International Journal of Drug Policy 97 (2021) 103324

journal homepage: www.elsevier.com/locate/drugpo

Contents lists available at ScienceDirect

International Journal of Drug Policy

Commentary

Hospital policy as a harm reduction intervention for people who use drugs = M)

Robin Lennox®%*, Leslie Martin "¢, Candice Brimner¢, Tim O’Shea 4

a Department of Family Medicine, McMaster University, Hamilton, Canada

Check for
| updates

b Department of Medicine, Division of General Internal Medicine, McMaster University, Hamilton, Canada

¢St. Joseph’s Healthcare, Hamilton, Canada

d Department of Medicine, Division of Infectious Diseases, McMaster University, Hamilton, Canada

ARTICLE INFO ABSTRACT

Keywords: Hospitals are a critical touchpoint for people who use drugs (PWUD). However, hospital policies, both formal and

Harm reduction informal, can have a detrimental impact on PWUD in acute care settings. Introducing new policies, or revising

hospital policy existing policies that inadvertently harm or stigmatize PWUD while hospitalized, could be an effective harm

acute care reduction intervention for this high-risk population. This paper explores seven areas where institutional policy
change could improve the hospital experience of PWUD: (1) use of nonprescribed substances in hospital, (2)
supporting inpatient addiction consultation services (3) in-hospital supervised consumption spaces (4) supply
and distribution of safe drug use equipment and naloxone, (5) role of security services and personal searches, (6)
use of hospital restrictions, and (7) involvement of PWUD in policy development.

Background When they do access hospital care, PWUD have higher rates (25-30%) of

Hospitals are a critical touchpoint for people who use drugs (PWUD).
PWUD are admitted to hospital and visit the emergency department
more frequently than the general population (Kendall et al., 2017).
PWUD are also less likely to have a primary care provider, and therefore
more likely to rely on hospital-based services for management of their
acute and chronic medical conditions (Artenie et al., 2015). Despite the
frequency of interactions, the relationship between hospitals and the
community of PWUD remains challenging. Hospitals have been iden-
tified as a ‘risk environment’ for PWUD, wherein social and structural
forces increase the risk of harm PWUD may experience while hospital-
ized (McNeil, Small, Wood, & Kerr, 2014). There is also a mutual mis-
trust that exists between healthcare providers and PWUD (McNeil et al.,
2014; Merrill, Rhodes, Deyo, Marlatt, & Bradley, 2002). Healthcare
providers have articulated fear of deception and lack of training as
barriers to establishing a therapeutic alliance and providing consis-
tent, quality care to PWUD while hospitalized (Merrill et al., 2002).
In turn, PWUD have experienced inconsistent care, stigmatization, and
mistreatment from healthcare providers that has reinforced their mis-
trust in the healthcare system (McNeil, Kerr, Pauly, Wood, & Small,
2016; McNeil et al., 2014; Merrill et al., 2002).

Due to mistrust and fear of stigma, PWUD may delay or avoid-
ing seeking health services when they have a concern, leading to in-
creased disease severity and missed opportunities for early interven-
tion (Chan Carusone et al., 2019; Paquette, Syvertsen, & Pollini, 2018).
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unplanned or patient-initiated discharge, sometimes referred to as dis-
charge against medical advice, compared to the general population (Ti
& Ti, 2015). Common reasons for patient-initiated discharge include in-
adequate pain control or withdrawal management, negative interactions
with healthcare providers or security services, and experience of hospi-
tal restrictions (McNeil et al., 2014; Pollini et al., 2021; Simon, Snow,
& Wakeman, 2019; Ti & Ti, 2015). Patient-initiated discharges repre-
sent a missed opportunity for healthcare providers to engage and build
trust with PWUD, and are associated with significant adverse health out-
comes, including higher rates of hospital readmission and 30-day mor-
tality (Choi, Kim, Qian, & Palepu, 2011; Glasgow, Vaughn-Sarrazin, &
Kaboli, 2010; Southern, Nahvi, & Arnsten, 2012; Ti & Ti, 2015).

