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Abstract
Background  Since 1996, an urban community-based organization whose primary mission is to serve diverse94 and 
emerging community health needs has provided screening, testing, overdose prevention and training, referrals, and 
access to treatment for substance use disorders (SUD) and communicable diseases such as HIV through its Life Points 
harm reduction program.

Methods  As a partner in a State survey in 2021, the community organization recruited a convenience sample of 
people who use drugs to participate in a survey focused on their substance use, healthcare, and barriers to SUD 
services. Community health workers conducted outreach and used an encrypted identifier to collect data from a 
convenience sample of harm reduction participants regarding demographics, legal justice, engagement in harm 
reduction and access to healthcare. Evaluators entered paper surveys into Qualtrics for reporting and summative 
analysis.

Results  A convenience sample of fifty-five people who use drugs were recruited and surveyed. The majority (86%, 
n = 47) were active participants in the agency Life Points (LP) harm reduction service. Participants’ average age was 
42.9 years (SD = 11.5). About half (51%, n = 28) were male, 48% (n = 26) were female, and 2% (n = 1) was transgender. 
About two-thirds (67%, n = 37) of participants were White/Caucasian, 13% (n = 7) were Black/African-American, 11% 
(n = 6) were Hispanic and 7% (n = 4) were Multi-Racial. Regarding current substance use, 98% (n = 54) reported use of 
heroin, 51% (n = 28) reported crack, 47% (n = 26) cocaine, 25% (n = 14) alcohol, 24% (n = 13) opioids, and 15% (n = 8) 
marijuana. The majority, 87% (n = 48) said they had health care insurance and over two-thirds (69%, n = 37) said they 
had been arrested for a felony. Almost three quarters (71%, n = 39) reported receiving services from the Department 
of Health & Human Services. A higher percentage of females compared to males (65% and 29% respectively) reported 
engagement in community mental health services and 69% of females (n = 18) compared to 15% (n = 4) of males 
reported needing to participate in sex to meet basic social needs. Participants described social determinants of health 
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Background
Literature examining disparities related to SUD high-
light the factors that influence treatment utilization and 
outcomes across various demographic groups, includ-
ing race, age, and gender. Drug toxicity mortality rates in 
the United States (US) among racial and ethnic groups 
(except for non-Hispanic Asian), different biologi-
cal sexes, and age groups of 25 years and older have all 
increased in recent years [1]. Research found that indi-
viduals experiencing substance use disorders (SUD) are 
often associated with a lower quality of life compared to 
the general population or those with other chronic health 
conditions [2].

Perceived treatment needs are lower for minority racial 
and ethnic groups, such as African-Americans and Lati-
nos, who tend to underestimate their personal treatment 
needs compared to White/Caucasian individuals [3]. This 
difference is correlated to disparities in SUD treatments 
and overall health. Limited access to SUD treatment is 
influenced by environmental factors. Studies have found 
that the effective integration of SUD treatment into pri-
mary care and hospital settings is limited due to a lack of 
SUD-related training for healthcare providers [4]. Rural 
and urban areas also present significant disadvantages 
to underserved communities, including a lack of essen-
tial services and underutilization of available resources. 
These challenges are emphasized by limited facilities 
and public transportation options, impacting the clients’ 
access to care [5–7].

Among people with drug use, stigma is also a chal-
lenge for accessing health-related services, including 
non-prescription syringes. Stigma operates at both indi-
vidual and systemic levels. For example, enacted stigma 
from experiences of discrimination and dismissive atti-
tude and behavior from health care providers, including 
pharmacists, may leave left a negative perception affect-
ing engagement and utilization of these services [8, 9]. 
However, people with drug use reported a more com-
fortable experience during their interaction with safe 
syringe programs when those experiences are provided 
by community health workers who may have a more non-
judgmental approach and positive attitude [10]. Harm 

reduction strategies aimed at mitigating the adverse con-
sequences of drug use have gained increasing attention 
from public health stakeholders. A potential benefit of 
this attention is that harm reduction strategies can over-
come other known barriers to combating drug overdose, 
such as individuals’ fears of engaging with healthcare and 
emergency systems to systemic issues in healthcare and 
emergency medical response systems [11].

Incorporating harm reduction initiatives within inpa-
tient facilities offers a unique opportunity to connect 
inpatient and outpatient care, thereby expanding harm 
reduction services [12]. However, challenges related to 
stigma, power dynamics, and role coordination among 
care team members were identified as barriers to suc-
cessful implementation with mental health disorders 
and untreated SUD often experience an increased risk 
of chronic physical conditions due to mental illness, 
untreated SUD, and physical health outcomes [13]. 
Access to basic needs such as stable housing, nutritious 
food, and employment opportunities becomes difficult, 
exacerbating the health disparities they already encoun-
ter. Additionally, navigating the criminal justice system 
poses a significant challenge for many in these commu-
nities, which can lead to a cycle of incarceration rather 
than addressing the underlying issues of mental health 
and substance use.

