
Women-Centred Harm Reduction

In 2009 a national virtual Community of Practice (vCoP) provided the 
opportunity for a “virtual discussion” of issues, research, and programming 
related to girls’ and women’s substance use in Canada. The goal of the 
vCoP was to serve as a mechanism for “gendering” the National Framework 
for Action to Reduce the Harms Associated with Alcohol and other Drugs and 
Substances in Canada. Participants included planners, decision-makers, direct 
service providers, educators, NGO leaders, policy analysts, researchers, and 
interested women. The project was sponsored by the British Columbia Centre 
of Excellence for Women’s Health (BCCEWH) in partnership with the Canadian 
Centre on Substance Abuse (CCSA) and the Universities of Saskatchewan and 
South Australia.

This discussion guide highlights one of the topics explored in the vCoP. Its 
purpose is to stimulate further conversation on gendered approaches to harm 
reduction.



Page 2  Discussion Guide 4  2010

Gendering the National Framework

Background 
Harm reduction approaches to substance use have been a part of Canadian 
prevention and management efforts for many years. [1] The emphasis 
has been on decreasing individual harm from problematic substance use 
through the provision of specific policies and services (e.g., supervised 
injection facility). However, participants in the vCoP noted that the broader 
determinants of women’s health—such as, poverty, mothering, violence, and 
social policies—are not well enough accounted for in the design of harm 
reduction strategies. In order to increase the effectiveness of these strategies, 
it is pertinent to introduce a gender lens to harm reduction initiatives. In the 
context of women’s substance use, harm reduction cannot simply be about 
the intersection of one health determinant with the use of substances; it is 
instead about how many health determinants interact, and in turn amplify or 
influence the experience of women’s substance use.

Harm reduction strategies are commonly discussed from the perspective 
of the policies and service continuum needed to assist illicit drug users, 
however, this discussion guide will use a gender-based analysis, including 
a determinants of health lens, to explore reducing harms associated with 
women’s licit and illicit drug use.  While not all encompassing, this resource 
offers a place to start the discussion on how to bring a gender-based analysis 
to harm reduction strategies. This discussion guide will briefly introduce some 
of the intersecting components of harm reduction and health determinants, 
highlighting the key ways that these elements interact to influence women’s 
health and women’s substance use experiences, followed by a list of weblinks 
and discussion questions. The discussion questions are designed to facilitate 
the application of a gender-based analysis to addictions prevention, harm 
reduction, and treatment programming and policy.

Reducing harms across social determinants 
of women’s health
The following sections briefly illustrate and explore the intersection of 
determinants of women’s health, providing highlights of current research and 
practices that exemplify this perspective related to:

•	 violence and trauma

•	 pregnancy and mothering

•	 criminalized women

•	 sex work

•	 housing

•	 HIV/AIDS

Through these descriptions, it can be seen how understanding harm reduction 
from a gendered perspective is critical to successfully attending to the needs 
of women who use substances, and to advancing the effectiveness of harm 
reduction programming.
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Violence, licit and illicit substance use 
Girls’ and women’s experiences of sexual abuse, interpersonal 
violence, and other forms of gender-based violence are central 
to their use of substances. [2] 

Women drug users are more likely than their male counterparts 
to experience sexual violence, and other forms of violence. [3, 
4] Additionally, substance-using women are more likely than 
substance-using men to die prematurely due to violence. [5, 
6] In Vancouver’s Downtown Eastside—an area renowned 
for high levels of illicit substance use—over 60 women have 
been reported missing or murdered in the past two decades. A 
study conducted in this area of Vancouver found that street-
level sex workers were deterred from accessing health, social, 
and syringe exchange services, because of their need to avoid 
the physical environments where these services were located, 
where they were exposed to violence and policing. [7]

Increasing attention is being brought to the interrelationships 
between historical trauma, continuing or everyday violence, 
poverty, and structural inequities created by these realities, 
which affect women’s access to integrated and effective health 
services. [8, 9] Structural inequities in access to services hold 
true for women who use both licit drugs as well. For example, 
women who have experienced violence are often prescribed 
prescription drugs with addictive potential for longer than 
recommended periods and find minimal support for tapering 
off these drugs and accessing other forms of support. [10, 11] 
This exemplifies the need for integrated services that account 
for gendered harms linked to substance use.