Hospital policy can have both direct and indirect effects on the pa-
tient care experience. Many hospitals have existing policies that either
directly or indirectly impact the experience of PWUD, mostly regarding
substance use on-site and related concerns. Though intended to ensure
the safety of both patients and hospital staff, it is clear that some hospital
policies relating to substance use can reinforce the stigma experienced
by PWUD in healthcare settings, and deter them from receiving care
(McNeil et al., 2014; Priest, Englander, & McCarty, 2021).

While there is no universally accepted definition, ‘harm reduction’
has been described as an approach that includes the use of policies and
practices aimed at reducing the negative consequences or harms asso-
ciated with drug use (Canadian Research Initiative in Substance Mis-
use, 2020a). Harm reduction interventions can occur at individual, com-
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munity, and system levels. As a major point-of-contact for PWUD, hos-
pitals have the unique opportunity to use institutional policy change
as a harm reduction intervention for PWUD. We present seven areas
where institutional policy change could improve the hospital experience
of PWUD: (1) use of nonprescribed substances in hospital, (2) support-
ing inpatient addiction consultation services (3) in-hospital supervised
consumption spaces (4) supply and distribution of safe drug use equip-
ment and naloxone, (5) role of security services and personal searches,
(6) use of hospital restrictions, and (7) involvement of PWUD in pol-
icy development. These areas were identified due to their contribution
to the adverse outcomes experienced by PWUD in hospital, particularly
patient-initiated discharge.

(1) Use of nonprescribed substances in hospital

Many hospitals employ an abstinence-based approach to drug use
for hospitalized patients (Grewal et al., 2015; McNeil et al., 2014).
However, these policies are largely ineffective at reducing or elim-
inating nonprescribed drug use. In a Vancouver-based study, 43.9%
of PWUD reported using nonprescribed drugs during their hospital-
ization (Grewal et al., 2015). PWUD may have a multitude of rea-
sons for using nonprescribed drugs while admitted to hospital, includ-
ing inadequate pain control or withdrawal management (Grewal et al.,
2015; Strike et al., 2020). In attempts to avoid consequences asso-
ciated with abstinence-based policies, PWUD may engage in higher-
risk drug use practices while in hospital, such as using alone, using
in unclean or shared spaces (i.e. washrooms), or reusing drug equip-
ment (Dong, Brouwer, Johnston, & Hyshka, 2020; McNeil et al., 2014;
McNeil et al., 2016; Strike et al., 2020). PWUD may also leave hospital
prematurely to avoid violating abstinence-based policies, contributing
to higher rates of patient-initiated discharge (McNeil et al., 2016).

Healthcare providers have called for institutional policy to provide
clearer guidance on how to manage nonprescribed drug use in hospi-
talized patients, which can be challenging to navigate (Horner et al.,
2019; Strike et al., 2020). Healthcare providers have expressed fears
of liability, adverse patient outcomes, and personal risk (occupational
exposures or needle stick injury) associated with nonprescribed drug
use (Strike et al., 2020). In the absence of institutional policy to guide
management, healthcare providers are left to implement and enforce
their own informal policies (Angelis et al., 2020; Horner et al., 2019;
Strike et al., 2020). Provider-dependent strategies exist on a wide spec-
trum and may include: involuntary discharge, altered medication pre-
scribing, increased behavioural monitoring, drug confiscation, use of
treatment contracts, or harm reduction interventions (Kosteniuk et al.,
2021; Strike et al., 2020). Variability in these informal policies can
lead to inconsistencies in care, causing conflict and reinforcing mis-
trust between PWUD and their healthcare providers (Merrill et al., 2002;
Strike et al., 2020).

