institutions. OOPPs also conduct trainings on how 

to recognize opioid overdose and respond appropriately with naloxone. OOPPs have been found 

to successfully train bystanders in overdose reversal, reporting a reversal success rate of 83-

100% from a wide sampling of programs (Clark, 2014). Approximately 6.5% of opioid deaths 

were prevented by naloxone distribution, with one prevented death for every 227 kits distributed 

(Coffin and Sullivan, 2013). An interrupted time-series in Massachusetts found that communities 

that implemented naloxone distribution and overdose prevention education through an OOPP 

had a significantly reduced rate of overdose than communities that did not implement such 

programs (Walley et al, 2013).  

 

Medication-Assisted Treatment 

Medication-assisted treatment (MAT) is the pharmacological gold standard for the 

treatment of substance use disorder. Using one of three medications – methadone, 

buprenorphine, and naltrexone – patients can suppress craving and withdrawal associated with 
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cessation of opioid use. Methadone and buprenorphine are both partial opioid agonists, eliciting 

a smaller pharmacological effect at the opioid receptor than drugs like oxycodone or heroin. The 

treatment regimen for these two medications usually involves a slow taper after the patient has 

been stabilized, allowing the patient to be weaned off onto smaller and smaller doses of the 

medication. Some patients require a low stabilizing dose of methadone or buprenorphine for 

years. These are relatively low-threshold medications in that they do not require total 

detoxification; patients often use heroin or prescription opioids in conjunction with the two 

opioid substitutes, allowing for a gradual initiation of treatment. Methadone and buprenorphine 

are both effective at reducing the use of illicit opioids, reducing the frequency of injection, and 

improving quality of life (Teoh, 2016; NIDA, 2018). Buprenorphine is sold under the brand 

name Subutex. It is also commonly combined with naloxone and sold under the brand name 

Suboxone.  

The third medication, naltrexone, is an opioid antagonist, which means it occupies space 

in the opioid receptor without stimulating any physiological effect. For one month after 

naltrexone administration, patients cannot feel the sensation of an opioid high, even if they 

introduce opioids into their system. Naltrexone is found to significantly improve abstinence from 

opioids (NIDA, 2018). However, because it requires a full detoxification, it is a higher-threshold 

treatment option.  

 

Safe Consumption Spaces 

Safe consumption spaces (SCSs) – also known as safe injection sites, supervised injection 

facilities, drug consumption rooms, or overdose prevention sites – are designated locations where 

individuals can consume drugs using clean supplies under the supervision of medical 
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professionals. The majority of SCSs focus on injection, but some models also allow users to 

smoke or snort drugs. The first SCS opened in Bern, Switzerland in 1986. Now, there are about 

120 sites in operation around the world, the vast majority in Europe (e.g. the Netherlands, Spain, 

Norway, Germany, France, Switzerland, and Denmark), one in Australia, and about 25 across the 

Canadian provinces (European Monitoring Centre for Drugs and Drug Addiction, 2018). 

Typically, SCSs have several booths, each equipped with a sharps disposal container and clean 

supplies. A trained professional, usually a nurse, sits a comfortable distance away, able to 

respond with naloxone if necessary. 

There is a significant body of evidence demonstrating that SCSs are effective at 

preventing fatal and non-fatal overdose, promoting safer injection practices, and reducing public 

injection and syringe litter, without increasing drug trafficking or crime in the area (Potier et al, 

2014; European Monitoring Centre for Drugs and Drug Addiction, 2018). SCSs also increase 

enrollment in drug treatment and reduce the risk of HIV and hepatitis C transmission (Wood et 

al, 2007; Salmon et al, 2009). There is also evidence that SCSs act as a safety net, helping high-

risk, marginalized populations who otherwise would not have access to services. Across 

hundreds of global sites, several decades in operation, there has never been an overdose death at 

a supervised consumption space. 

SCSs, though prevalent across the world, are absent from the U.S. harm reduction 

landscape, though this may be about to change. For years, SCSs were thought to be illegal under 

the Controlled Substances Act of 1972 (CSA). However, the growing burden of the opioid 

epidemic mobilized attention towards exploring SCSs as an overdose prevention strategy. A 

recent court decision in Philadelphia found that SCSs do not, in fact, violate the CSA, giving 

activists the greenlight to explore legal SCSs. Several other cities, including NYC, San 
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Francisco, and Seattle, have expressed interest in pursuing SCSs further. As of now, however, 

there are no legally sanctioned SCSs in the U.S.  

 

Heroin Maintenance Programs 

 Heroin maintenance programs (HMPs) aim to replace street heroin with unadulterated, 

pharmaceutical-grade heroin, or diacetylmorphine. Using heroin in a controlled manner may help 

stabilize patients, reduce their withdrawal symptoms, and remove them from the chaotic street-

level narcotics environment. Heroin-assisted treatment is a regular practice in Switzerland, and 

has been explored or implemented in the Netherlands, Germany, Norway, and Canada. Patients 

receiving heroin-assisted treatment and methadone together have lower rates of illicit heroin use, 

lower rates of benzodiazepine use, lower involvement in criminal activity, and higher treatment 

retention than patients only on methadone (Smart, 2018). This benefit is notable among patients 

with one or more previous unsuccessful attempts at methadone maintenance. Despite evidence of 

positive effects, HMPs are a controversial intervention with no current presence in the U.S. 
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Gender and the Overdose Crisis 

Overdose Burden Among Female-Identifying Individuals 

The rate of overdose death among U.S. females has been steadily increasing since 1999, 

so much so that in 2018 the National Institutes of Health (NIH) reported that “the face of the 

opioid epidemic is increasingly young, White, and female” (NIH, 2018). Historically, men have 

experienced higher rates of overdose than women, but the evolving nature of the U.S. drug crisis 

has led to a convergence, where death rates among women are rising faster than death rates 

among men (Scommegna, 2018). Between 1999 and 2018, rates of opioid-related death 

increased by 618% for women and 435% for men (CDC, 2018). Figure 9 shows the steadily 

increasing rates of opioid-related death among U.S. females, mirroring the national trends. When 

broken down by class of opioid, the rates of opioid-related mortality resemble the three-wave 

model described earlier in this thesis. Unlike the national trends, however, Figure 9 shows a 

Figure 9. Mirroring national trends, the rate of opioid-related death among U.S. females has been 
increasing steadily since 1999. Deaths were driven primarily by prescription opioids from 1999 through 
the mid 2010’s, but synthetic opioids became the primary driver of female opioid-related deaths in 2017. 
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much longer and more persistent first wave of prescription opioid-related mortality. Among 

women, the heroin-related mortality rate never overtook the rate from prescription opioids, with 

no distinct second wave. Nationally, the third wave of the crisis began around 2013, but among 

women, synthetic opioids became the main cause of death in 2017. Notably, 2017 was the first 

year that an opioid subclass other than prescription opioids was the primary cause of death.  

When disaggregated by race, Figure 10 shows that white, non-Hispanic women have had 

the highest rates of opioid-related overdose since 2001, followed by American Indian/Alaska 

Native Women. There is a shift in the mortality rates among black, non-Hispanic women around 

2015, coinciding with the third wave of the epidemic. Opioid overdose rates among Hispanic and 

Asian or Pacific Islander women have been consistently lower, though have increased slightly 

since 1999. 

Figure 10. Since the early 2000’s, white, non-Hispanic women and American Indian/Alaska Native women 
have seen the biggest increases in opioid-related mortality rates. The rates among black, non-Hispanic 
women saw a sharp increase starting in 2015. 
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For the purposes of this research, the umbrella term “gender” was expanded to include 

transgender individuals. Transgender individuals do not identify with the sex they were assigned 

at birth. A marginalized and stigmatized population, about 0.6% of the U.S. population, or about 

1.4 million people, identified as transgender in 2015 (Flores, 2016). National surveys are only 

beginning to accurately capture the nuances of gender identity, so demographic data about 

transgender individuals is somewhat lacking. Similarly, due to inconsistency in recording gender 

of decedents, there is a lack of consistent data about the burden of opioid overdose among 

transgender individuals. Because of the unique risk factors for substance use faced by members 

of the transgender community, it is reasonable to assume that the opioid overdose crisis has 

likely had a significant mortality burden among these populations, as detailed in the next section.   

 

Gender-Related Risk Factors 

 Women who use drugs are a high-risk population, for both physiological and social 

reasons. Women are more likely than men to receive opioid prescriptions, to self-medicate 

anxiety or depression with opioids, and have a greater sensitivity to pain (Mazure and Fiellin, 

2018). Women tend to use smaller doses of drugs over a longer period of time and are less likely 

to inject, favoring other routes of administration. These observations mirror trends seen in 

Figure 9 and may account for the persistent mortality burden of prescription opioids over heroin. 

Women also tend to report a shorter time between first use and diagnosed substance use disorder, 

indicating that they are more at risk of dependence at smaller doses (NIH, 2020).  

 Relationships and social context also place women at higher risk of adverse health 

outcomes. Women who use drugs are more likely to have sexual partners who also use drugs and 

may rely on their partners to obtain drugs, harm reduction supplies, or to physically assist them 
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with injection. Sex work is common among women who use drugs, and, while the causal 

relationship between drug use and sex work is complicated, women who engage in sex work at 

increased risk of HIV, other sexually transmitted infections, and unplanned pregnancies 

(Pinkham and Shapoval, 2010). Women who use drugs are also at greater risk of experiencing 

violence at the hands of intimate partners, strangers, and law enforcement and report high rates 

of adverse childhood events, including sexual abuse (Baral, 2013). 

 The American Psychological Association (APA) defines the concept of “minority stress,” 

which represents the difficulties experienced by a minority group within a larger majority 

society. The concept of minority stress most explicitly affects transgender individuals, but it can 

be argued that this kind of stress also affects women in male-dominated, street-level drug use 

environments. The stressors related to one’s status as a minority manifest as a greater propensity 

for risky behaviors including substance use and/or polysubstance use (Dentato, 2013). These 

elevated risky behaviors, in turn, increase the likelihood of sexually transmitted infections. For 

instance, it is reported that transgender individuals are almost 50 times more likely to contract 

HIV than cisgender individuals (Reisner et al, 2016). There is a strong correlation between 

enacted stigma against transgender individuals and their risk of engaging in substance use 

(Watson et al, 2019). Other risk factors for substance use include discrimination and housing 

instability (Fontanari et al, 2019). The legal and social exclusion faced by transgender 

individuals also increases their risk of experiencing violence, engaging in sex work, and facing 

stigma in seeking treatment (Reisner et al, 2016). 