These disparities highlight the need for increased sup-
port for harm reductionists to reach those communities. 
Advocating for systemic changes, such as increased fund-
ing for treatment of SUD as a part of holistic healthcare 
can contribute to systems that promote the long-term 
health of people struggling with substance use [10]. In 
addition to in-patient facilities, the use of mobile health-
care is a potential resource to expand SUD treatment. 
Mobile health clinics have been designed to provide pen-
sion screening and triage [14], increase patient accessi-
bility [15] and provide follow-up services [6]. They have 
proven to be effective for health screening and education 
[6, 7]. Making services available through outreach includ-
ing mobile health units may enhance substance use disor-
der services to persons who use drugs.

as barriers to services, including access to food, legal justice and transportation. About 44% (n = 24) said they would 
consider enrolling in a drug treatment program in the next 30 days.

Conclusion  This sample was reflective of increased participation by White participants that began to appear 
about a decade ago. The majority of participants reported having healthcare insurance, which may be reflective 
of engagement with community health workers to access appropriate services. Community organizations and 
healthcare professionals should continue to explore social determinants of health that can impact the health of 
people who use drugs, including overcoming barriers to health care access such as investing in mobile unit outreach.

Keywords  People who use drugs, Substance use disorder, Harm reduction, Community-based organization, 
Evaluation, Social determinants of Health
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The community-based organization has previously 
collaborated with other community organizations and 
health departments to identify communities dispro-
portionately affected by HIV and populations at high 
risk, who may not have access to traditional testing ser-
vices [16, 17]. Utilizing mobile testing units and vehicles 
equipped with private counseling spaces was an effective 
way to bring HIV counseling and rapid testing directly 
to at-risk populations, such as street corners, home-
less shelters, and community special events, where the 
most participants were tested. This method ensured that 
HIV testing reached individuals who may otherwise go 
untested, which ultimately contributed to HIV preven-
tion efforts. Logs were collected to record clients’ demo-
graphics and harm reduction services received, including 
condoms for males and females, syringes, wound and 
hygiene kits, and referrals. Analyzing data from com-
munity-based harm reduction and service referrals was 
conducted to determine social determinants of health 
[18–22].

Methods
This SUDS study describes a convenience sample of peo-
ple who use drugs who self-reported access to health-
care, participation in human services and engagement 
in harm reduction. Life Points protocol and evaluation 
research in risk reduction provided the foundation for 
the SUDS study. Community health workers did com-
munity outreach, collected data on Life Points Logs and 
conducted the survey. The Life Points protocol provided 
an encrypted identifier with coded de-identified data. 
Additional Life Points Log variables included race, sex, 
risk behavior, supplies (i.e., condoms, hygiene kits). Mul-
tiple Life Points Harm Reduction Outreach Project sur-
vey questions of residence, employment, education, drug 
treatment preference, healthcare status, life satisfaction, 
criminal justice status and barriers to treatment were 
incorporated into the survey.

The final questions were reviewed in collaboration with 
a State Working Group. The SUDS survey protocol was 
reviewed and determined by the Wayne State Univer-
sity (WSU) Institutional Review Board to in the category 
of Program Evaluation/Quality Improvement/Quality 
Assurance (#2021-096) and Non-Human Participation 
Research.

Community health workers used the encrypted Life 
Points identifier for participants and completed paper 
surveys. Survey data of demographics, legal justice 
parameters, engagement in harm reduction and access 
to healthcare was gathered. The anonymous survey data 
was provided to the evaluators for secondary data analy-
sis. WSU evaluators entered paper surveys into Qualtrics 
as a secure WSU database for summative analysis using 
SPSS 27.

Results
Fifty-five people who use drugs were recruited and inter-
viewed by seven community health workers working 
from Community Health Awareness Group (CHAG) 
central office and mobile health units, where 60% of the 
interviews (n = 33) took place. The average age of partici-
pants was 42.9 years (SD = 11.5) in a range of 28–73 years 
old: 51% (n = 28) were male, 48% (n = 26) female and 2% 
(n = 1) transgender. 67% (n = 37) were White/Caucasian, 
13% (n = 7) were Black/African-American, 11% were His-
panic (n = 6), and 7% (n = 4) were Multiracial. The major-
ity were not employed (73%, n = 40) and most reported 
single marital status (67%, n = 37). Please see Table  1. 
Demographics.

