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While there has been growing interest in comprehensive models of treatment and care for individuals living with
HIV/AIDS, little attention has been given to the potential role that supervised injecting programs could play in
increasing access to prevention and care services for HIV-positive injection drug users (IDU). We conducted 22
semi-structured interviews with HIV-positive IDU regarding a supervised injection program integrated in an HIV
focused care facility known as the Dr. Peter Centre (DPC). We also interviewed seven staff members who
supervise injections within the facility. All interviews were audio recorded, transcribed verbatim, and a thematic
analysis was conducted. Participant and staff reports indicated that the integrated supervised injection program
influenced IDUs’ access to care by building more open and trusting relationships with staff, facilitating
engagement in safer injection education and improving the management of injection-related infections.
Participants and staff viewed the program as facilitating the delivery of care through mediating overdose risks,
reducing the need to punitively manage drug use onsite and reducing the risks of encountering used syringes on
the premises. For some participants, however, feelings of shame and fear of judgment in relation to their drug use
limited initial uptake of the program. Our findings identify mechanisms through which integrated supervised
injection programs may serve to better facilitate access and delivery of comprehensive care for HIV-positive IDU
and highlight the benefits of addressing HIV-positive IDUs’ drug use in the context of comprehensive models of
healthcare.
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Introduction
The past two decades have given rise to remarkable
advances in HIV/AIDS treatment and care. For
example, the advent of highly active antiretroviral
therapy (HAART) has contributed significantly to
the reduction of mortality, morbidity and hospitalization rates for individuals living with HIV/AIDS
(Hammer et al., 1997; Hogg et al., 1999; Mocroft
et al., 2003; Porter et al., 2003). However, HIVpositive injection drug users (IDU) have derived less
benefit than other HIV-positive individuals from
recent advances in HIV treatment and care (Bruce
& Altice, 2007; Wood et al., 2003).
Elevated rates of HIV-related morbidity and
mortality among IDU are mediated by substantial
barriers associated with access to basic care and
support including primary care services (Ostertag,
Bradley, Broadhead, & Altice, 2006), addiction
treatment (Metzger & Navaline, 2003), and adequate
housing (Evans & Strathdee, 2006; Shannon, Ishida,
Lai, & Tyndall, 2006). As a result of barriers to
accessing care, IDU often delay seeking medical
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treatment until conditions have reached advanced
stages requiring emergency or acute care (Palepu
et al., 1999).
Supervised injection facilities (SIFs) have been
implemented in a growing number of settings to
address the harms stemming from injection drug use
(Dolan et al., 2000). SIFs provide a sanctioned,
hygienic environment where IDU can inject preobtained illicit substances with sterile injection
equipment, under the supervision of trained staff
(Broadhead, Kerr, Grund, & Altice, 2002). Evaluations of SIFs have revealed numerous benefits,
including increased access to addiction treatment
(Kerr, Small, Moore, & Wood, 2007; Tyndall
et al., 2006). Little is known about the potential
role SIFs could play in facilitating access to and
delivery of care for HIV-positive IDU. Therefore, we
sought to examine the perspectives of HIV-positive
IDU and healthcare staff regarding an integrated
SIF within an HIV care facility, with the aim of
evaluating the program’s influence on access to
prevention and care services for HIV-positive IDU.
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The Dr. Peter Centre (DPC) Harm Reduction Room
(HRR)
The first government-sanctioned SIF in North
America opened in Vancouver in September 2003
(Wood et al., 2004a). However, more than a year
before the opening of this stand-alone facility, a
group of nurses at Vancouver’s Dr. Peter Centre
(DPC) implemented a supervised injection program
(Wood, Zettel, & Stewart, 2003). The DPC offers a
day-health program for 230 adults and a 24-bed
assisted-living residential program. Approximately
40% (or approximately 93) of day-program participants are IDUs, many live in substandard, unsanitary, single room occupancy housing. The DPC
offers basic support such as hot nutritious meals,
showers, laundry facilities, referrals to social services
and HIV-specialists as well as counselling and
nursing support. The supervised injection program,
termed the Harm Reduction Room (HRR) (Figure 1),
involves nurses supervising the injection of street
drugs by HIV-positive program participants in a
designated space. There are 53 registered HRR users.
After the implementation of the HRR there was a
steady growth in HRR users. Currently HRR use
levels have stabilised at approximately 50 injections
per month. Herein we report on the experiences and
perspectives of DPC participants who have used the
program and staff who work in the HRR.
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Methods
We conducted 22 in-depth interviews with DPC
participants to discuss their experiences using the
HRR. Potential participants were informed about
our study during a weekly DPC community meeting,
and through information sheets posted within the
facility. All DPC participants who approached us and
met the minimum criterion of having used the HRR
at least once were interviewed. We also conducted
seven interviews with staff members who regularly
supervise injections within the HRR. The staff sample
was recruited using a purposive sampling strategy to
ensure adequate representation of staff with various
professional backgrounds (e.g. nurses, counsellors)
involved in supervising injections at the HRR. All
interviews lasted between 30 and 90 minutes and were
conducted during May and June 2007.
Participant interviews were facilitated using a
semi-structured topic guide encouraging discussion
of experiences and impact of the HRR, care experiences at the DPC, and perceived barriers. Staff
interviews were facilitated by a different topic guide
consisting of questions concerning the operation and
integration of the HRR into existing services.
All interviews were audio-recorded and transcribed verbatim. Field notes reflecting on key points
and interview dynamics were also kept. The coding
framework was developed collaboratively among the
research team and included both a priori themes and
more inductive categories that emerged from participants’ accounts. The thematic categorization of the
interview transcripts was facilitated by the use of
ATLAS.TI.
All participants provided written informed consent for participation. DPC participants were remunerated with Can$ 20. Staff did not receive payment as
interviews were conducted during work hours. The
study was conducted with the approval of the
Providence Health Care/University of British Columbia Research Ethics Board.