 There is a notable discrepancy in treatment access and care-seeking between men and 

women who use drugs. A study of pre-hospital overdoses found that women were three times 

less likely to receive naloxone in an emergency pre-hospital response (Sumner et al, 2016). 
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Women face strong stigma surrounding drug use and motherhood; they may be significantly less 

likely to seek treatment, or even seek harm reduction services, for fear of losing their children to 

child protective services. Finally, harm reduction resources themselves may not always offer a 

dedicated space for women who use drugs. Tessie Castillo, a drug policy journalist at Filter 

Magazine, recently wrote that “most harm reduction programs fail to cater to women’s specific 

needs” (Castillo, 2019).  

 

Gender-Sensitive Harm Reduction Programs 

In response to a need for gender-sensitive programs within harm reduction spaces, the 

Women and Harm Reduction International Network developed a series of recommendations for 

providers (Pinkham, 2012). These recommendations include: 

o Hosting women-only programming in order to create a space where women who use 

drugs can feel safe and supported; 

o Providing an option for mobile outreach allows programs to reach women unable to 

leave their houses due to children or a fear of male-dominated exchange space; 

o Providing female-specific educational materials about understanding HIV, safe sex, 

and navigating power dynamics in relationships where one or both partners use drugs; 

o Providing referrals to women’s health care providers and childcare providers; 

o Promoting female leadership internally. 

In 2008, the International Harm Reduction Development Program (IHRD) of the Open 

Society Institute funded several harm reduction organizations in Ukraine to expand their gender-

responsive services. Six participating organizations varied in their approaches, but the key 

aspects of their programs were common: integrating sexual and reproductive health, improving 
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access to opioid substitution therapy for pregnant women and mothers, and expanding legal and 

social support (e.g. to help retain custody of children, improve parenting, find housing). All 

programs also focused on empowerment, building spaces for women to build community 

amongst themselves, engage in advocacy or peer counseling, and overcome trauma, internalized 

stigma, and other social issues (Pinkham, 2010). Around the world, many harm reduction 

programs have adopted some elements of gender-sensitive programming, though the scope of 

this programming varies widely between organizations.  

A handful of organizations have taken it a step further, making gender-sensitivity a 

critical aspect of their organizational mission. In 1993, an organization called Helping Individual 

Prostitutes Survive (HIPS) was founded in Washington, D.C., with the goal of outreach and 

counseling for young women living on the streets, many of whom were engaging in sex work. In 

2017, the Sex Workers Promoting Action, Risk Reduction, And Community Mobilization 

(SPARC) Women’s Center opened in Baltimore, providing mobile outreach and harm reduction 

services to “support people whose gender identities include woman, agender, gender-nonbinary, 

and all other non-men identities, who engage in street-based, survival activities including trading 

sex, selling or using drugs, and sleeping rough” (Johns Hopkins University, 2019). Although 

similar programs may exist, they are notably few and far between. 
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Evaluation of Harm Reduction Programs 

Characteristics of Effective and Accessible Programs 

 Wiessing and colleagues have proposed a measurement framework to be used for the 

monitoring and evaluation of drug use harm reduction providers at various levels. The authors 

assert that establishing a set of “validated and internationally agreed upon best practice 

indicators” is necessary for rigorous evaluation of harm reduction service quality (Wiessing et al, 

2017). To that end, they identify twelve priority criteria covering three categories – opioid 

agonist therapy, needle exchange programs, and harm reduction services – to be used in 

assessing the quality of harm reduction services. 

Table 1. Priority Indicators Identified by Wiessing and Colleagues 

Opioid Agonist Therapy 
(OAT) 

Needle Exchange Programs 
(NEP) Harm Reduction Services 

• Coverage of estimated 
population of opioid users 

• Waiting time to begin 
treatment 

• Dosage of methadone or 
buprenorphine 

• Availability of OAT in 
prisons 

• Coverage of estimated 
population of people who 
inject drugs 

• Annual number of needles 
exchanged 

• Availability of injection 
supplies 

• Availability of NSP in 
prisons 

• Availability of infectious 
disease counseling, testing, 
vaccinations, and referrals 
to treatment (e.g. HIV, 
HCV) 

• Availability of naloxone 
• Information about safer 

injection practices 
• Availability of condoms 

 

The authors note that these twelve indicators are prioritized because they are relatively 

easy to monitor, while also providing valuable structure and process information about the 

provider. They also identify secondary indicators that are more difficult to monitor, though still 

important to understanding harm reduction care quality. One of these indicators is 

“accessibility,” which includes: “opening times and geographic coverage, outreach activities, 
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costs to clients, no age limits, no parental consent requirements, targeted programmes for special 

populations (e.g. (pregnant) women, sex workers, underage users)” (Wiessing et al, 2017). 

Responsiveness to the needs of specific populations has also been identified as a best 

practice by other sources. A report sponsored by the NYC DOHMH summarizes the operational 

and structural best practices for syringe exchange programs. One of these best practices is to 

“maximize responsiveness to characteristics of the local injection drug user population [by] 

adapt[ing] planning activities and service modalities to subgroup needs” (NYD DOHMH, 2009). 

Responsiveness to the needs of specific populations is a characteristic of any effective health 

care provider, but is especially important in drug use and harm reduction given the high-risk 

behaviors involved. 

 Neither framework proposes specific indicators for the evaluation of these subgroup-

targeted programs, nor for the kinds of structures and processes needed to maximize the quality 

of harm reduction care for vulnerable women. Wiessing and colleagues note that “there are still 

continuous gaps in information about how effectively interventions are actually being provided; 

their coverage, quality, client characteristics and the degree to which they fulfill the needs of 

different populations of drug users” (Wiessing et al, 2017). Despite the wide adoption of best 

practice guidelines for provision of harm reduction services, the authors note that there is a need 

for perspectives “on the ground,” and the development of quality indicators and measurements 

that reflect reality. 

Realist Evaluation 

 Traditional models of program evaluation seek to answer whether an intervention works. 

However, this perspective does not account for the social, political, and interpersonal realities of 

programs, especially in an environment as dynamic as harm reduction. The realist evaluation 
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perspective may offer a better mechanism for understanding gender-sensitive service provision. 

Rather than asking whether a program works, realist evaluation seeks to understand how the 

program works, for whom it works, and in what circumstances it works. Realist evaluation 

acknowledges that programs are embedded in social systems, impacted by four I’s: individuals 

involved in the program, the interpersonal relationships between them, the institutional balance 

of priorities, and infra-structural systems that support or undermine the program (Pawson and 

Tilley, 2004). Realist evaluation also acknowledges that programs are not isolated or even 

constant; rather, they are “open,” changing with politics, media coverage, internal 

reorganizations, technological shifts, and a whole host of other externalities.  

 Under realist evaluation, processes and characteristics of programs that bring about their 

desired outcomes are called mechanisms. In the absence of clear indicators of success, gender-

sensitive harm reduction programs may be evaluated by the mechanisms they use to achieve 

changes in behavior. The realist evaluation scheme acknowledges, however, that mechanisms are 

fully dependent on their context and that context can both enable and constrain the ability of 

mechanisms to achieve their desired effect (Pawson and Tilley, 2004).  

 

Models of Evaluation 

The gender-sensitive harm reduction program is a specific and under-studied model of 

care delivery, which still requires some research and development. Consequently, we will use 

Parry and colleagues’ delivery systems science framework, which presents three distinct stages 

for developing and testing new interventions. New models are developed and contextualized in 

the Innovation Phase, their applicability is evaluated in the Testing Phase, and effective models 

are disseminated and popularized in the Scale-up Phase (Parry et al, 2013). Gender-sensitive 
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harm reduction programs are still in the Innovation stage, which aims to “generate or discover a 

new model of care with evidence of improvement in a small number of settings” (Parry et al, 

2013). The aim of this phase is to describe a new theory, estimate the impact of applying a new 

theory, and estimate the applicability of the theory to similar contexts. Evaluation in the 

Innovation phase may be quantitative, through objective measures of quality or care 

improvement, or qualitative, through interviews with model developers and implementers. These 

data are used to draw out underlying concepts and themes from the new models, support their 

efficacy, and gain insight into their applicability in other contexts.  

 

RESEARCH AIMS 

 Using an approach typical of Parry and colleague’s Innovation Phase, the goal of this 

thesis is to use case-study analysis to evaluate the characteristics of gender-sensitive harm 

reduction programs in the U.S., identifying best practices for increasing access and quality of 

these services to female-identifying individuals. This project aims to fill a gap in knowledge 

about the degree to which interventions like gender-sensitive harm reduction fulfil the needs of 

female-identifying populations. The approach will be informed and guided by a realist evaluation 

perspective. Based on findings, the harm reduction logic model presented in Figure 8 is 

amended to include gender-sensitive elements.  

  



 34 

METHODS 

Site Selection 

Criteria 

Ten U.S. organizations that provide drug use harm reduction services were identified and 

classified into two broad categories: “general” and “gender-sensitive.” Sites classified as 

“general” do not include gender in their organizational mission, though they may have gender-

targeted elements of their programming. These sites serve a broad cross-section of the 

population. Sites classified as “gender-sensitive,” on the other hand, have a particular goal of 

outreach to women, including trans women. Four gender-sensitive sites and six general sites 

were identified. The inclusion criteria used to identify interview sites were the availability of 

syringe exchange services, location in the urban U.S., and the strength and longevity of harm 

reduction resources in that area.  

1. Availability of syringe exchange services. Drug use harm reduction providers exist in 

many forms throughout the U.S. and are too diverse to be accurately captured by any 

central database. Of the harm reduction models discussed in the Introduction, only 

syringe exchange programs, naloxone distribution, and medication-assisted treatment 

currently exist in the U.S. For the purpose of this thesis, organizations of interest were 

narrowed down to those that provide syringe exchange services. The North American 

Syringe Exchange Network’s (NASEN) map of U.S. SEPs was used to identify sites.  

2. Location in the urban United States. The growing burden of opioid overdose death 

among women is part of a larger phenomenon, where the opioid epidemic has moved 

from rural to urban areas. The sites selected for this thesis are all located in major U.S. 

metro areas, defined as having a population greater than 500,000 people. The decision to 
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focus only on urban harm reduction providers was also influenced by the historic trend of 

concentrated drug use in cities, and the presumed stronger harm reduction infrastructure 

in urban versus rural areas. 

3. Established harm reduction infrastructure. The final criteria for site selection was the 

longevity and availability of harm reduction resources in that particular city. The cities 

chosen have had needle exchange operating for at least 10 years. This criterion ensured 

that harm reduction was already an established part of the city’s response to overdose 

prevention.   

 

Interview Sites 

Based on these criteria, ten sites in four states and the District of Columbia were selected 

for interviews.  