Clearly, in order to address the concerns emerging from the 
many interacting aspects of violence, trauma, and substance 
use, harm-reducing systems of care need to be characterized 
by connections across and among services. Linking between 
services such as: domestic violence and sexual assault 

prevention and recovery programs, supports for residential 
school survivors, sexual and reproductive health services, 
STI prevention services, supportive primary care, addictions 
services, housing, legal aid systems, and so forth, would allow 
for more effective harm reduction programming.

Pregnancy and mothering
Pregnancy, mothering, substance use, and social stigma 
interact to influence the accessibility of healthcare for women. 

Highly negative views of women’s substance use deter 
pregnant women and mothers who use substances from 
accessing health-related and social services for fear of being 
judged, treated poorly, and losing custody of their children. 
[12-15] As a result, the opportunity to respond to women’s 
need for connection, discussion of substance use, prenatal care, 
overall health care, practical supports, methadone treatment, 
and other harm reduction strategies are forestalled. These 
types of information and support, which can improve the birth 
outcomes of women’s children, as well as their own health, are 
therefore missed. [16]

However, there are cases where gendered harm reduction 
strategies are being implemented. Non-judgmental, 
comprehensive outreach programming for pregnant women is 
now being delivered as a best practice in Toronto, Edmonton, 
Calgary, Vancouver, Hamilton and many other locations 
across Canada. [17-20] Key maternity care services are also 
shifting their service paradigms to assist women to reduce 
harms associated with illicit drug use in pregnancy and to 
retain custody of their children postpartum. [21] Mothers 
are becoming actively involved in identifying strategies for 
reducing harms associated with their substance use. For 
example, mothers were involved in developing the Start 
Thinking About Reducing Second Hand Smoke program. [22] 

Despite some advances, particularly in the promotion 
of harm reducing approaches for pregnant women with 
alcohol problems, we have a long way to go. To improve the 
accessibility of harm reduction programming, and reduce 
gendered harms to women who use substances and their 
children, we need to counter harsh media representations, 
eliminate rigid abstinence-only service policies, and address 
ill formed and punitive drug policy and child welfare policy 
affecting pregnant women and mothers who use drugs. [23, 24]
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Criminalized women 
For criminalized women, substance use, mothering capacity, financial 
insecurity, physical health and emotional health challenges, and for some the 
impacts of incarceration interact and compound each other. 

Criminalized women are most likely to be incarcerated for property crimes 
such as shoplifting, theft, and robbery [25], crimes that are related to poverty 
and substance use. Incarcerated women in Canada have high rates of physical 
health, mental health, literacy, and substance use problems. [26] And yet 
historically, prison and correctional centre harm-reduction programming 
related to these overall health concerns has been limited. [27-30] Additionally, 
approximately two-thirds of Canadian female inmates aged 19–34 years are 
mothers of children younger than five-years-old. [31] It has been estimated 
that 25,000 Canadian children are impacted by their mothers’ incarceration 
each year. [32] A range of harms from feelings of guilt and depression, 
increased use of alcohol and drugs, increased criminal activity, and re-
incarceration are associated with separation of criminalized mothers and their 
children. [33]  Aboriginal women are most affected by all the harms related 
to criminalization, as there is a disproportional representation of Aboriginal 
women incarcerated in Canada. [34] 

Given the strong interaction of health determinants and gendered harms 
for criminalized women, some agencies are responding with women-
centred harm reduction programming and research initiatives. For example, 
agencies such as the Elizabeth Fry Society are helping community-based 
and correctional services understand criminalized women’s self harm, and 
are identifying trauma-informed, harm reducing ways of supporting women. 
[35] Aboriginal women in conflict with the law are also becoming involved 
in defining their needs for support on substance use issues (highlighting the 
importance of connection to culture, healing from trauma, and motherhood 
issues). [36] Criminalized women are also engaging in empowering research 
projects that define their healing and health service needs within the prison 
context, shedding further light on what effective gendered harm reduction 
programming might address. [37-39]

Sex work 
Sex workers face significant harms related to the dangers of street work. 
[40, 41] Harms range from the risk of HIV acquisition, to experiencing 
discrimination, to conflicts with the law, to being exposed to violence. [42, 43] 
Yet it can be difficult for sex workers to access information and harm reduction 
services. [27] The stigma associated with both sex work and substance use 
operates to affect sex worker’s health and limit their access to health care and 
other supports. [44-46]