Results
Sample characteristics

Figure 1. The Dr. Peter Centre Harm Reduction Room.

The interviewees included 15 male and seven female
HIV-positive IDU. Six of the interviewees were
residents at the DPC, and the remaining 16 individuals were day-program participants. The mean age
among the sample was 43.8 (range 2854), and the
average number of years living with HIV was 12.
Sixteen participants were currently on HAART. The
median CD4-cell count of our sample was 225 cells/
mm3.
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Staff members who participated in the interview
process included four nurses, two counsellors and one
recreation therapist.1 Five staff interviewees had
experience of working at the DPC before the implementation of the HRR.
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Access to care
Participants’ and staff’ perspectives indicated that the
HRR influenced participants’ access to care by
building more trusting relationships with staff and
facilitating engagement in a broader array of support
services, including safer injection education and care
for injection-related infections.
Acceptability
Participants’ perspectives on the acceptability of
using the HRR were strongly influenced by the
perceived benefits of injecting under supervision.
The most common motivations for injecting in the
HRR were hygiene, safety from the risks associated
with overdoses, and physical safety. While both male
and female participants named physical safety as a
benefit of injecting in the HRR, this theme was
particularly common in female participants’ accounts:
I got a safe place to use, and all my new syringes are
there. It’s safe in case I overdose, or someone is going
to rob me or anything like that. I’d feel safer in the
room there . . . I’ve been robbed like three times on
East Hastings. Beaten up and robbed. (Female
participant #14)

The view that the HRR facilitates the use of other
services at the facility constituted a common theme in
staff’ accounts:
Usually people are like ‘well what’s the use I’m
already [HIV] positive, so what does it matter?’ Our
role is to help them understand that, yeah, you’re
positive but you can stay healthier longer by taking
care of yourself across the board, including supervised injection with safer equipment, as well as other
health care needs, eating well and taking your
medication as it’s prescribed as best you can.
(Non-Nursing staff #2)

because of the hygiene. And, plus after 27 years of
using, I wasn’t doing it right. (Male participant #6)

Several participants also stressed the influence of
environmental and situational factors in shaping their
injection practices and expressed that the HRR
ameliorated these pressures:
It [the HRR] reinforced good practice. I already
knew what they were, but I was pretty careless, pretty
sloppy a lot of the time. Because you’re in a
pressurised situation, say you’re under scrutiny . . .
I’ll go in the washroom and use. And all of a sudden,
your anxiety level jumps. So you’re doing things
quicker, you are not safe . . . I wouldn’t even cook the
heroin, or use tap water, and I had abscesses all the
time...I know for a fact I’ve shared water, which
I shouldn’t have done . . . I’m sure that’s where I got
Hep [hepatitis C] from. (Male participant #11)

Staff attributed a perceived reduction in abscesses
and injection-related infections to increased opportunities to engage participants with in situ safer injection education. Staff also commented that the HRR
allowed participants to be more open about their
drug use which facilitated early presentation of
injection-related infections, and in turn increased
access to treatment and helped prevent complications:
We used to have a lot more injecting-related
abscesses . . . I’ve seen a reduction, possibly teaching,
through vein maintenance and rotating sites. If there
are abscesses we just intervene sooner. They’re willing
to tell us about it sooner. They’re not hiding it now.
(Nurse #3)