 

 

Table 2. Harm Reduction Sites Selected for Interviews 

Site Name Location Classification 

BOOM!Health Bronx, NY General 
Community Health Action of Staten Island Staten Island, NY General 
Family & Medical Counseling Service Washington, DC General 

Gender Health Center Sacramento, CA Gender-Sensitive 
HIPS Washington, DC Gender-Sensitive 
Prevention Point Philadelphia Philadelphia, PA General 

Prevention Point Pittsburgh Pittsburgh, PA General 

SPARC Women’s Center Baltimore, MD Gender-Sensitive 

Trans Thrive San Francisco, CA Gender-Sensitive 

Tri-City Health Center Fremont, CA General 
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New York City 

Sites: BOOM!Health and Community Health Action of Staten Island 

 Since 2010, NYC has seen over 8700 unintentional overdose deaths, across all five 

boroughs (NYC DOHMH, 2018). The rates of fatal overdose increased steadily from 2010 to 

2015 before increasing more sharply from 2015 to 2018, which is reflective of national trends. 

This increase in mortality is part of the third wave of the opioid epidemic, characterized by the 

presence of synthetic opioids, notably fentanyl. In 2018, 80% of overdose deaths in NYC 

involved fentanyl.  

The burden of opioid overdose death in NYC is unevenly distributed throughout the 

city’s five boroughs and 42 neighborhoods. In 2018, the Bronx and Staten Island had the highest 

rates of fatal overdose, at 34.1 per 100,000 and 31.5 per 100,000 respectively. Of the five 

neighborhoods with the highest overdose rates in 2018, three were in the Bronx (Crotona-

Tremont, Hunts Point-Mott Haven, and Fordham-Bronx Park), one was in Staten Island (South 

Beach-Tottenville), and one was in Manhattan (East Harlem).  

NYC’s harm reduction infrastructure is arguably one of the strongest of any U.S. city. 

The first SEPs were started in 1987 by Mayor Ed Koch, though a later change in mayoral 

administration caused the programs to be shut down. Exchange services moved underground, run 

by ACT UP. Throughout the early 1990’s, local organizers engaged in a campaign to raise 

awareness about the need for needle exchange in NYC and in 1992, city law was changed to 

allow for possession and distribution of hypodermic needles without a prescription. 

There are currently fourteen SEPs across the five boroughs. BOOM!Health and 

Community Health Action of Staten Island, the two NYC sites chosen for interviews, are located 

in the Bronx and Staten Island, respectively. These are the boroughs with the highest rates of 
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overdose across New York City; they also both experienced increases in their rates of overdose 

in 2018. From 2017 to 2018, the rate of fatal overdose increased by 9% in the Bronx and 18% in 

Staten Island (NYC DOHMH, 2018). 

 

Pennsylvania 

Sites: Prevention Point Philadelphia and Prevention Point Pittsburgh 

In 2017, Pennsylvania had the third-highest rate of fatal overdose of any state, following 

only West Virginia and Ohio (CDC, 2018). The state-wide rate in 2017 was 44.3 deaths per 

100,000, but there was significant variation between Pennsylvania’s 99 counties, with rates 

ranging from 0 to 99 deaths per 100,000 (OverdoseFreePA, 2018). Philadelphia and Allegheny 

counties, which include the cities of Philadelphia and Pittsburgh, consistently rank in the five 

highest rates of overdose death across the state.  

 There are only two legal syringe exchange programs operating in the state of 

Pennsylvania – Prevention Point Philadelphia and Prevention Point Pittsburgh. Both were chosen 

as interview sites for this thesis. Prevention Point Philadelphia has been operating legally since 

1992, and Prevention Point Pittsburgh since 2002. Pennsylvania state drug paraphernalia law still 

prohibits the possession and distribution of syringes, so both of these sites are locally authorized 

by their respective city health departments. There are as many as 16 underground SEPs operating 

throughout the rest of Pennsylvania without local authorization, though not much is known about 

these sites as they are presumed illegal.  

 

Washington, District of Columbia 

Sites: HIPS and Family & Medical Counseling Services 
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 In 2017, the District of Columbia had the fourth-highest rate of fatal overdose of any 

state, following West Virginia, Ohio, and Pennsylvania at 44 per 100,000 (CDC, 2018). Notable 

in D.C. are the stark racial disparities in overdose death. In 2017, the rate of overdose death 

among black populations in D.C. was 60 per 100,000, as compared to 8.6 per 100,000 among 

white populations (CDC, 2018). 

 Local municipalities across the country were able to use their own funding to pay for 

SEPs despite the federal funding ban in 1998 – several of the interview sites selected for this 

thesis were funded in this manner. Because D.C.’s budget requires congressional approval, 

however, there were no legally sanctioned exchange in the District until the ban was lifted in 

2007 (Ober, 2015). In 2008, Mayor Adrian Fenty authorized syringe exchange in the District of 

Columbia. Now, there are two organizations providing needle exchange services in D.C. – 

Family and Medical Counseling Services (FMSC), and HIPS. FMSC operates nine mobile 

locations across the District (DC Health, 2020). There are also five naloxone distribution 

locations and eighteen providers of opioid substitution therapy. FMSC and HIPS were both 

chosen as interview sites for this thesis.  

 

Baltimore, Maryland 

Site: SPARC Women’s Center 

 In 2017, Baltimore reported the highest rate of overdose death of any U.S. city – 77.1 per 

100,000, compared to a national rate of 21.7 per 100,000 (CDC, 2018). Like other cities, 

Baltimore’s opioid epidemic skyrocketed due to the introduction of fentanyl, with 80% of deaths 

in 2018 involving fentanyl or an analogue.  
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 The first needle exchange program in Baltimore opened in 1994, operated by the 

Baltimore County Health Department. Since then, the city-run program has expanded to 17 

locations throughout the city and has exchanged over 10 million used syringes (Baltimore 

Health, 2020). In 2017, the SPARC Women’s Center opened in Baltimore, providing services 

specifically for women who use drugs, engage in sex work, and/or are unstably housed. The 

latter site was selected as one of the gender-sensitive interview sites for this thesis.  

 

San Francisco Bay Area 

Sites: Gender Health Center, Trans Thrive, and Tri-City Health Center 

 The 2018 age-adjusted rate of fatal overdose in California was 12.8 per 100,000, lower 

than the national rate of 20.7 per 100,000 (CDC, 2019). However, while the national age-

adjusted overdose mortality rate and the rates of 15 states fell significantly from 2017 to 2018, 

the rate in California increased significantly, by 9.4%. Fentanyl has been a major driver of these 

recent deaths in California, which, until now, has not had the effect on the West Coast as it has 

on the East Coast. Potential reasons for fentanyl’s delayed effect in California include the 

difficulty of mixing fentanyl into the black tar heroin that supplies California, a stronger culture 

of overdose prevention across the state, and more robust public health resources (Lupick, 2018). 

Even so, between 2018 and 2019, overdose deaths in San Francisco rose by 160%, from 90 to 

234 (Sernoffsky, 2020). Fentanyl-related overdose deaths rose by 147%. 

 Prevention Point, the first needle exchange in San Francisco, was started in 1988 and 

operated underground for four years before being declared legal by Mayor Frank Jordan in 1992. 

There are currently 54 syringe exchange programs operating across the state (California 

Department of Public Health, 2020). Alongside many general programs, several programs across 
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California are tailored to individuals of certain identities or experiences, including Homeless 

Health Care or the Asian American Drug Abuse Program in Los Angeles, or the Homeless Youth 

Alliance in San Francisco. Of the three California sites chosen for this thesis, two are gender-

specific (Gender Health Center, Trans Thrive) with a particular focus on transgender people who 

use drugs. The third site, Tri-City Health Center, is technically a general site, but runs an award-

winning TransVision program that also primarily serves transgender individuals. 

 

Interview Methods 

Interviews were conducted by telephone. The interviews were semi-structured, directed 

by a list of standard questions but allowing for follow-up questions and open-ended discussion 

when appropriate. The following questions were asked of all participating sites. 

o What are your roles at the organization? How do your roles (and/or specific sub-

programs) fit into the larger harm reduction organization? (Note: The roles of 

interviewees varied widely from site to site, but all interviewees had an outreach role 

and were involved in direct service provision). 

o What does the opioid overdoses crisis look like in this city? Where is mortality and 

morbidity clustered, who is it affected, what kinds of drugs or drug combinations are 

you seeing, etc.?  

o Who is your participant population? 

o What does the harm reduction look like in this city? How does your organization fit 

into that larger harm reduction landscape?  

o From your perspective, how does gender play a role in the services you provide? 
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o What are some specific challenges that your organization faces in your outreach, 

particularly towards women and/or transgender individuals who use drugs?  

o What do you think your organization does well in regard to gender-sensitive harm 

reduction services? What do you think it could do better? 

o (For gender-sensitive organizations) How do you think your organization differs from 

organizations without a targeted focus on gender? 

o Are there elements of the programming or philosophy at your organization that you 

think should be universalized across all drug use harm reduction providers? 

o Where is your organization heading in the next few years? What kinds of programs or 

changes do you hope to see?  

o Is there anything else you think would be relevant that I haven’t asked?  

Individual interviews were analyzed for themes. Before and after the interviews, 

information about the individual sites was also compiled from their websites, relevant reports, 

available studies, and other materials. Observations and themes from each of the case studies 

were used to inform broader mechanisms.  

Outreach to the ten sites was conducted via email, with at least two points of contact per 

organization. Of the 10 sites, 6 responded to outreach. Interviews were ultimately conducted at 

four of the sites. The unfolding of the coronavirus disease (COVID-19) pandemic in the spring of 

2020 impeded interview outreach, especially to NYC sites. Many harm reduction organizations 

closed or severely restricted their services during this time.  
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CASE STUDIES 

SPARC Women’s Center 

Baltimore, MD 

 

 

 

 

 

History 

 The SPARC Women’s Center was started by Dr. Susan Sherman, a professor at the Johns 

Hopkins University Bloomberg School of Public Health with a history of research and advocacy 

around sex work in Baltimore. To address the significant unmet needs in this population, Dr. 

Sherman received grant funding from the NIH, the Abell Foundation, and the Maryland 

Department of Public Health to open a new kind of harm reduction organization – a 

comprehensive, full-service center focused on addressing the needs of non-male sex workers. 

SPARC stands for Sex Workers Promoting Action, Risk Reduction, and Community 

Mobilization. The SPARC Women’s Center opened in 2017 and is funded through at least 2022. 

Dr. Sherman and the other researchers leading the Center have a list of evaluation metrics they 

will use to assess the site’s performance; depending on the effectiveness of the Center in those 

years, it may be funded more permanently.  