Cusick [47] identified the need to broaden the harm reduction agenda from a 
focus on drugs specifically , to include promoting health among sex workers. 
She and others emphasize that in the case of sex workers, harm reduction 
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must examine ways of reducing inequities and challenges 
associated with entering and exiting sex work. [48, 49] For 
example, in a study in 2002, a study showed that less than half 
of the street-level sex workers entered sex work to support an 
existing drug habit. [50] Rather, they were propelled into street- 
level sex work by financial need. This finding was confirmed in 
recent research by a Canadian coalition of sex workers. [48]

In an attempt to address the intersecting needs of sex workers, 
and mitigate associated harms, the Mobile Access Project 
(MAP) in Vancouver, BC, serves as a mobile drop-in center for 
sex workers on the street. The mobile drop-in centre offers a 
place where women can report “bad dates,” receive resource 
information and referrals, peer counselling, free condoms, 
clean needles, emergency medical care, and a safe respite. 
[51] By offering these services in a manner that is accessible 
and responsive to women sex workers’ immediate needs, MAP 
exemplifies women-centred harm reduction strategies.

Housing
Often homeless girls and women are not visible in ways similar 
to homeless boys and men, as they are ‘under-housed’ versus 
living on the street. [52, 53] As such, their housing needs 
are often overlooked in harm reduction strategies. This is 
problematic, as unstable housing conditions are associated 
with poorer physical health, mental disabilities, fewer social 
supports, minimal education, traumatic histories, and little 
employment history, as well as vulnerability to HIV contraction, 
alcohol and drug use, and victimization. [54-56] Homeless 
women are at high-risk for sexual assault. [57] Gender-informed 
harm reduction strategies acknowledge that adequate housing 
for women and children is essential to mitigating harms and 
improving health.

Homeless and domestic violence shelters are part of a 
continuum of housing needs for women who use licit and illicit 
drugs. [58] In BC, the Atira Women’s Resource Society offers 
multiple levels of transition/housing supports for women at 
various stages of homelessness and recovery from mental 
health and substance use problems. Sheway, a program for 
substance using mothers in downtown Vancouver, has shed 
light on how even a minimal addition of financial support 
over short periods of time can help mothers secure adequate 
housing, which in turn reduces a range of harms, and often 
allows women to retain custody of their children. [59]

HIV/AIDS
Decades into the AIDS pandemic, women are 
disproportionately impacted by HIV infection. [6] A range of 
health determinants—including physical, social, economic, and 
public policy dynamics—interact to put women at risk of HIV 
infection.

A study of women who were HIV+ in Vancouver’s Downtown 
Eastside showed high uptake of health and social services, yet 
limited attention to HIV care, with only 9% of the women on 
antiretroviral therapy (HAART). [60] In this case, self-reported 
barriers to accessing treatment were largely attributed 
to misinformation and misconceptions about treatment. 
Speaking more broadly, issues surrounding HIV prevention and 
treatment for women have been summarized by the Vancouver 
based Positive Women’s Network as follows: 1) no prevention 
method that women can control without cooperation 
of her sexual partner; 2) acute biological vulnerability to 
infection during unprotected heterosexual intercourse (while 
treatments are still mainly tested on men); 3) controlling 
partners who limit safer sex, access to health care, support, 
and financial resources; 4) social expectation to be caregiver 
to immediate and extended family members limits women’s 
self-care opportunities; 5) unequal economic power; and, 6) 
the repercussions of disclosure can equal disaster for women, 
their children, and their safety. [61] Issues related to pregnancy 
and mothering are also relevant to reducing harms related to 
HIV – women who are HIV+ need to be able to access non-
judgmental medical care to receive ARV medication which 
prevents in utero transmission of HIV, medication which 
is nearly 100% effective if pregnant women with HIV are 
supported in taking them. [62, 63]

A participatory action research project involving women who 
use drugs in Vancouver has documented the health inequities 
and barriers to accessing a wide range of services—including 
primary health care, and harm reduction services. The research 
resulted in recommendations for opportunities to improve 
policy and practice to enhance quality and continuity of 
primary care for women who use drugs. [64] This study 
exemplifies core principles of harm reduction and women-
centred care – that women/drug users definitions of their 
needs need to be respected, that human rights to healthcare 
need to be honoured, and that efforts to make care safe and 
empowering for women are important. [1, 65]
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Examples of women-centred harm reduction
Provided below are examples of women-centred harm reduction programs that offer 
a scope of services intended to respond to intersecting determinants of women’s 
health.