As many PWUD identify inadequate pain and withdrawal man-
agement as reasons for nonprescribed drug use while hospitalized
(Grewal et al., 2015; Strike et al., 2020), hospital policy related to
these events should direct healthcare providers to first engage PWUD
in an open, non-judgmental conversation about their reason for use.
This conversation should aim to identify opportunities to improve symp-
tom management and thereby eliminate the need for nonprescribed
drug use while the individual is hospitalized (Canadian Research Ini-
tiative in Substance Misuse, 2020a). Healthcare providers have artic-
ulated feeling hesitant, undertrained, or fearful of liability when pre-
scribing pain medication, particularly opioids, to people who use drugs
(Merrill et al., 2002; Strike et al., 2020). In other cases, administration
of medication may be withheld or delayed due to provider perceptions
of an individual’s pain requirements or lack of appreciation for the ur-
gency of medication timing (McNeil et al., 2014; Merrill et al., 2002).
Some healthcare providers have also expressed fear of worsening or con-
tributing to a patient’s substance use disorder by administering opioids
(Horner et al., 2019). As a result, pain and withdrawal in this patient
population is often undertreated, leaving PWUD at increased risk of
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using nonprescribed drugs to manage their symptoms (Grewal et al.,
2015). Targeted education and training for healthcare providers on ad-
equate pain and withdrawal management for PWUD is essential in or-
der to reduce the need for nonprescribed drug use while hospitalized.
This training may be facilitated by local experts or addiction consul-
tation services, which are described further below (Priest & McCarty,
2019).

For individuals with opioid use disorder, treatment with opioid ag-
onist therapy, such as methadone, buprenorphine, or slow-release oral
morphine is the standard of care and should be initiated in hospital
(Bruneau et al., 2018). Opioid agonist therapy has strong evidence for
alleviating withdrawal symptoms, opioid cravings, and reducing non-
prescribed opioid use (Bruneau et al., 2018). When initiated in hospital,
opioid agonist therapy may improve retention in treatment by relieving
symptoms of opioid withdrawal and cravings that leave patients at risk
of patient-initiated discharge (Donroe, Holt, & Tetrault, 2016; Fanucchi
& Lofwall, 2016). Ensuring that opioid agonist therapy medications are
available on hospital formularies and that protocols are developed to
guide healthcare providers in their appropriate use will be an essential
first step in addressing the needs of people who use opioids while hos-
pitalized (Priest et al., 2021).

(2) Supporting inpatient addiction consultation services

Despite PWUD having more frequent hospitalizations than the gen-
eral population, substance use disorders are rarely addressed during ad-
mission to acute care. In one retrospective study of PWUD with infective
endocarditis, only 23.7% of patients were offered addiction consultation
in hospital and only 7% were discharged on medications for their sub-
stance use disorder (Rosenthal, Karchmer, Theisen-Toupal, Castillo, &
Rowley, 2016).

Inpatient addiction consultation services, which can include mul-
tidisciplinary team members such as addiction medicine physicians,
nurse practitioners, addiction counselors, and peer support workers,
are increasingly being used to address the substance-related needs of
PWUD while admitted to hospital (Englander, Mahoney, et al., 2019;
Priest & McCarty, 2019). The role of addiction consultation services
can vary, but often include clinical interventions aimed at reducing
nonprescribed substance use, such as adequate pain control and with-
drawal management, initiation of opioid agonist therapy, or provision of
pharmaceutical-grade opioids or stimulants to reduce the need for non-
prescribed substances (Canadian Research Initiative in Substance Mis-
use, 2020b; Priest & McCarty, 2019).

Addiction consultation services have been found to be effective in in-
creasing rates of treatment engagement in-hospital and after discharge
for inpatients with substance use disorder (Englander, Dobbertin, et al.,
2019). In addition, one prospective cohort study demonstrated reduced
addiction severity and increased number of days of drug abstinence in
the 30-days post-discharge for patients seen by addiction medicine con-
sultation services while hospitalized (Wakeman, Metlay, Chang, Her-
man, & Rigotti, 2017). The use of addiction consultation services has
also been shown to reduce 30-day readmission rates for inpatients with
substance use disorder (Wakeman et al., 2020).

Addiction consultation services can also serve to increase trust be-
tween PWUD and their healthcare providers in hospital. In one mixed-
methods study, PWUD reported that their interactions with the ad-
diction consultation team humanized their care, increased their sense
of agency, and promoted more trusting patient-provider relationships
(King, Collins, Patten, Nicolaidis, & Englander, 9000). The integration
of peer support workers with lived experience of drug use into addiction
consultation teams is a growing area of study. Peer workers for hospital-
ized PWUD have been identified as being particularly effective in engag-
ing marginalized patients, facilitating care for hospitalized PWUD, and
building trust between healthcare providers and PWUD (Collins et al.,
2019; Lennox, Lamarche, & O’Shea, 2021).