Location and Context 

 The SPARC Women’s Center is located in the Pigtown neighborhood of southwest 

Baltimore, separated from downtown Baltimore by Martin Luther King Boulevard – a street 

Figure 11. The logo of the SPARC Women's Center. 
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noted in interviews as being “divisive,” 

marking the distinction between the 

financial and economic hub of the city and 

more disadvantaged neighborhoods. The 

population in Pigtown is majority Black 

(54.2%), with a significant white 

population (39.6%). One third (33.6%) of 

Pigtown families are in poverty, with an 

income below the poverty level, and the 

rates of non-fatal shootings, homicides, and 

drug-related mortality are all higher in Pigtown than in Baltimore City overall (Baltimore City 

Health Department, 2017). Vacant or abandoned housing is common. The drug trade exists 

primarily in open-air markets, and there are few businesses operating in this area – consequently, 

the main source of income for many is the street economy. The Women’s Center is located in the 

heart of Pigtown on Washington Boulevard.  

Via public transportation, the Women’s Center is also accessible to the neighborhoods of 

Brooklyn and Curtis Bay, both of which present a different profile when compared to Pigtown. 

Brooklyn/Curtis Bay have a majority (52.1%) white population with more single-family homes, 

less vacant housing, and relatively lower rates of violent crime (BCHD, 2017). Interviews noted 

that, although these southern neighborhoods “look less impoverished,” they share a common set 

of problems with Pigtown and southwest Baltimore. Both neighborhoods have high rates of 

active sex work and drug use. The relatively poor public transportation infrastructure in 

Baltimore makes accessing resources in Brooklyn and Curtis Bay a challenge; the location of the 

SPARC 

Brooklyn/Curtis Bay 

Pigtown 

Figure 12. A map of Baltimore, showing the location of the SPARC 
Women's Center in Pigtown, as well as the southern neighborhoods 
of Brooklyn-Curtis Bay. 
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Women’s Center was intentional, aimed to fill an unmet need of services available to residents of 

neighborhoods farther from the city center. Changes in Baltimore public transportation have led 

to accessibility issues for the Women’s Center, causing them to expand and adapt their services. 

This will be addressed later.  

Services 

 The SPARC Women’s Center offers services in-house at their physical location on 

Washington Avenue and through mobile outreach. All services, both in-house and through 

mobile outreach, are free of cost. The physical center is open four days a week for six hours a 

day, with a rotating schedule of weekly services. Clinical services offered by the Center include 

buprenorphine induction, STI testing, and a dedicated women’s reproductive health clinic, which 

includes pregnancy tests, pap smears, contraception, and more. The Center offers legal services 

twice a month, as well as a host of social services – Narcotics Anonymous meetings, a women’s 

support group, and case management. Finally, the Center offers several leisure or comfort 

services, including weekly dance, yoga, and art classes, access to laundry, showers, lockers, and 

makeup, and a drop-in room equipped with a couch, snacks, television, and a computer.  

 The other side of the Center’s activities involves mobile outreach. Outreach occurs both 

during the day and overnight. Participants can text a hotline number and a SPARC employee will 

meet them wherever they are. The majority of outreach activities revolves around the distribution 

of harm reduction kits for safer sex and safer drug use. Safer sex kits include condoms (of 

several varieties), lubricant, emergency contraception (i.e. Plan B), Chapstick, cleaning supplies, 

and seasonal items like hats and gloves. Safer drug use kits include sterile syringes, naloxone, 

fentanyl testing strips, and Pyrex pipes for safer smoking. Distribution of harm reduction kits is 

sometimes coupled with micro-counseling, a methodology of engaging with participants in a 



 45 

low-threshold manner. Outreach activities are often conducted in employees’ personal vehicles, 

or out of the dedicated SPARC van. 

 The SPARC Women’s Center has a relatively robust social media presence, with 

accounts on Facebook and Instagram promoting events, services, and harm reduction strategies. 

The outreach van itself also acts as a mobile message board, allowing participants from different 

parts of the city to circulate information about “bad dates” or bad batches of drugs.  

Effectiveness 

 The Center has only been operating since 2017, so there is little published data about its 

operations and effectiveness. The Center sees a range of 15-30 people per night, with an average 

of 20-25 people. The numbers are higher during the summer and it is expected that the summer 

of 2020 will bring the highest engagement yet for the Center, due to the combined effect of 

increased knowledge about the site and the increased burden of fentanyl in Baltimore. One of the 

metrics used to evaluate the Center’s effectiveness is the familiarity of neighborhood sex 

workers with the site; preliminary data shows that, as of 2020, 75% of sex workers in southwest 

Baltimore had heard of SPARC, which is interpreted as a positive sign of the site’s influence.  

Media 

Figure 13. The SPARC mobile outreach van parked outside the 
Washington Boulevard location. 
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Interview Themes 

“Low Risk, High Reward” 

A major theme of many services offered by the Women’s Center is the low barrier 

associated with participating. The mobile outreach in particular is designed to require as little 

effort from participants as possible. The ability to simply text a phone number and have supplies 

delivered to an exact location is invaluable for women who engage in sex work, where timing 

and client availability is often unpredictable. Outreach encounters are usually brief, but there are 

opportunities for more meaningful interactions – all outreach workers are trained in micro-

counseling, able to provide empathy and affirmation even in the shortest of conversations. The 

Figure 14. A graphic summarizing the Center’s 
services. Emphasis is placed on low-threshold services 
tailored specifically to the needs of female-identifying 
clients.  

Figure 15. A flyer advertising a Valentine's Day 
program at the Center. This event explicitly includes 
children and does not have an explicit harm 
reduction focus. 
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Women’s Center never requires participants to identify themselves in any way, and this 

anonymity also decreases the barriers that could prevent women from accessing services. By 

focusing on low-threshold encounters, the Center builds its credibility and reputation among 

female-identifying individuals in its Baltimore catchment area. 

At the same time, many of the Center’s services are designed, sometimes in very small 

ways, to be meaningful and empowering to participants. The Center offers several different kinds 

of condoms in their safer sex kits – a small detail, but one that allows participants to “shop 

around” during outreach encounters and feel more autonomous. While most harm reduction 

organizations offer contraceptives during outreach, they may only offer one type and therefore 

take the decision-making power away from the participant. The ability to make this decision may 

be especially meaningful to participants for whom the chaos of street injection, sex work, or 

unstable housing is a daily reality.  

The availability of low-threshold, non-survival services is also a notable feature of the 

Center. The ability to sit on the couch and watch Netflix, do makeup at the vanity, or engage in 

yoga practice allows the Center’s participants to simply exist as people, as women, and not 

necessarily always as sex workers, people who are HIV-positive, or people who use drugs. It is, 

of course, critical that harm reduction organizations provide higher-threshold, survival services 

such as food, medical treatment, and safer injection kits. However, lower-threshold, lower-risk 

options can also have profound effects on participants’ health outcomes.  

Community Context 

From its inception, the Women’s Center was shaped by the specific community it aimed 

to serve – in this case, the female, cisgender-presenting sex worker population that characterizes 

the sex work industry in southwest Baltimore. The Center prioritizes hiring female-identifying 
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staff, particularly women with lived experiences in drug use and/or sex work or those who come 

from southwest Baltimore. In this way, the Center is a reflection of the community it serves, a 

critical factor in building trust and maximizing the effect of their services. The Center also 

actively seeks community input as it adds new programs and expands its services through a 

monthly community meeting between staff and participants. Many of the Center’s activities, 

particularly the art and dance classes, were created directly from requests from community 

members and are taught by staff members with particular skills or experiences in that area.  

Interviewees noted that if the Women’s Center were located in the north Baltimore 

neighborhood of Charles Village instead of Pigtown, its model might not be so effective. Charles 

Village has a much larger population of transgender and male-identifying sex workers, who have 

different needs and therefore require different services and methods of outreach. The Women’s 

Center is effective at serving female-identifying sex workers in southwest Baltimore because it 

was built fine-tuned to the needs of that particular population; while that ethos may be applicable 

to all harm reduction organizations with a focus on a particular at-risk population, the 

organizations themselves might differ widely in how they actually provide their services. 

 The history of the Women’s Center also highlights a different kind of community context 

– the dynamic environmental and policy context in which the Center exists. Initially, the Center 

only provided services at its physical location. Its extensive mobile outreach services are a direct 

result of a change in CityLink bus routes that tripled the travel time between the Center and 

Brooklyn and Curtis Bay. When coming to the Center became too prohibitive, the Center came 

to the participants. The expansion into portable kits is an excellent harm reduction strategy, but 

one born out of necessity amidst a changing policy landscape.    

Social Interaction as Harm Reduction 
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 Despite a relatively strong harm reduction infrastructure in Baltimore, interviewees noted 

that few organizations allow people the space to “just chill.” A major stressor for people who are 

street homeless or engaging in street-level drug use is the lack of personal, protected space and 

the constant threat of interference by other people, police, or the environment. The same applies 

for women engaging in sex work – they must adapt to the schedules of their clients and 

frequently do not have shelter during the day. An interviewee noted that the core of unmet need 

for people engaging in street-level drug use and/or sex work is having a safe place. At the 

Women’s Center, participants can receive targeted services like medical care or legal advice, but, 

crucially, they can also just relax in a safe and welcoming environment.  

 Studies have shown relatively low social cohesion among female sex workers, but a high 

value of social capital among members of marginalized groups (Carrasco, 2019). Staff members 

from the Women’s Center note that the ability to talk, share experiences, and bond through yoga 

or dance classes bring women together and create new relationships. Inclusion and a sense of 

belonging, then, may very well lead to a higher utilization rate of services and decreased risk of 

disease transmission or overdose, as has been demonstrated in other studies of female sex 

workers and risk reduction behaviors (Carrasco, 2019). Harm reduction programs may be 

evaluated by the number of syringes distributed or the number of new enrollees on medication-

assisted treatment, but a key marker of gender-sensitive programs like the Women’s Center 

appears to be the extent to which the programs strengthen and reinforce social bonds among 

participants. 
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HIPS 

Washington, D.C. 

 

History 

Helping Individual Prostitutes Survive (HIPS) was founded in 1993, aimed at providing 

outreach services to sex workers in northeast D.C. Initially, HIPS worked from an anti-sex 

trafficking perspective but soon reoriented, as this perspective is sometimes regarded as harmful 

for ignoring sex worker autonomy. In 1995, HIPS shifted its focus and began to take a harm 

reduction approach to its participant population. Since then, HIPS has expanded its services 

widely, introducing drug use harm reduction, transgender services, and homelessness services, as 

well as continuing its sex worker outreach. The organization accompanied this rebranding by 

changing its name to Honoring Individual Power and Strength, as a reflection of its broader 

focus. In 2008, syringe exchange was legalized in D.C. and HIPS received authorization from the 

D.C. Council to begin a SEP. HIPS maintains partnerships with various organizations including 

the NIH, the Women’s Law & Public Policy Fellowship at Georgetown University, and Bread 

for the City.  