Relationships
Numerous participants commented that the supervised injection program fostered more understanding
and trusting relationships with staff:
I think it made, made our relationship stronger . . .
Like they know where I’m coming from. (Male
participant #13)
I think it’s actually a good thing. Because you [the
staff] get to know what drug addicts are as individuals. And without making an 8 act play about your
life, they just got to get to know you . . . It builds a
relationship. (Male participant #11)

Safer injection education
Participants described the HRR as a unique setting
for accessing safer injection education and pointed
out that the guidance received in the HRR impacted
their injection practice and reduced the occurrence of
injection-related infections:

Staff also viewed the relationships built in the context
of the HRR as enhancing participants’ access to care,
by encouraging openness concerning participants’
health concerns:

They offer cleanliness and hygiene, it’s real good.
Now I use an alcohol swab more, I didn’t use them
before . . . That’s why a lot of people get abscesses,

In the injection room you cover so much ground.
You really get a sense of, where they’re at. What’s
going on with their health, their numbers [blood

AIDS Care
counts], their docs, their concerns, their stuff. That
wouldn’t, happen with, ’’can I have an ibuprofen
cause I’ve got a headache?’’(Nurse #3)

Delivery of care
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Overdose prevention
Before the implementation of the HRR it was
difficult to adequately address participants’ drug use
at the Center. Participants and staff state that since
the establishment of the HRR, the negative impacts
of overdose incidents occurring at the facility have
been reduced as injecting behavior no longer has to
be concealed:
I used to be here before they had that room, I wasn’t
supposed to but I did [inject], a couple of times in the
washroom. This is much better. There was one
person that was found, they OD’d in the washroom.
It was a good thing he left the door unlocked. They
took care of him. He lived but . . . if he’d locked the
door, he would have been dead . . . We haven’t found
anyone OD’ing in the bathrooms anymore. (Male
participant #22)

Legitimate space
Providing a legitimate space for injecting reduced
the need to punitively regulate injecting behavior
and reduced improperly discharged syringes at the
facility:
What should we do? [prior to the implementation of
the HRR] We knew they just injected in the bathroom. [Should we] put them on a month’s suspension? Now it’s much better . . . We cannot, provide
healthcare services, but, continue to, deal with,
particular aspects of participants’ lives, which have
direct impact on their health, in a purely punitive
manner. (Nurse #7)

Barriers to using the Harm Reduction Room (HRR)
While many participants viewed the HRR as enhancing care and support at the DPC, some participants
were more reluctant to engage in supervised injecting.

Type of substance
Participants’ views on the acceptability of the HRR
were also shaped by their expectations regarding the
influence of injecting in the HRR on their intoxication. Participants’ reports reflected a greater willingness to inject opiates in the HRR compared to
stimulants as stimulants often leave participants
feeling restless and somewhat suspicious:
Cocaine is a different thing. I hate being, trapped in
one spot, when I’m doing cocaine . . . I like to
wander, you get so hyped up, you go back and forth
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like a ping pong ball. I can’t do that [in the HRR].
(Male participant #4)

Shame
Although many participants reported that the HRR
enhanced therapeutic relationships, others reported
that existing relationships may complicate access to
the program. Some participants described how shame
and fear of judgment may mediate their access to the
HRR:
You become close to staff and, it’s like a family kind
of thing. You don’t wanna disappoint them and let
them know that you’re doin’ it. I think that they look
down on you more if they know you’re using. I think
cause the staff know that you’ve just done something,
that anything you do after that is going to be, oh it’s
the drug that’s making her do that. (Female participant #12)