In addition to their clinical care, addiction consultation services have
been noted to play a critical role in education and culture change within
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hospitals, particularly regarding best practices in the care of patients
with substance use disorders (Priest & McCarty, 2019). Addiction con-
sultation services often take on leadership roles in policy and protocol
development, and act as resource for their colleagues in other medical
specialties (Priest & McCarty, 2019).

(3) In-hospital supervised consumption spaces

Even if efforts are made to adequately manage acute pain, with-
drawal, and craving for substances, it is acknowledged that some pa-
tients will continue to use nonprescribed drugs while hospitalized
(Grewal et al., 2015). As such, another approach to mitigate the harms
associated with drug use in hospitals is the implementation of super-
vised consumption spaces for acute care inpatients (Dong et al., 2020;
Sharma, Lamba, Cauderella, Guimond, & Bayoumi, 2017). Supervised
consumption spaces are recommended across the continuum of care for
PWUD and have been shown to reduce the harms associated with drug
use, such as overdose deaths and transmission of blood-borne infections
(Dong et al., 2020; Kerr, Tyndall, Lai, Montaner, & Wood, 2006). A large
systematic review on supervised consumption spaces revealed that there
has never been an overdose fatality within a supervised consumption
facility (Potier, Laprévote, Dubois-Arber, Cottencin, & Rolland, 2014),
and that presence of a supervised consumption spaces can even reduce
overdose rates in the surrounding community (Marshall, Milloy, Wood,
Montaner, & Kerr, 2011).

PWUD have identified in-hospital supervised consumption spaces as
one offering that would allow them to complete hospital treatment in
the context of ongoing drug use (McNeil et al., 2016). However, use of
supervised consumption spaces in acute care settings is rare, with the
first in-hospital supervised consumption space in North America only
opening in Edmonton, Alberta, in 2018 (Dong et al., 2020). A qualitative
study examining the uptake and accessibility of this novel in-hospital
supervised consumption space noted that PWUD identified the service
as allowing them to reduce drug-related risks while in hospital, such
as using in unclean or shared spaces, using alone, or reusing drug use
equipment (Kosteniuk et al., 2021).

The presence of a designated space for drug use to take place al-
lowed PWUD to avoid using substances in their rooms or elsewhere in
the hospital, and also alleviated some concerns about potentially ex-
posing hospital staff to their drug use equipment (i.e. used needles)
(Kosteniuk et al., 2021). However, uptake was affected by fear among
some PWUD that they may be criminalized, stigmatized or otherwise
mistreated by their healthcare team if they used the supervised con-
sumption space (Kosteniuk et al., 2021). This highlights the need for
harm reduction interventions to be embedded within a broader hospital-
wide harm reduction approach and paired with anti-stigma initiatives
and meaningful patient engagement (Hyshka et al., 2019).

(4) Distribution of sterile drug use equipment and naloxone

Acknowledging that nonprescribed drug use occurs frequently
among hospitalized patients, consideration should be given to strate-
gies to reduce the harms associated with drug use on-site (Canadian Re-
search Initiative in Substance Misuse, 2020a; Rachlis, Kerr, Montaner,
& Wood, 2009). Harm reduction programs, such as needle and syringe
programs and take-home naloxone distribution, have been shown to be
highly cost-effective and feasible interventions to reduce drug-related
harms (MacArthur et al., 2014; (Canadian Research Initiative in Sub-
stance Misuse, 2020a). However, these services are not widely avail-
able in hospital settings (Canadian Research Initiative in Substance Mis-
use, 2020a; Sharma et al., 2017).

Take-home naloxone kits are recommended for any individual at risk
of experiencing or witnessing an opioid overdose (World Health Orga-
nization, 2014). In a large systematic review, take-home naloxone pro-
grams were shown to have a strong association with overdose survival
(96.3%) and a low rate of adverse events (McDonald & Strang, 2016).
Any patient who may use opioids or be at risk of overdose during their
hospitalization should be offered a naloxone kit at the time of admission
(Canadian Research Initiative in Substance Misuse, 2020a). Providing
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the take-home naloxone kit upon admission rather than deferring un-
til discharge is recommended due to the high rates of unanticipated
patient-initiated discharge among PWUD, as well as the risk of non-
prescribed drug use during admission (Canadian Research Initiative in
Substance Misuse, 2020a).