Alongside its direct service work and outreach, HIPS is also a prominent player in the 

harm reduction advocacy space. The organization has published a number of policy 

recommendations and position statements on sex work, drug policy, racial justice, and 

Figure 16. The HIPS logo. 
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reproductive justice. In 2016, HIPS staff and community members founded The Chosen Few, the 

first drug users’ union in D.C. In the same year, HIPS convened a working group of individuals 

and organizations in favor of decriminalizing sex work in the District. This working group 

eventually became the Sex Worker Advocates Coalition (SWAC), the group currently leading 

the #DecrimNow campaign to decriminalize sex work in D.C. In October 2019, the D.C. Council 

held its first-ever hearing on the topic; if the measure passes, D.C. would become the first U.S. 

city to decriminalize sex work.  

Location and Context 

 HIPS is located on the busy H Street 

corridor in northeast D.C. During the 1980’s 

crack cocaine epidemic, H Street was a 

hotspot for drug use, but city revitalization 

and investment efforts since the early 2000’s 

have changed the demographics and patterns 

of drug use across the District. Once a 

majority black neighborhood, H Street has seen a large influx of new businesses, offices, and 

residential buildings, and is sometimes cited as an example of gentrification in D.C. 

In 2020, drug use in D.C. continues to be mired in racial inequities. The District has the 

third highest rate of fatal overdose in the country, but overdose deaths are highly variable when 

disaggregated by ward, ranging from below average to catastrophic. Most overdose deaths occur 

in historically Black neighborhoods in Southeast and Northeast D.C. (i.e. Wards 7 and 8). In 

2017, the rate of overdose death among black populations in D.C. was almost seven times greater 

than the rate among white populations (CDC, 2018). Many have criticized the city’s handling of 

HIPS 

Figure 17. HIPS is located on H Street in Northeast D.C. 
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the epidemic, calling the deaths “unnoticed” and the response lacking. Figure 18 maps overdose 

death by ward, with rates per 100,000 listed in Table 3. HIPS is located in Ward 6, which sees a 

high rate of overdose death, but lower relative to Wards 5, 7, and 8 (DC Health, 2020).  

 

 

 

 

 

 

 

 

 

 

 

HIPS generally serves two populations: sex workers and people who use drugs. There 

tends to be little overlap between these two groups, as the majority of street-based sex workers in 

the District do not inject drugs. In fact, HIPS only does outreach on one “stroll” – an area 

serviced by sex workers – where clients are explicitly consuming drugs and engaging in sex 

work. HIPS clients who engage in sex work tend to be black, transgender women. Clients who 

use drugs, on the other hand, are majority male, often older black men who are long-time heroin 

users. This population has been particularly vulnerable in the third wave of the opioid overdose 

epidemic. The introduction of fentanyl and other potent synthetic opioids into the D.C. drug 

Table 3. Overdose Rates in 
D.C. by Ward 

Ward Rate of Overdose 
Death (per 100,000) 

1 13.16 
2 12.83 
3 7.14 
4 23.63 
5 48.76 
6 27.44 
7 57.64 
8 73.98 

Figure 18. Overdose death in D.C. disproportionately affects Ward 5, 7, 
and 8. HIPS is located in Ward 6. 
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supply has caused significant mortality among previously stable, longtime heroin users 

(Penaloza, 2018). 

Services 

 HIPS’s physical location on 

H Street is the site of their Drop-

In Center, where the majority of 

services are provided. The Drop-

In is open five days a week, six 

hours per day Monday through 

Thursday and three hours per 

day on Fridays. HIPS provides 

clinical services including MAT, an infectious disease clinic (i.e. hepatitis C treatment, access to 

pre-exposure prophylaxis treatment for HIV), primary care, and behavioral health services 

including one-on-one therapy. Harm reduction services include a syringe exchange, overdose 

prevention resources (including naloxone and fentanyl test distribution), and safer sex resources. 

Social services include housing resources and referrals, case management, and peer support 

groups. There is a legal clinic available twice a month. Finally, there are several comfort services 

including laundry, showers, gender neutral bathrooms, and a daily community lunch.  

 HIPS also has a strong mobile outreach component. Participants can call a hotline and 

HIPS outreach staff will meet them where they are with whatever supplies are requested. Mobile 

vans are stocked with safer sex supplies, naloxone, clean syringes, menstrual products, HIV tests, 

food, and candy. Outreach staff is also trained in micro-counseling and distributes bad date 

Figure 19. Two graphics advertising HIPS's primary care clinic and syringe 
exchange program. 
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sheets to its outreach clients. Mobile outreach most commonly occurs overnight. HIPS also 

operates a second outreach van that dispenses Suboxone on demand.  

Effectiveness 

 The latest data published by HIPS itself is from 2014. That year, HIPS distributed 

210,000 syringes and collected 186,000, with an exchange rate of about 88% (HIPS, 2014). They 

distributed almost 500,000 condoms, fielded 4,900 hotline calls, and held 84 transgender support 

groups. On the clinical side, HIPS conducted 1061 HIV tests, had 52 positive HIV test results, 

and connected 72 HIV-positive clients to medical care.  

Media 

 

 

 

 

 

Figure 20. An artistic rendering of the HIPS mobile van engaging in client outreach. 

Figure 21. Items from HIPS's online store, including a special t-shirt for Pride. 
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Interview Themes 

The Importance of Branding 

 One of the critical factors that differentiates HIPS from other harm reduction 

organizations, according to interviewees, is its branding. Now in operation for several decades, 

HIPS built relationships with clients and established trust and name recognition among people in 

sex work and drug use spaces primarily through word of mouth. Eventually, through providing 

confidential, respectful, low-threshold services, HIPS developed a reputation as a place that 

clients can trust. Upper leadership of the organization maximized that familiarity and built a 

brand for HIPS that is reflected in its physical services, mobile outreach, social media presence, 

and advocacy work. The HIPS logo is featured on several items in its online store, as seen in 

Figure 20, alongside apparel with phrases like “be nice to drug users J” and “be nice to sex 

workers J” and special offerings for Pride. As seen in Figure 21, HIPS also creates artistic 

renderings of interactions between the organization and its participants, marked by the distinctive 

HIPS logo on the van. The existence of a HIPS “brand” makes the organization recognizable, 

knowable and, ultimately, accessible.  

 The impact of HIPS’s branding is also seen in its advocacy work. The organization is 

very explicit and consistent in the stances they take on various issues, including their support sex 

Figure 22. Graphics posted on HIPS’s social media pages in opposition to FOSTA/SESTA, legislation that places 
restrictions on sex workers. 
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work decriminalization and drug decriminalization and amplification of the voices of black 

transgender women. Figure 22 includes several graphics published by HIPS in opposition of a 

certain piece of legislation. The images are very distinctly “HIPS,” but are also unified to support 

an ultimate policy goal. HIPS’s consistency has allowed it to become a prominent advocate. 

After convening the working group that became SWAC, HIPS has offered testimony, authored 

op-eds, and organized events and discussions regarding sex work decriminalization in the 

District. While pushing for policy change through advocacy works, HIPS further promotes its 

brand as a safe and empowering space for people of marginalized identities and experiences.  

The Challenge of a Dual Focus 

 When selecting interview locations for this thesis, HIPS was considered to be a gender-

sensitive harm reduction site because of its original focus on sex workers. Upon completion of 

the interviews, however, the applicability of the gender-sensitive label has come into question. 

As noted previously, HIPS’s target populations are stratified into sex workers and people who 

use drugs. While the principles of harm reduction apply to both populations, in practice there is 

little overlap between them, creating some practical challenges for HIPS in serving and 

accommodating the needs of both. Interviewees noted that there can be gender-related tension in 

the Drop-In Center, particularly involving clients that identify as transgender. Though 

uncommon, there have been incidents of transphobia from other clients. Because the two 

populations see little overlap, HIPS must sometimes choose one population to amplify over the 

other. For example, at the moment, HIPS’s advocacy work is primarily focused on sex work 

decriminalization, with less public attention given to issues of drug use and overdose prevention. 

This dual focus may, however, also allow HIPS for more opportunities for advocacy, based on 

which issue has a more favorable political climate.   
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Prevention Point Pittsburgh 

Pittsburgh, PA 

 

History 

 In 1995, Dr. Caroline Acker and James Crow, public health activists and academics, 

began underground needle exchange services in Pittsburgh’s Hill District in response to growing 

rates of Hepatitis C and HIV transmission. In 2002, Prevention Point Pittsburgh (PPPGH) was 

officially authorized by the Allegheny County Health Department and allowed to distribute clean 

needles once per week. It joined Prevention Point Philadelphia as one of only two locally 

authorized SEPs in the state; to this day, possession of syringes remains illegal in Pennsylvania 

outside of Philadelphia and Allegheny counties. PPPGH received no funding from the Health 

Department, funded instead through private grants.  

 Since its legalization in 2002, PPPGH has expanded to include a wide variety of drug use 

harm reduction services. The organization is staffed by seven full-time employees, as well as one 

part-time employee and several volunteers. The past two years in particular have been a period of 

large growth for PPPGH. Since 2018, the organization has doubled their staff and their 

programs, opened new mobile outreach sites, and secured another van for outreach.  

Figure 23. The Prevention Point Pittsburgh logo. 



 58 

Location and Context 

 PPPGH provides harm 

reduction services in five sites 

across the city of Pittsburgh. The 

East Liberty site is the only indoor 

site. The other four sites – Perry 

Hilltop, Overbrook/Carrick, Hill 

District, and Homewood – are 

mobile, operating out of PPPGH’s 

outreach van. The Homewood site 

is the newest site, starting services in early 2020. Each site operates once per week. PPPGH also 

has a main office in the Oakland neighborhood reserved primarily for administrative work.  

   The state of Pennsylvania has one of the highest rates of fatal overdose in the U.S., 

reaching 44.3 per 100,000 in 2017 (NIDA, 2018). In the first and second waves of the epidemic, 

Allegheny County reported fatal overdose rates lower than the state average, but following the 

trend of other U.S. cities, rates have grown markedly in the third wave due to the effect of 

fentanyl. The rate of fatal overdose in Allegheny County increased from 34 per 100,000 in 2015 

to an all-time high of 60 per 100,000 in 2017, the fifth highest county-level rate in Pennsylvania 

(OverdoseFreePA, 2018). Notably, however, the rate dropped back down to 35 per 100,000 in 

2018. Within the city of Pittsburgh, drug use and overdose death are distributed diffusely 

throughout various neighborhoods, as seen in Figure 25. The majority of deaths occur among 

non-Hispanic white men, though those demographics are generally reflective of the population of 

Pittsburgh (Allegheny County Health Department, 2018). 