The majority (87%, n = 48) of these individuals who self-
reported as people who use drugs also reported having 
healthcare insurance. Additionally, when asked if they 
had a personal doctor or healthcare provider, 50% (n = 27) 
said yes. Nonetheless, 47% (n = 26) of these individuals 
also visited the emergency room: 15% (n = 8) said once in 
the last year and 33% (n = 18) said 2–5 times in the last 
year. Please see Table 2. Access to Healthcare.

Participants could choose multiple responses to 
self-report current substance use. Almost all (98%, 
n = 54) reported use of heroin. About half (51, n = 28%) 
reported crack and cocaine (47%, n = 26). Around a quar-
ter reported use of alcohol (25%, n = 14) and opioids 
(24%, n = 13). Less than a fifth reported marijuana use 
(15%, n = 8). There could be a relationship between the 
responses to cocaine and crack in that crack cocaine is 
made when powder cocaine is processed into a rock form 
so that it can be smoked. Please see Table 3. Drug Use by 
Gender.

Participants were asked if hunger or access to nutri-
tious food, housing status, engagement in sex for basic 
needs or legal justice had been a barrier to substance use 
services. Hunger and access to food were reported by 
half of respondents (50%, n = 28), followed by legal justice 
(44%, n = 23), engagement in sex for basic needs (43%, 
n = 23) and housing status/unhoused (29%, n = 16). Please 
see Table 4. Barriers to Substance Use Disorder Services.

About three-quarters (73%, n = 40) reported receiving 
harm reduction services or services through the Depart-
ment of Health & Human Services (71%). Less than half 
said they currently received treatment of SUD (45%), and 
about a third said they had participated in employment 
services such as Michigan Works (35%) and Community 
Mental Health (31%). Throughout all of those services, 
participation was about evenly divided between males 
and females, with the exception of community mental 
health, in which females reported more participation. 
Please see Table  5. Engagement in Human Services and 
Harm Reduction.
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Participants were given additional opportunity to qual-
itatively describe barriers or factors that can create barri-
ers to SUD services, including legal justice, food access, 
engagement in sex for basic needs, and housing status.

Legal justice

 	• Over two-thirds, 69% (n = 37) of participants 
reported having been arrested for a felony.

 	• About a third of respondents, 34% (n = 16) reported 
having had interactions with legal authorities within 
the last year, another third, 34% (n = 16) reported 
having had interactions within the last 5 years. 
Slightly less than a third, 32% (n = 15) reported that 
they had not interacted with legal authorities for 
more than 5 years.

Table 1  Demographics
Gender Total

Characteristic (*) Male 
n = 28

Female
n = 26

Trans-
gender
n = 1

N = 55

Race/ethnicity (**)
  White/Cauca-
sian (non-Hispanic)

15 (54%) 21 (81%) 1 (100%) 37 (67%)

  Black/African-
American (non-
Hispanic)

6 (21%) 1 (4%) -- 7 (13%)

  Multiracial** 3 (11%) 1 (4%) -- 4 (7%)
  Hispanic*** (of all 
races)

4 (14%) 2 (8%) -- 6 (11%)

Age mean (SD), range 45.9 
(SD = 13.09) 
28–73 
years

40.2
(SD = 8.85)
29–57 
years

31 42.9 
(SD = 11.52)
28–73 
years

Highest Grade 
Completed
  9th grade 1 (4%) 2 (8%) -- 3 (6%)
  10th grade 4 (14%) 1 (4%) -- 5 (9%)
  11th grade 2 (7%) 6 (23%) -- 8 (15%)
  12th grade 12 (43%) 12 (46%) -- 24 (44%)
  Trade School 1 (4%) -- -- 1 (2%)
  Some college 6 (21%) 5 (19%) 1 (100%) 12 (22%)
  College graduate 1 (4%) -- -- 1 (2%)
  GED 14 (50%) 9 (35%) -- 23 (42%)
Employment
  Full time 6 (21%) 2 (8%) -- 8 (15%)
  Part time 2 (7%) 2 (8%) -- 4 (7%)
  Not working 17 (61%) 22 (85%) 1 (100%) 40 (73%)
  Retired 2 (7%) -- -- 2 (4%)
Veteran Status
  Yes 4 (14%) -- -- 4 (7%)
  No 24 (86%) 25 (96%) 1 (100%) 50 (91%)
Marital Status
  Single 17 (61%) 19 (73%) 1 (100%) 37 (67%)
  Married 4 (14%) 2 (8%) -- 6 (11%)
  Separated -- 2 (8%) -- 2 (4%)
  Widowed 1 (4%) 1 (4%) -- 2 (4%)
  Divorced 5 (18%) 1 (4%) -- 6 (11%)
  Committed Couple 1 (4%) 1 (4%) -- 2 (4%)
* Excludes missing data and some participants provided multiple responses to 
a question