Pilot programs have demonstrated that overdose education and take-
home naloxone distribution is a feasible and effective intervention
to engage high-risk patients while admitted to general medical units
(Jakubowski et al., 2019). Despite this, significant barriers to the im-
plementation of naloxone distribution programs within hospitals have
been identified. These barriers include stigma towards PWUD, nega-
tive healthcare provider attitudes towards naloxone distribution, lack
of education and training, workflow challenges, and lack of funding
(Gunn et al., 2018; Punches, Soliman, Freiermuth, Lane, & Lyons, 2020).
In order for hospitals to be successful in expanding access to take-home
naloxone, it will be important for them to address these barriers in im-
plementation.

While in hospital, PWUD have also described difficulty accessing
sterile drug use equipment, including syringes, cookers, filters, tourni-
quets, sterile water, and alcohol swabs (McNeil et al., 2014). As a re-
sult, PWUD may engage in higher-risk drug use practices while hos-
pitalized, such as re-using or sharing drug use equipment, increasing
their risk of infectious complications (McNeil et al., 2014). Provision
of sterile drug use equipment has been shown to be an effective strat-
egy to reduce infectious complications of injection drug use, includ-
ing HIV transmission (Canadian Research Initiative in Substance Mis-
use, 2020a; Palmateer et al., 2010). However, there is a paucity of liter-
ature on the distribution of sterile drug use equipment within hospitals
(Brooks, O’Brien, Salvalaggio, Dong, & Hyshka, 2019).

An evaluation of harm reduction kit distribution program at a small
hospital focused on the care of people living with HIV in Toronto,
Ontario, demonstrated that safer drug use equipment distribution was
both feasible and widely accepted by both hospital staff and patients
with active drug use (Miskovic et al., 2018). In this program, no-cost
safer injection and safer inhalation kits were available to hospital in-
patients and outpatients at four locations in the hospital 24-hours per
day (Miskovic et al., 2018). Hospital staff expressed one benefit of the
program was that it created a greater sense of openness, and enhanced
their ability to build trust and communicate with patients about their
drug use (Miskovic et al., 2018).

In a tertiary care hospital in Edmonton, Alberta, distribution of ster-
ile syringes was coordinated through the addiction medicine consulta-
tion service. In this model, 56% of potentially eligible individuals with
recent injection drug use were offered sterile drug use equipment by
the addiction medicine consult team upon intake, and 37% of those of-
fered accepted syringes (Brooks et al., 2019). It was hypothesized that
the uptake in this program may have been hindered by the require-
ment for individuals to discuss their need for syringes with members of
their healthcare team (Brooks et al., 2019). In designing sterile drug use
equipment distribution programs within hospital, consideration should
be given to modes of delivery that minimize potentially stigmatizing
interactions that could deter uptake, such as peer-led delivery or self-
service in discrete, designated areas (Sharma et al., 2017).

In conjunction with the provision of safer drug use equipment,
hospitals should provide discrete and accessible sharps disposal con-
tainers, preferably located in the patient’s hospital room or bathroom
(Canadian Research Initiative in Substance Misuse, 2020a). For patients
with mobility issues, bedside sharps containers can be offered. Provi-
sion of sharps containers can promote both patient and staff safety by
encouraging safe and immediate disposal of drug-use equipment.

Though there is little implementation science literature on harm
reduction-oriented policies in hospital, one study from Edmonton, Al-
berta, highlighted the importance of harm reduction interventions, like
sterile syringe distribution, being part of a hospital-wide harm reduc-
tion approach (Hyshka et al., 2019). In that study, PWUD articulated
the challenges experienced when there is discordance between having
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access to some harm reduction interventions, while also experiencing
negative interactions with some healthcare providers due to abstinence-
based approaches (Hyshka et al., 2019). To address some of the imple-
mentation barriers for sterile drug use equipment distribution and take-
home naloxone programs, hospitals may consider partnering with exist-
ing community agencies, public health units, or outreach teams special-
izing in harm reduction services to assist in policy development, imple-
mentation and necessary education and training of hospital personnel
(Canadian Research Initiative in Substance Misuse, 2020a).