Figure 24. PPPGH operates five mobile SEP sites across the city, each site 
operating one day a week. The main office is primarily administrative. 
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Services 

 PPPGH provides harm reduction services at all of its locations, including syringe 

exchange and distribution of naloxone, fentanyl testing strips, and safer smoking materials. 

Medical services include free and confidential HIV, hepatitis C, and STI testing and wound care. 

The organization recently received a grant from Johns Hopkins University that allows for a 

second van twice a week to do exclusively hepatitis C testing. PPPGH offers case management 

and has a strong referral network to MAT, primary care, insurance, and housing services. 

Because the organization is so small, individual PPPGH employees often take on a personal role 

in outreach, including doing individual interventions, offering participants transportation and 

shelter, and giving out personal contact information for emergencies. 

Effectiveness 

 In 2002, PPPGH established an Overdose Prevention Program (OPP) to document and 

analyze the effectiveness of various overdose prevention strategies. In 2005, the OPP expanded 

its scope to include naloxone distribution to people using opioids. At the time, naloxone was 

reserved primarily for emergency responders and hospital staff. Between 2005 and 2008, 426 

Figure 25. Fatal overdoses are distributed throughout a number of Pittsburgh neighborhoods. 
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participants received naloxone from PPPGH; of the 141 participants who later returned to 

PPPGH for a refill, 89 (63%) reported administration of naloxone (Bennett, 2011). Reported 

reversals had a 96% success rate, where the individual experiencing overdose was “okay” after 

the incident. The initial evaluation of the OPP at PPPGH was part of a growing body of evidence 

supporting the distribution of naloxone to people and communities at risk of experiencing 

overdose. This is now a common practice across the country. 

 The OPP has grown and expanded since that initial study, with 3,106 reported overdose 

reversals between 2005 and 2018. In 2011, PPPGH partnered with the Duquesne University 

School of Pharmacy to open the Center for Pharmacy Services (CPS), a novel model of 

community pharmacy where pharmacists take on naloxone training and distribution. PPPGH also 

conducts naloxone trainings for people incarcerated in the Allegheny County Jail. Over 6,700 

inmates have been trained to date (Harm Reduction Coalition, n.d.). Between 2017 and 2018, the 

number of overdose deaths in Allegheny County dropped by 41%, compared to an 18% decline 

across the state of Pennsylvania (Allegheny County Department of Health, 2019). This trend is 

largely attributed to the widespread low-barrier availability of naloxone across the county.  

Media 

 

 

 

 

 

 

 

Figure 27. A graphic from PPPGH's 
social media pages, advertising the 
opening of the newest mobile site in 
Homewood. 

Figure 26. The PPPGH mobile van parked at one of its sites. 
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Interview Themes 

Individual Employees’ Roles in Building Trust 

 In general, the participants who utilize PPPGH’s outreach sites are primarily non-

Hispanic white men, a reflection of the drug use trends in the city as a whole. However, the 

PPPGH staff member interviewed noted that her site, which she works on one day per week, sees 

notably more women than does any other site. This has, according to the interviewee, been a 

consistent trend for some time. There are no clear demographic or geographic reasons that may 

easily explain this difference (e.g. a higher proportion of women as part of the neighborhood’s 

population). A reasonable conclusion, after conducting this interview, is that the frequency of 

outreach to female-identifying participants is the influence of the staff member herself.  

PPPGH is a small but well-known organization, and the seven full-time employees are 

known throughout the community of people who use drugs and seek harm reduction services. As 

mentioned previously, many PPPGH employees play a more personal role in providing services. 

The PPPGH staff member interviewed provided numerous examples about times she has gone 

above and beyond to assist female clients in need, providing them transportation or shelter in 

particularly dangerous situations. She also noted that she commonly distributes her personal 

phone number to clients and that her phone is always ringing with communication from clients. 

The PPPGH interviewee hypothesizes that it is her open and candid nature that brings clients to 

her weekly outreach site, as well as her reputation for developing close relationships with her 

clients. She posits that this information is commonly spread through word of mouth from male-

identifying participants to their female partners, sisters, or friends.  

Anecdotally, PPPGH shows the importance of trust in outreach to women who use drugs. 

The majority of clients that interact with PPPGH outreach services are men, but this is not 
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because there are no women in need of services. Rather, the level of trust in the organization 

required by female clients is much higher. In larger organizations, the existence of dedicated 

gender-sensitive programs and safe spaces may be enough to build trust. In smaller organizations 

that cannot carve out dedicated gender-sensitive services, the responsibility may fall on 

individual staff members.  
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Prevention Point Philadelphia 

Philadelphia, PA 

History 

In 1991, the Philadelphia chapter of ACT UP began Prevention Point Philadelphia (PPP) 

as an underground, grassroots syringe exchange in response to growing HIV/AIDS incidence 

among people who inject drugs. During this illegal operation, activists also began building 

relationships with executive city leadership, and, in 1992, Mayor Ed Rendell declared HIV/AIDS 

a public health emergency by Executive Order 4-92 (Rendell, 1992). This order specifically 

authorized syringe exchange as a preventive measure for HIV transmission and authorized the 

personal possession of syringes without a prescription. Executive Order 4-92 was directly 

contrary to Pennsylvania state drug paraphernalia laws that still prohibit the possession of 

syringes. At the time of the executive order, PPP faced threats of federal or state enforcement. 

However, these threats never materialized. Almost three decades later, PPP remains the sole SEP 

in the city of Philadelphia.   

Since its authorization in 1992, PPP has expanded to include a wide variety of harm 

reduction services. It is funded primarily by the Philadelphia Public Health Department; its 

annual operating budget is $7.3 million, with $1.2 million dedicated solely to the syringe 

Figure 28. The Prevention Point Philadelphia logo. 
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exchange program. The SEP distributes almost 3 million syringes each year and has an exchange 

rate of about 80% (i.e. receives eight syringes back for every ten distributed). As the opioid 

epidemic has worsened in Philadelphia, PPP has become well-known for their overdose 

prevention efforts and the dedication of their staff to saving lives. Several PPP staff members 

have been featured in local publications for their work, gaining an almost folkloric recognition as 

community heroes in the face of the opioid crisis. 

In October 2018, Jose Benitez, the executive director of PPP, announced that he would 

serve as President of the Board of Directors of Safehouse, the first proposed supervised 

consumption space in the U.S. Former Mayor Rendell, who legalized PPP in 1992, is also a 

member of the Safehouse board. The site overcame a legal hurdle in October 2019, when a 

federal judge declared that federal law does not prohibit the operation of SCSs in the U.S. The 

SCS was set to open in south Philadelphia in early 2020 but was postponed due to opposition in 

the community.   

Location and Context 

PPP is located in the Kensington neighborhood 

in northeast Philadelphia, on the busy arterial of 

Kensington Avenue. Kensington is the primary 

location of overdose death in the city of Philadelphia, 

characterized by open-air drug markets, public drug 

consumption, chronic homelessness, and a street-based 

economy with a high prevalence of drug selling and 

sex work. The Market-Frankford subway line runs 

directly through Kensington, allowing easy access to 

Figure 29. A map showing the number of overdose 
deaths across Philadelphia neighborhoods. PPP is 
located in Kensington, a northeast neighborhood that is 
the epicenter of overdose death in the city. 
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the neighborhood from around the city and the region. As a result, so-called “drug tourism” is a 

significant factor in Kensington. A large proportion of PPP participants come from neighboring 

counties or even out of the state, but do not reside in the area.  

While Kensington has the most visible signs of drug use, overdose death is also common 

in other parts of Philadelphia. Although the majority of PPP’s services are offered at the 

Kensington Avenue location, the organization also maintains mobile outreach sites across the 

city, pictured on Figure 30.  

Services 

PPP offers harm reduction services including syringe distribution and exchange, safer 

injection and smoking supply distribution, overdose prevention education, and naloxone 

distribution. Clinical services include hepatitis C and HIV testing and treatment, MAT through 

the Stabilization Treatment and Engagement Program (STEP), primary care, and wound care. 

The Clinica Bienestar is an HIV clinic specifically focused on the significant Puerto Rican 

Figure 30. Although the majority of PPP's services are offered at its Kensington 
Avenue location, it runs several mobile SEP sites each week. 
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population in the area. PPP also offers case management, emergency housing on-site, housing 

referrals, mail service, meals, and legal services twice a week. The Drop-In Center is open all 

days of the week, offering a respite, snacks, and coffee. Interviewees noted that the past year in 

particular has been a period of significant expansion for PPP, seeing a new PrEP program, 

hepatitis C treatment program, and reentry program for formerly incarcerated individuals.  

 In addition to in-house services, PPP also does street outreach in the local community. 

The Streetside Health Project offers pop-up harm reduction services and wound care around 

northeast Philly, staffed by PPP employees and medical students from the Philadelphia area. PPP 

recently began operating the “Bupe Bus,” a mobile van providing Suboxone induction. As 

mentioned previously, the SEP also operates mobile sites across the city several days a week. 

 On Tuesday nights, from 6 to 9 pm, PPP hosts Ladies Night, a drop-in space for women 

(including trans women) in the Kensington community. Ladies Night offers food, showers, 

clothing, safer sex supplies, toiletries, primary care, harm reduction services like naloxone and 

sterile syringes, and distribution of bad date sheets. Workshops hosted during Ladies Night cover 

a variety of topics, including a “Know Your Rights” workshop, yoga, a spa day, and arts and 

crafts. 

Effectiveness 

 PPP began operating at a time when Philadelphia’s rate of new HIV diagnoses was one of 

the highest in the country. Figure 31 compares expected HIV incidence in Philadelphia to actual 

incidence from 1984 to 2016. In 1993, the first full year of PPP’s operation, the incidence of HIV 

infection began an unexpected decline. The availability of syringe exchange services is the most 

cited explanation of this trend and, as Philadelphia’s only SEP, this is strong evidence of PPP’s 
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protective effect in the city. It 

is estimated that PPP’s SEP 

has prevented over 10,000 

new HIV infections since 

1993, contributing to $2.4 

billion in savings due to 

averted health care costs 

(Ruiz et al, 2019). The estimated return on investment of PPP’s syringe exchange program is 

$182.5 million per year (University of Pennsylvania, 2018). 

 PPP is a major distributor of naloxone in Philadelphia, distributing over 6000 doses in 

2016. PPP staff reversed over 200 overdoses themselves in 2016. Many more reversals occur by 

people trained by PPP. Over half of PPP’s clients who use opioids and received naloxone from 

PPP staff reported using the medication to reverse an overdose within six months of receiving it.  