Atira Women’s Resource Society
(www.atira.bc.ca/housing.html)
Atira demonstrates women-centred harm reduction in action. Atira Women’s 
Resource Society is a community-based organization that supports all women, and 
their children, who are experiencing the impact of violence committed against them 
and/or their children. Atira’s approach is multi-faceted including housing, advocacy, 
education and support. Combining staged housing, from emergency to long-term, 
with women-centred services such as 16-step groups and wrap-around support. 
Atira offers a variety of services for pregnant and parenting women through the 
Maxxine Wright Community Health Centre, including pre and post-natal medical care, 
substance use counselling, safety planning as well as food programs and many other 
services. Emphasis is placed on providing comprehensive women-centred care and 
wrapping support around women and their children.

Fir Square Combined Care Unit
(www.bcwomens.ca/Services/PregnancyBirthNewborns/HospitalCare/
SubstanceUsePregnancy.htm)
The first in Canada to provide care for substance using women and their substance-
exposed newborns in a combined unit (mothers and babies room-in together), 
the Fir Square program provides non-judgmental assessment, detoxification, care 
and support to substance using pregnant women. Guided by a harm reduction 
philosophy, the overall aims of the program are to help reduce substance use and 
related risks, to help women gain confidence with parenting and, ultimately, to 
support mothers and their babies to safely stay together after they leave hospital. The 
program meets the needs of women through collaboration with community groups 
and with child welfare services, as well as through the provision of addiction services, 
and education about infant development.

Wish Drop-in Centre Society
(www.wish-vancouver.net/index.cfm) 
The Wish Drop-in Centre provides services for women in sex work, or seeking to exit 
sex work, in a non-judgmental, nurturing environment. In addition to providing 
essential needs, such as nursing care, hot meals, showers and clothing, Wish 
provides referrals to substance use treatment, rehabilitation housing, and shelters. 
Opportunities to alternative lifestyles are supported by the Wish Literacy and 
Learning Centre. Wish also partners with other groups to provide opportunities for 
research and services, including the Mobile Access Project, a mobile drop-in center for 
sex workers on the street. (www.wish-vancouver.net/index.cfm?go=site.index&sectio
n=programs&page=map)

Community-Based Research with Criminalized Aboriginal Women
(www.addictionresearchchair.com/creating-knowledge/national/cihr-research-
project/)
This study is a community-based collaborative research project between the National 
Native Addictions Partnership Foundation, the Canadian Centre on Substance 
Abuse and the University of Saskatchewan. The project examined the role that 
identity and stigma have in the healing journeys of criminalized Aboriginal women 
in treatment for illicit drug use. In efforts to share the findings of the research, a 
powerful music video called From Stilettos to Moccasins was released giving voice 
to Aboriginal women healing from drug abuse, addictions and problems with the 
law, together with those who are helping them on their journey (www.youtube.
com/watch?v=1QRb8wA2iHs). Hopefully, through a better understanding of the 
experience of criminalized Aboriginal women, treatment services can be improved to 
meet their needs and the needs of the community overall.



2010  Discussion Guide 4   Page 7 

Moving forward
Clearly the territory of reducing harms related 
to women’s substance use, and related health 
and social concerns is inviting action. The way 
in which women’s health determinants act and 
interact need to be taken into account in all we 
do; the damaging effects of the intersections 
between poverty, experience of violence, 
racism, gendered patterns of drug use/harms, 
and lack of support for mothering are critical 
to address. We are beginning to acknowledge 
how a combination of work on structural 
interventions in legal and policy arenas, physical 
and social environmental changes such as 
access to safer sex work and supportive housing, 
improved support through a seamless service 
network, as well as support for peer driven 
action will be important. 

Discussion questions
The following questions are intended to support direct-service providers, program leaders, and system planners in reflection on 
their current practices, policies, and procedures.

1.	 What have you noticed about the links between poverty, mothering, substance use and violence? How might these 
interconnections impact the care a woman receives?

2.	 Consider your understanding of harm reduction. In what way, if any, has the information in this discussion guide influenced 
your understanding?

3.	 How might your program link with other women-centred harm reduction programs?

4.	 How is the role of trauma understood in your service? How does this translate into policies and program development?

5.	 If a pregnant woman with substance use problems were to describe her initial interaction with your program, what might 
she say? How would she feel? What might be some of the barriers to receiving care? What are the strengths of your service 
that would encourage her to come back?