Discussion
Consistent with previous work demonstrating the
value of integrating HIV care with Methadone
Maintenance Therapy (Palepu et al., 2006), our
findings further highlight the potential benefits of
integrating harm reduction interventions within HIV
care settings, and suggest that a SIFs can positively
influence access to care for HIV-positive IDU. The
perspectives of HIV-positive IDU and healthcare
staff interviewed in this study indicate that the
integrated SIF may influence IDUs’ access to care
by building more open and trusting relationships with
staff, facilitating engagement in safer injection education and improving the management of injectionrelated infections. Study participants reported that
the program helped to reduce overdose risks and the
need to punitively manage drug use onsite. For some
participants, however, feelings of shame and fear of
judgment in relation to their drug use complicated the
uptake of the program.
Due to heightened susceptibility, injection-related
infections constitute a major health risk for HIVpositive IDU (Bruce & Altice, 2007; O’Connor,
Selwyn, & Schottenfeld, 1994) and represent a key
concern in care. The HRR appears to positively
influence injection practices by modifying the immediate physical and social setting that shape the act
of injecting (Moore, 2004). Our findings regarding
the influence of the HRR on safer injecting are
consistent with previous work which reported that a
significant proportion of SIF users obtain safer
injection education (Wood et al., 2005). Participants
view the collaborative injection education afforded by
the HRR as offering benefits above and beyond
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conventional information-based approaches (Moore,
2004).
Lack of trust and poor relationships with healthcare providers have been identified as important
components of IDUs’ avoidance of healthcare facilities and delays in seeking care (Altice, Mostashari, &
Friedland, 2001; Ostertag et al., 2006). Failure to
acknowledge clients’ substance use within care settings can compromise healthcare relationships and
result in a lack of attention to a central aspect of
IDUs’ health (Bruce & Altice, 2007). Participants’
and staff’ perspectives suggest that the HRR helped
to reduce mistrust between IDU and healthcare
providers (Bruce & Altice, 2007; Merrill, Rhodes,
Deyo, Marlatt, & Bradley, 2002) and aided the
disclosure of injection-related infections and other
health issues, which in turn increased opportunities
for staff to provide adequate care.
The HRR facilitated the delivery of care at the
DPC by creating a legitimate physical space for
injecting illicit substances. As observed in other
settings (Evans & Strathdee, 2006; Kerr et al.,
2007), prior to the implementation of the HRR,
overdose incidents in secluded areas and behind
locked doors within the DPC constituted a major
problem and policing onsite injections consumed
substantial staff time. Consistent with previous
work documenting a reduction of improperly discharged syringes after the implementation of a SIF
(Wood et al., 2004b), the HRR reduced the number
of improperly discarded syringes at the facility.
Additionally, the commonly used strategy of banning
IDU from services as a way of sanctioning drug use
within service facilities (Evans & Strathdee, 2006) was
no longer necessary after the implementation of the
HRR, increasing participants’ access to care at the
DPC.
Participants’ perspectives on the barriers to injecting at the HRR demonstrate a careful weighing of
the advantages and disadvantages of using the
program (Kerr et al., 2007) and bring to light some
of the limitations of an integrated SIF. In line with
previous studies, participant reports revealed concerns regarding the effect of injecting under supervision on their intoxication (Kerr et al., 2007). Also
consistent with previous work a number of participants in this study expressed feelings of shame about
disclosing their injection behavior to staff (Malins,
Fitzgerald, & Threadgold, 2006; Rhodes et al., 2007).
While SIFs can improve access to care among IDU,
acceptance of such programs is shaped by a range of
societal forces. The relative success of harm reduction
interventions is shaped by the social environments in
which they occur and is affected by factors such as the
discrimination and stigmatization of IDU (Rhodes,

2002; Small, Rhodes, Wood, & Kerr, 2007). In order
to achieve maximum effectiveness, harm reduction
interventions need to be supplemented by sustained
efforts in changing the macro social environment that
can compromise uptake of care (Rhodes, 2002).
The present study has a number of limitations.
The views represented in our sample may not be
entirely representative of all DPC participants who
have made use of the HRR, as some participants with
deviating views may have chosen not to participate.
This study focused exclusively on the views of IDU
who have used the HRR at least once; therefore, the
views of IDU who attend the DPC but do not use the
service are not represented. Likewise, the perspectives
of non-IDU DPC participants regarding the HRR
were not explored here. Added insights, concerning
the acceptability of the HRR could have been gained
by interviewing opiate and stimulant users separately.
However, this proved difficult in this setting as most
IDU are polysubstance users. In addition, we did not
collect data on the impact of the HRR on participants’ safer sex practices, and therefore we were
unable to make inferences concerning the impact of
the HRR on participants’ sexual practices. Lastly,
although we investigated the impact of the HRR on
access to care, we did not obtain data specific to the
impact of the HRR on access and adherence to
HAART. Future studies should seek to investigate
this further. An integrated SIF may provide unique
opportunities for enhancing uptake of directly observed HAART.
The findings of the present study highlight the
value of integrating a SIF within a comprehensive
care facility for HIV-positive IDU. Despite some
participants’ reservations concerning privacy, our
data indicates that integrating SIFs into HIV/AIDS
care programs for IDU may help overcome some of
the significant barriers to care among this population.
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Note
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1. According to the HRR protocol counsellors and other
non-nursing staff can supervise the injection preparation; however during the actual act of injecting and
immediately afterwards the presence of a qualiﬁed nurse
is required.
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