Media 

Figure 31. PPP's opening in 1992 marked a significant reversal in HIV incidence. This 
is strong evidence of the organization's positive and lasting effect. (Ruiz et al, 2019) 

Figure 32. PPP is located in an old church building on Kensington Avenue, directly in the center of 
Kensington neighborhood. The Market-Frankford subway line, seen above, makes PPP easily accessible 
from around the city and the region. 
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Interview Themes 

Relationships as Both Motivators and Obstacles to Care 

 In providing services to women and female-identifying participants, interviewees noted 

the importance of relationships and relationship-building. For the STEP program, prescribing 

MAT to female participants is often more nuanced than prescribing to male participants. The 

demand for MAT in Kensington, especially Suboxone, far exceeds the supply; as a result, 

Figure 35. The so-called "Bupe Bus," run by PPP, parked at the corner of Kensington 
and Allegheny Avenues. The bus provides buprenorphine induction on-demand. 

Figure 34. PPP's Streetside Health Project provides 
clinical and harm reduction services across Kensington. 

Figure 33. In May 2019, Elvis Rosado (third from the right), Coordinator of Outreach and 
Education at PPP, trained Pennsylvania Governor Tom Wolf (third from the left) and 
other state officials on reversing an opioid overdose with naloxone. 



 69 

Suboxone is commonly diverted in Kensington and having a prescription for it can make 

participants vulnerable. This is especially relevant for women, who are more likely to use drugs 

with a partner or male family member and may feel pressure to divert. When prescribing 

Suboxone to female-identifying clients, staff members in STEP usually try to have the 

conversation with the client individually, outside of the influence of male-identifying partners, 

brothers, or friends.  

Childcare is also a unique situation that disproportionately affects female clients. The 

local authorization that permits PPP to run its SEP places tight restrictions on how many hours 

they can operate, where they can operate, and to whom they can provide services. As an 

organization, PPP only serves clients who are 18 and older. This regulation makes it more 

difficult for women with children, grandchildren, or young siblings to access services, attend 

appointments, or travel to external referrals. When faced with these situations, PPP staff have 

designated spaces for children that are out of the way of the rest of the organization, stocked with 

coloring pages and other materials. Even still, staff note that the issue of childcare presents 

significant challenges for both clients and staff.  

 The relationships formed between female-identifying participants and PPP staff members 

themselves is also critical to their service provision. There is no female-identifying clinician 

currently employed by PPP, which may alienate female clients especially if seeking care for 

sensitive issues. The organization is currently working on hiring a female clinician but has a 

great diversity in hiring for other roles, especially in direct outreach. PPP has certain roles for 

which they hire members from the community who have a history of drug use. The availability 

of relatable, familiar stories among PPP staff is a critical way to engage with female clients.   
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 Finally, the importance of relationships also underscores the need for female-only spaces 

like Ladies Night, where clients can create healthy relationships with each other and with 

female-identifying PPP staff. The program was started based on a demonstrated need for a 

gender-specific, trans-friendly, trauma-informed space where women could meet each other and 

receive care outside of the influence of male-identifying partners. The program is constantly 

evolving in response to participant feedback and needs, most recently adding primary care to its 

list of available services. 
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DISCUSSION 

 Each organization yielded some individual themes but, analyzing across all four case 

studies, it is also possible to identify three mechanisms that affect the provision of gender-

sensitive harm reduction services. The first mechanism is the dual role of personal relationships 

for women who utilize harm reduction services. Building strong relationships requires strong 

trust in an organization; the process of building that trust is the second mechanism. Finally, the 

third mechanism is community context – the responsiveness and adaptation of individual harm 

reduction organizations to the communities they serve. After discussing these mechanisms, the 

preliminary logic model presented in the Introduction will be amended to include considerations 

for gender-sensitive service provision. Finally, limitations of this research will be discussed. 

 
Mechanisms 

Relationships and Social Interaction 

 Personal relationships can serve as both motivators and obstacles in seeking harm 

reduction services, a mechanism that affects the ability of harm reduction programs to effectively 

engage with female-identifying participants. Throughout the four interviews, this was the most 

pervasive theme, manifesting in different but salient ways across all of the organizations.   

 The interview at PPP emphasized the significant effect of relationships in the drug use 

and care-seeking behaviors of women in the Kensington community. Most women seeking 

services at PPP rely on their male partner, brother, or friend to secure drugs and harm reduction 

supplies. The interviewee from PPPGH echoed this observation, noting that there have been 

several instances where she has first interacted with the male partner or brother of a woman 

using drugs, before eventually meeting and helping the woman herself. It is clear that, for many 
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heterosexual, cisgender women who use drugs, the effect of the male-identifying partner is 

significant.  

The effect of a male partner can very well be positive. He can be the link to the harm 

reduction organization, providing supplies or seeking advice on behalf of his partner, sister, or 

friend, especially if the female-identifying participant does not feel comfortable engaging with 

the organization herself. At PPPGH, it is common for male participants to distribute staff 

members’ personal phone numbers to their female partners, friends, and sisters, allowing them to 

eventually seek services in person once they are comfortable. However, the male-identifying 

figure can also be a barrier to services. At PPP, employees face the particular challenge of 

prescribing Suboxone to women who may feel pressure to divert the medication by a male-

identifying partner. At HIPS, female-identifying clients who feel transphobia or aggression from 

male-identifying clients are likely to feel less comfortable in that space, and subsequently may be 

less likely to access services from the organization. Relationships with male-identifying figures 

may be protective in some cases, but they may also be harmful.  

Children can also occupy this dual role. For some women, the responsibility of being a 

parent may be a motivating factor to take fewer risks in their drug use, to enter treatment, or to 

find stable housing. But the practical challenges of caring for children may pose an active barrier 

to seeking harm reduction services. Women may fear the criminal consequences of using drugs 

and having their children taken away, making them less likely to show up in person to seek 

services. Even if they do, the organization may not allow people under 18 to enter, or the 

scheduling demands of children may limit potential appointment hours or restrict the ability to 

travel to other providers.  
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Effective harm reduction organizations must acknowledge the significance of these kinds 

of relationships – between a mother and her child, or a woman and her partner – as they design 

their organizational structures and services. PPP has informal systems in place to deal with the 

presence of minors in the building, although they technically cannot allow anyone under 18 to 

enter. Every organization should make all possible efforts to ensure that interactions between 

participants and clinicians, case managers, and outreach staff are not influenced by partners, 

brothers, or friends, but also allow these figures to provide referrals when needed.  

The most effective harm reduction organizations do not just acknowledge the influence of 

existing relationships – they actively build new ones. Each organization interviewed for this 

project had some mechanism by which female-identifying participants could develop 

relationships with other female-identifying individuals. At PPP, the weekly Ladies Night 

provides women the chance to get to know each other and develop new relationships beyond 

male-identifying partners. At SPARC, the entire organization is a safe, women-only space. At 

HIPS and PPPGH, the mobile outreach of female-identifying staff allows for the formation of 

these kinds of connections outside of the physical organizational space. Social cohesion is a 

harm reduction tool in its own right, right alongside syringe services, naloxone access, and 

medication-assisted treatment. This is important for all organizations providing services to 

female-identifying clients. Especially for women without stable housing, who rely on sex work 

for income, or who are involved in the street-level drug environment, the feeling of belonging, 

inclusion, and stability that comes from this kind of space can be very valuable.  

The relationship, then, between a woman who uses drugs and the harm reduction 

organization itself is crucial. Effective organizations must acknowledge the influence of 

relationships for their female-identifying clients and design their services in a way that 
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establishes strong, confidential relationships between staff and participants. This suggests that 

organizations should prioritize hiring employees of a diverse range of identities and lived 

experiences – something mentioned in all four case studies – and building an organization that is 

relatable and relevant to the community it serves.  

 

Building Trust 

An implicit part of strengthening relationships with female-identifying clients is building 

trust between the client and the organization. The availability of a wide spectrum of low-

threshold harm reduction services is one common method of building this organizational trust, 

observed in the service provision of each interviewed organization. This is most applicable to 

mobile outreach services that maintain anonymity and provide the participant with exactly what 

they need, where they need it, with no need for travel. Having a wide array of low-threshold 

services provides the opportunity for gradual growth, a process observed by several interviewees, 

especially at organizations like SPARC and PPPGH for whom mobile outreach constitutes a 

sizable part of their service provision. During her first encounter with the SPARC mobile 

outreach team, the participant may simply get the supplies she needs. The next time, she might 

engage staff in conversation, allowing for micro-counseling or provision of additional services. 

During this encounter, she may learn of the legal service clinic offered at the physical location in 

Pigtown and seek services there. While at the legal clinic, she may make an appointment for a 

visit with a primary care clinician. At every step of this process, there is the opportunity for 

further engagement and behavior change, but only as much as the participant is ready for. The 

ability for gradual introduction into services is a method of building familiarity and eventually 

trust between participants and the organization.  
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 This suggests that, when possible, organizations should offer as many services as they 

can in-house, to avoid referrals and make sure that the trust they have earned is not lost along the 

way. When asked what future directions they hope to see in their organization, every interviewee 

noted several in-house services they’d like to expand – on-site emergency housing, primary care, 

mobile MAT. Of course, for some smaller organizations like PPPGH, it may not be feasible to 

offer so many services in-house, especially specialized gender-specific services like reproductive 

health or childcare. In this case, PPPGH maintains a close network of referrals from trusted 

community providers, making the transition as seamless as possible. 

 The process of building trust takes a long time, driven primarily by word of mouth among 

participants. Participants’ personal endorsements of organizations is an important and organic 

process, but organizations can take additional steps to build up their reputations and increase 

participants’ trust in them. All four of the organizations interviewed have active social media 

accounts that allow them to engage in advocacy activities and publicly endorse opinions and 

policies. HIPS has the most significant presence as an advocate, with its record as a coalition-

builder within the D.C. sex work decriminalization movement. PPP’s association with 

Safehouse, the proposed supervised consumption site in Philadelphia, also contributes to its 

profile as an activist. By publicly embracing certain points of view, especially politically 

controversial ones, harm reduction organizations show dedication to their clients and can 

continue to build trust. For a client engaging in sex work who may be skeptical about seeking 

services, seeing HIPS take a public stand for sex work decriminalization and deliver testimony 

before the D.C. Council may increase their perceived legitimacy and increase that client’s 

likelihood of engaging with the organization. This is a double-edge sword, though. While 

advocacy may increase the trust of participants themselves, the association with controversial 
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harm reduction measures may leave organizations vulnerable to criticism from individuals or 

communities without lived experience in active drug use, increasing “not in my backyard” 

(NIMBY) sentiments and perpetuating stigma.  