(5) Use of security services and search of personal belongings

Many hospitals, particularly in larger urban settings, employ private
security. In other settings, local police or law enforcement officers may
be responsible for providing security services in hospitals. The role of
security services in hospitals may vary, but often includes a mandate
to promote patient and staff safety and to enforce institutional policies
when needed.

The presence of security services in hospital settings poses unique
challenges for PWUD. Due to many structural and social factors, PWUD
have more frequent interactions with both public and private polic-
ing, and many have a history of incarceration (Kennedy et al., 2016;
Markwick, McNeil, Small, & Kerr, 2015). PWUD report frequent en-
counters with security services operating in public spaces, such as
malls, event venues, and healthcare services (Markwick et al., 2015).
These interactions are often negative, including reports of discrimina-
tory surveillance, verbal abuse, and physical violence (Kennedy et al.,
2016; Markwick et al., 2015).

The presence of security services in hospitals can be an additional
barrier for PWUD when accessing health services (Markwick et al.,
2015). PWUD have identified the presence of security as a deterrent
to seeking care in hospitals, impeding their ability to attend to their
health concerns (Markwick et al., 2015). PWUD have also reported be-
ing denied entry or forcibly removed from healthcare spaces by security
services, resulting in delayed access to care or interruptions in treatment
(Markwick et al., 2015).

Institutional policies regarding possession of nonprescribed sub-
stances or drug use equipment on hospital premises can lead to stigma-
tizing interactions between hospital security services and PWUD. For
example, hospital policy may dictate that security services be called to
complete a search of a patient’s hospital room or personal possessions if
there is a concern raised about drug use on-site (Angelis, 2020; Kelsey C.
Priest et al., 2021). Involvement of security services has also been noted
to include increased monitoring and surveillance of PWUD in hospi-
tal, including 24-hour video monitoring or “sitters” assigned to patients
while hospitalized (Pollini et al., 2021).

Even when formal policy does not exist, use of security to search hos-
pital rooms or personal possessions is a common practice (Horner et al.,
2019; Pollini et al., 2021; Strike et al., 2020). In one qualitative study,
acute care nurses described using security services frequently to do per-
sonal possession searches upon admission for patients with opioid use
disorder, or if they suspected that patients were being supplied with non-
prescribed substances by their visitors (Horner et al., 2019). Nurses also
involved security services was when there was a concern for personal
safety requiring de-escalation (Horner et al., 2019). In that study, nurses
acknowledged the potential contribution of stigma towards PWUD in
their use of security services. They also identified lack of training and
inconsistency in approach as barriers to being able to manage these sit-
uations differently (Horner et al., 2019).

These formal and informal policies increase the frequency of inter-
actions between security services and PWUD in hospital. In doing so,
they further stigmatize PWUD and reinforce their distrust in the health-
care team (Pollini et al., 2021). In one study, PWUD described negative
- sometimes violent - encounters with hospital security and being made
to feel “like a criminal” (Simon et al., 2019). Negative interactions with
security services, room searches, and personal searches are frequently
cited as reasons why PWUD leave hospital prematurely and discontinue
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their treatment (McNeil et al., 2014; Pollini et al., 2021; Simon et al.,
2019).

Given the potential harms associated with interactions between se-
curity services and PWUD, we would urge hospitals to reconsider in-
stitutional policies that are likely to increase the frequency of these in-
teractions. Instead, we would encourage hospitals to adapt policies to
prioritize the autonomy of PWUD, and only involve security services
when there is a serious risk posed to either patients or hospital staff.
Healthcare providers should be provided with the additional training,
education, and role support on how to navigate challenging encoun-
ters regarding nonprescribed drug use and de-escalation (Horner et al.,
2019). However, educational initiatives alone will not be sufficient for
culture change; institutional policy guidance is needed to establish a
consistent approach wherein the safety of both PWUD and healthcare
team members are prioritized (Horner et al., 2019).