6.	 How does your service work to address some of the stigma and barriers women face in accessing services?  Are there 
specific needs to be addressed for pregnant women?  What about for women in conflict with the law? 

7.	 Why is it important to shift from a continuum of harm reduction services lens, to a determinants of health lens? How might 
this impact your program/policies?  How does this involve the greater community? 

8.	 What training is available to support service providers in using a gender-informed harm reduction approach?
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Weblinks 
Peer Support
Women’s Harm Reduction International Network (WHRIN)
www.talkingdrugs.org/womens-harm-reduction-group 
The WHRIN works to create and maintain an international 
network for women and those working with them who 
are engaged in HR in order to share resources, disseminate 
materials, provide a forum for discussion and a basis for 
advocacy and training.

Housing 
The Street Health Report – Women and Homelessness
www.streethealth.ca/Downloads/SHResearchBulletin-2.pdf
This bulletin provides a comprehensive overview of the 
physical and mental health, well-being, access to health care, 
and daily realities of homeless women in Toronto. 

Coming Together: Homeless women, housing and social 
support 
www.comingtogether.ca
The website describes an arts-based community research 
project exploring how women and transwomen who are 
marginally housed in Toronto built support networks with each 
other in order to survive.

HIV/AIDS
Positive Women’s Survival Kit (International Community of 
Women Living with HIV/AIDS)
www.icw.org/files/Survival%20Kit.pdf
This education resource is based on the shared experiences of 
women living with HIV around the world. A range of topics are 
covered including pregnancy and mothering, relationships, sex 
work and women in prison.

Integrating gender into HIV/AIDS programmes 
www.who.int/gender/hiv_aids/en/Integrating%5B258KB%5D.
pdf 
This tool helps programme managers and health-care providers 
in the public and private sectors integrate gender into HIV/AIDS 
programmes they wish to set up, implement and evaluate so 
they are more responsive to women’s needs.

Sex Work
Wish Drop in Centre Society
www.wish-vancouver.net/index.cfm?go=site.index&section=ab
out&page=mission
To increase the health, safety and well-being of women 
working in the sex trade in Vancouver’s Downtown Eastside, 
WISH provides a range of services and supports and engages in 
advocacy, community education, and relationship building.

Sex Professionals of Canada (SPOC)
www.spoc.ca
The SPOC provides information about legal, health and 
advocacy issues surrounding sex work and sex workers rights.

Pregnancy and Mothering
National Advocates for Pregnant Women
http://advocatesforpregnantwomen.org/
The US based National Advocates for Pregnant Women 
(NAPW) seeks to protect the rights and dignity of pregnant 
and parenting women, and those who are most vulnerable 
including low income women, women of color, and drug-using 
women —through involvement in court challenges to punitive 
reproductive health and drug policies and public education 
efforts.

A Visceral Grief: Young Homeless Mothers and Loss of Child 
Custody
www.urbancentre.utoronto.ca/pdfs/researchbulletins/
CUCSRB34Novacetal.pdf
This research paper from the Centre for Urban and Community 
Studies describes the experience of young homeless mothers 
who lose custody of their child and the service interventions 
available to the mothers.

Criminalized Women
Caught in the Net
www.aclu.org/drug-law-reform/caught-net-impact-drug-
policies-women-and-families
This US report advocates for drug laws and policies that 
adequately take into account the needs of women and their 
families, and address the root causes of women’s involvement 
with illegal drugs. 

Girls and Young Women
It’s a Girl Thang! A Manual on Creating Girls Groups
www.mcs.bc.ca/pdf/its_a_girl_thang.pdf
This Canadian resource presents an innovative girls group 
program model which uses a relational/cultural framework 
to guide the prevention and intervention of at risk and 
marginalized girls. Girls were invited to share their experiences 
and help shape the manual.

What’s your problem? – Claymation project
www.youtube.com/watch?v=HSPedmfqR5U
Researchers and support workers collaborated with an 
Aboriginal Girls Group in Chase, BC to create this claymation 
project with a message around date rape and alcohol. 

Summary
This discussion guide was prepared to assist individuals and 
agencies working on the National Framework for Action to 
Reduce the Harms Associated with Alcohol and other Drugs and 
Substances with the application of gender-based analysis. 
Hopefully it will be a useful resource in the development of 
“gender-informed” harm reduction initiatives by those working 
on the Framework, and by others interested in improving policy 
and practice related to substance use and addiction in Canada.
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