 Achieving organizational trust, however, is ultimately achieved through individual 

relationships between participants and staff. Interviewees have noted that it is generally more 

difficult to build trust with female-identifying clients than with male-identifying clients; the 

extent to which outreach staff are willing to build personal relationships with the female clients 

they serve, therefore, is impactful to their service provision. Doing this, however, often requires 

going above and beyond the requirements of the role, like the PPPGH employee who picked up 

clients in crisis in her personal vehicle. Many of the interviewees noted the emotional toll that 

this kind of work takes on them; this is something of which to be mindful in the especially 

personal nature of providing harm reduction services to women.  

 

Community Context 

 The four organizations interviewed for this thesis are all exceptionally different – aside 

from a general mission of providing harm reduction services to people who use drugs, they differ 

widely in the extent of services, their organizational models, their size, and their sources of 

funding. However, all organizations have a practice of hiring employees from the community, 

which introduces the final mechanism of community context. 

All four organizations, though different, were built as a reflection of the communities 

they serve and have continuously adapted to community needs. In Philadelphia, the heavy 

concentration of drug use in the Kensington neighborhood necessitates a stand-alone, full-service 

organization that operates directly in its epicenter, though mobile SEP sites connect to the rest of 
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the city to harm reduction services. Pittsburgh, on the other hand, lacks a “Kensington,” with 

drug use scattered in different neighborhoods all around the city. Mobile sites are the appropriate 

model in this case. PPP and PPPGH are the only SEPs in their respective cities due to state laws, 

making them responsible for a wider cross-section of the population; D.C. and Baltimore, on the 

other hand, have multiple SEPs, allowing for individual organizations like HIPS and SPARC to 

specialize. At HIPS, mobile outreach is critical in serving the high-risk neighborhoods in Ward 7 

and 8, geographically separated from HIPS’s physical location in Ward 6. At SPARC, expansion 

into mobile outreach was a decision forced by a city-wide change in bus routes. There are many 

more examples, but the general point is that harm reduction organizations do not have one, 

universal model. As a theory, harm reduction philosophy meets people where they are. As a 

practice, harm reduction organizations meet the needs of their communities as they are.  

What makes harm reduction organizations effective may not be the actual subset of 

services they provide. Rather, their effectiveness may rest in the fact that the services are directly 

adapted to demonstrated community needs. There appears to be a certain baseline level of 

services that every harm reduction organization should provide – sterile syringes, STI testing, 

legal services – but additional services are fine-tuned to the needs of the community. The 

SPARC Women’s Center’s gender-sensitive model, while presumed successful in Pigtown, may 

not be effective in a different Baltimore neighborhood where the sex worker demographics are 

different. This model may also not be effective in HIPS’s D.C. catchment area, because the 

population of female-identifying sex workers generally does not inject drugs. Along that same 

line, a SPARC-like model may not be effective in Pittsburgh, where the majority of the drug-

injecting population is male. While it may seem obvious, the success of a gender-sensitive harm 
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reduction program is predicated on the existence of a gender-sensitive population in need of its 

services.  

This raises the question, then, of the utility of using “gender-sensitive” as a label for harm 

reduction organizations at all. Each of the organizations interviewed for this project is “sensitive” 

in some way to the needs of its specific community – the Spanish-speaking HIV clinic at PPP, 

the transgender support groups at HIPS, or the reproductive health clinic at SPARC, for example. 

This is a critical characteristic of harm reduction organizations in general and contributes to the 

diversity of organizations seen even within this thesis. All four organizations interviewed were 

borne out of necessity – in response to high incidence of HIV/AIDS or hepatitis C or a lack of 

services for sex workers – and were tailored to fit a specific need in a specific community. This 

final mechanism is directly in line with the realist evaluation scheme, which holds that programs 

are embedded in societal systems, influenced by a variety of factors (i.e. four I’s: individual, 

interpersonal, institutional, infra-structural) that affect their inputs, processes, and outcomes. 

This mechanism cautions against predetermining or presupposing program sensitivity. Harm 

reduction programs for specific groups must be informed by a deep knowledge of the 

communities, their needs, and their context.   

Assuming there is a female-identifying, drug-using population in need of services, it is 

possible to identify best practices for a harm reduction organization: employing female-

identifying staff who is willing to build personal connections with participants; providing 

services that are trauma-informed, respect autonomy (e.g. condom choices), and promote social 

cohesion among participants; delivering services in a way that respects the significance of 

personal relationships; housing as many services as possible in-house; and giving participants 

space to exist as more than a “sex worker” or “drug user.” It is more difficult, however, to distill 
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those best practices into a concrete list of services. Built around those ideals, an organization 

providing harm reduction services to female-identifying clients should offer services that are 

low-threshold, build trust, and meet community needs.  

 

Updated Logic Model 

 Based on the observations and themes from the interviews, the harm reduction logic 

model presented in Figure 8 was updated to include specific services, short-term outcomes, and 

long-term outcomes relevant to female-identifying clients. The updated logic model is displayed 

on the following page as Figure 35.  

 Under Foundational Services, the category of “Comfort Services” was added to the logic 

model. This is a rather broad category, spanning several types of services discussed. Drop-in 

services, or generally access to a safe space for clients to relax and spend time during the day is 

classified under this category. Services like access to clothing, showers, or makeup are put in this 

category, as are art, dance, or yoga classes offered by the organization. Finally, services that 

build community among participants themselves are classified under this category. These are 

distinguished from social services in the sense of case management, housing referrals, access to 

food, etc.  

 Two short-term outcomes, “Strengthened relationships among participants” and 

“Strengthened relationships between participants and organizational employees” were added, 

reflecting the importance of participants’ relationships with the organization and amongst 

themselves. These short-term outcomes, in turn, factor into two additional long-term outcomes, 

“Greater social cohesion among participants” and “Increased trust in the organization.” It is 

possible that these are not quite long-term outcomes, but rather mechanisms that facilitate or 
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improve the achievement of other long-term outcomes like reduced risk behaviors or decreased 

overdose risk. Regardless, they have been included in the updated logic model for clarity. 

 

Figure 36. An updated logic model, showing additional services types and outcomes of interest for harm 
reduction services for female-identifying populations. 

Limitations 

 There are several limitations to the research methods used in this thesis. Of the 10 sites 

identified during the initial survey of harm reduction organizations, only four were reached for 
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interviews, with only one or two interviewees per site. Such a small sample size amplifies the 

effects of interviewees’ personal experiences. For example, the interviewee from PPPGH 

happened to see many more women at her outreach site than others, but this was not known 

before conducting the interview. If another staff member had been contacted, the observations of 

that particular site may have been much different. Interviewing a greater number of organizations 

and/or a greater number of people per site would lead to more generalizable observations. The 

existence of common themes and mechanisms between organizations indicates some degree of 

saturation, but to a much lower extent than desired.  

 An additional limitation is the lack of publicly available evaluation data for the 

organizations. Of all four sites included in this thesis, PPP has probably the strongest evaluation 

data, especially the cited 2019 study mapping the counterfactual of estimated HIV incidence 

versus actual HIV incidence. Other common evaluation metrics across sites include the number 

of naloxone doses distributed, the number of HIV tests performed, or the number of condoms 

distributed, but none of these metrics really address the gender-sensitive outcomes of interest – 

how comfortable are women who use drugs in the environment? How many female-identifying 

staff members does the organization employ? How strong is social cohesion among female 

participants? The SPARC Women’s Center is tracking some of these metrics, but this data is 

only preliminary at this stage. The gender-sensitive programs run by harm reduction 

organizations are assumed to be effective through anecdotal evidence from staff and their 

continued existence in a political and legal environment that is often hostile towards harm 

reduction. However, there is little quantitative data to evaluate these sites’ performance in 

gender-sensitive metrics of interest.  
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CONCLUSION 
 

One of the aims of this project was to identify best practices for engaging female-

identifying clients with harm reduction services. Based on the case studies, the best practices 

identified were general ways of acknowledging mechanisms that affect service provision, rather 

than a concrete list of services organizations should or should not provide. There is a notion 

within the harm reduction movement that rebels against the very concept of a best practice – that 

there is no such thing as one “best practice,” and that recommended services or courses of action 

should be “presented as just one option among many – with others offered tailored to different 

levels of environmental constraint” (Harris et al, 2020). Harm reduction operates on the principle 

of a threshold, understanding that the decision to seek services is driven by a multitude of 

internal and external factors, and that this decision-making process is highly personal for each 

individual. By virtue of that, offering the widest possible range of services is a best practice. 

Everything else is situation-dependent, determined by the particular needs of the communities. 

This idea is aligned with the pragmatic framework of realist evaluation, which 

acknowledges that what makes programs successful is often grounded in mechanisms not 

captured by traditional evaluation frameworks. Programs are designed, driven, and modified by 

mechanisms that are wholly situation dependent: who staffs the program, what the institutional 

priorities are, how the political landscape changes. In essence, the four I’s: individual, 

interpersonal, institutional, and infra-structural. The case studies in this thesis each showed, in 

various ways, the effect of these mechanisms on their organizations’ ability to provide harm 

reduction services to female-identifying individuals. At PPPGH, one employee’s willingness to 

provide personalized services to clients is an example of an individual mechanism. The bonds 

formed between staff and participants at PPP’s Ladies Night is an example of an interpersonal 
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mechanism. HIPS’s prioritization of advocacy work is an institutional mechanism, while the 

impact of Baltimore transportation policy on SPARC’s accessibility demonstrates an infra-

structural mechanism. In short, programs are not implemented in a vacuum. 

Ultimately, each organization had a gender-sensitive strategy of engaging with female-

identifying participants, in a way that was designed to meet the needs of that specific population. 

The strategies are influenced by financial, social, and political considerations, highly dependent 

on the organizational structure and demonstrated need for services. Common to all of the 

outreach strategies, however, is the need for trust and relationship-building.  

The notion of gender-sensitive harm reduction is still a novel concept and requires further 

study and evaluation. More organization-specific case studies should be done to understand the 

ways in which these programs are administered across the country, evaluating whether the three 

mechanisms proposed in this thesis – relationships and social interaction, building trust, and 

community context – are consistent. Additionally, as discussed in the Limitations section, more 

qualitative data would be helpful in evaluating organizations’ successes in gender-sensitive 

metrics of interest.  
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APPENDIX 

Interviewees:  

o SPARC Women’s Center: Katie Evans 

o HIPS: Shane Sullivan 

o Prevention Point Pittsburgh: Helen Matusick 

o Prevention Point Philadelphia: Kaelee Shephard, M Holliday-Davis  
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