(6) Use of hospital restrictions

Another practice that is commonly experienced by PWUD while hos-
pitalized is the use of hospital restrictions. These can include being re-
stricted from going outside, being denied off-ward privileges, or requir-
ing accompaniment to leave the ward (i.e. for cigarette breaks) (Roy &
Saitz, 2021; Simon et al., 2019). In addition to the restrictions placed
on the hospitalized person themselves, PWUD are sometimes prohibited
from having visitors due to fears of drugs being brought into hospital by
others (Simon et al., 2019).

PWUD have likened hospital restrictions to the experience of being
incarcerated or institutionalized (Pollini et al., 2021; Simon et al., 2019).
Others have described hospital restrictions as contributing to a feeling
of powerlessness, loss of control, or being “trapped” (Pollini et al., 2021;
Simon et al., 2019). PWUD have also identified hospital restrictions as
a cause of boredom and social isolation (Pollini et al., 2021). Experienc-
ing hospital restrictions can also cause frustration and create conflict
between PWUD and their healthcare team, further impairing the estab-
lishment of a trusting therapeutic alliance (Pollini et al., 2021).

PWUD have identified hospital restrictions as a contributing factor
for patient-initiated discharge (Pollini et al., 2021; Roy & Saitz, 2021;
Simon et al., 2019), the harms of which are well-described (Choi et al.,
2011; Ti & Ti, 2015). While they are likely attempts to limit opportuni-
ties for nonprescribed drug use to take place, there is no evidence that
hospital restrictions are effective in doing so.

Hospital policymakers should consider whether there are alternative
approaches to managing the risk of nonprescribed substance use that
are less likely to increase the risk of treatment interruption and patient-
initiated discharge for this patient population, such as the harm reduc-
tion approaches discussed above. Implementation of new policy should
be paired with a targeted engagement strategy for healthcare providers
on how to encourage retention in treatment or reduce nonprescribed
drug use among their patients without the use of hospital restrictions,
such as those described in earlier sections.

(7) Engaging PWUD in policy development and implementation

As hospitals endeavor to create policy that is responsive to the needs
of PWUD, it is essential that the community of PWUD are engaged in the
processes of policy development and implementation. The rationale for
involving people with lived experience in policy development is based
on the ethical premise of “nothing about us without us”, affirming that
all people should have the right to be involved in decisions affecting
their lives (Network, 2006). Informed by their lived experience, PWUD
are often better able to identify which interventions may be most effec-
tive and how to best engage target populations. Evidence has demon-
strated that when PWUD are involved in the development and imple-
mentation of services, the uptake and reach of those services within
communities of PWUD is greater (Ti, Tzemis, & Buxton, 2012).

In order to ensure the meaningful involvement of PWUD in the pol-
icy process, it is suggested that organizations implement the following
practices: invite a drug users’ group to nominate representatives, if one
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exists locally; invite more than one representative with lived experience
to participate; adapt meeting times and modalities to be accessible; and
ensure that people with lived experience are offered training and fi-
nancial compensation for their participation in any policy development
initiatives (Network, 2006).

Conclusion

Systems-level change and adaptation of hospital policy to adopt a
harm reduction approach is critical to improving the acute care expe-
riences of PWUD. We urge hospitals to examine their existing policies
and identify and amend any policy that may inadvertently stigmatize or
adversely impact PWUD seeking care. If institutional policy does not yet
exist, the development of new policy should be prioritized in order to
eliminate the need for informal, provider-dependent strategies, which
create inconsistencies in the care provided to PWUD.

By implementing harm reduction-oriented policies, hospitals have
the opportunity to enhance the quality of care offered to PWUD, and
may be able to reduce adverse events that incur costs to the health-
care system, such as patient-initiated discharge, treatment interruption,
and readmission rates. In doing so, hospitals will be responding to both
healthcare provider calls for further guidance and education, as well as
the needs of PWUD to feel safe, adequately cared for, and treated with
dignity while in hospital. Collaboration among hospital administrators,
healthcare providers, people with lived experience, and other stakehold-
ers will be essential for the successful development and implementation
of new policies and programs aimed to improve outcomes for PWUD.
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