Column percentages calculated based on gender-specific totals

** 4 individuals self-reported multiple race/ethnicities. Multiracial included 
Black/African-American and Hispanic (n = 1), White/Caucasian and Hispanic 
(n = 1), White/Caucasian and Other (n = 2)

***Per the NIH and CDC, individuals could identify by race and also the Hispanic 
ethnicity

Table 2  Access to Healthcare
Gender Total

Characteristic Male
n = 28

Female
n = 26

Trans-
gender
n = 1

N = 55

Health care Insurance
  Yes 25 (89%) 22 (85%) 1 (100%) 48 (87%)
  No 1 (4%) 3 (12%) -- 4 (7%)
  Don’t know/Not sure 1 (4%) -- -- 1 (2%)
Healthcare Provider
   Yes 14 (52%) 13 (50%) -- 27 (50%)
   No 11 (41%) 12 (46%) 1 (100%) 24 (44%)
   Don’t know/Not 
sure

1 (4%) 1 (4%) -- 2 (4%)

COVID-19 Testing
   Yes 19 (71%) 18 (69%) -- 37 (67%)
   No 8 (29%) 8 (31%) 1 (100%) 17 (31%)
COVID-19 Vaccination
   Yes 11 (42%) 10 (39%) -- 21 (39%)
   No 15 (58%) 16 (62%) 1 (100%) 32 (60%)
Emergency room visits 
in the last year
  None 16 (57%) 11 (42%) 1 (100%) 28 (51%)
  Once 4 (14%) 4 (15%) -- 8 (15%)
  2–5 times 7 (25%) 11 (42%) -- 18 (33%)
Column percentages calculated based on gender-specific totals.

Table 3  Drug Use
Gender Total

Drug Male
n = 28

Female
n = 26

Transgender
n = 1

N = 55

Heroin 27 (50%) 26 (48%) 1 (2%) 54 (98%)
Crack 11 (39%) 17 (61%) -- 28 (51%)
Cocaine 12 (46%) 13 (50%) 1 (4%) 26 (47%)
Alcohol 8 (57%) 6 (43%) -- 14 (25%)
Opioid 5 (39%) 8 (62%) -- 13 (24%)
Marijuana 5 (63%) 3 (38%) -- 8 (15%)
Other* 6 (60%) 4 (40%) -- 10 (18%)
*Other: Weed and Zany Bars n = 4, Crank n = 2, Speed n = 2, Speedball n = 1, Meth 
n = 1

Note: Participants could provide multiple responses regarding substance use

Row percentages calculated based on substance-specific totals; total column 
percentages calculated based on participant total (n = 55)
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 	• More than half (56%, n = 29) reported that their 
interaction with legal authorities was not a barrier to 
engaging with substance use services.

Food access

 	• 52% (n = 28) of participants reported experiencing 
hunger or lack of access to nutritious food.

 	• Participants expressed food access challenges and 
described hunger leading to drug use, substance-
induced hunger, and a lack of motivation to obtain 
food.

 	• Panhandling, spending most of their money on drugs 
instead of food and relying on soup kitchens for 
meals were also mentioned.

Engagement in sex

 	• 43% (n = 23) of participants reported engaging in sex 
work as a means to address basic needs such as food 
and housing.

 	• One respondent reported that engagement in sex for 
basic needs makes it difficult for her to achieve self-
improvement because it prevents her from “getting 
herself together.”

 	• Participants reported engaging in sex to acquire 
drugs, which related to the cycle of lifestyle 
challenges such as financial instability and 
compromised mental health that often accompany 
chronic drug use due to its impact on a person’s 
physical, mental, and social well-being.

Homelessness

 	• 31% (n = 16) of participants described experiencing 
homelessness (also described as unhoused) due to 
the persistent uncertainty surrounding their living 
situations.

 	• The lack of a stable, secure residence led to 
inadequate access to nutritious food and a safe 
environment.

Other barriers (personal identification and transportation)

 	• 40% (n = 22) of respondents reported facing 
challenges related to identification cards. The 
absence of official identification impeded access to 
healthcare services and benefits and could also be a 
barrier to obtaining employment or housing.

Table 4  Barriers to Substance Use Disorder Services*
Gender Total
Male
n = 28

Female
n = 26

Trans-
gender
n = 1

N = 55

Experiencing hunger or lack 
of access to nutritious food
   Yes 12 (43%) 15 (58%) 1 

(100%)
28 (51%)

   No 15 (54%) 11 (42%) -- 26 (47%)
Legal Justice
   Yes 14 (52%) 8 (33%) 1 

(100%)
23 (44%)

   No 13 (48%) 16 (67%) -- 29 (56%)
Engagement in sex for 
money, housing, or other 
basic needs
   Yes 4 (15%) 18 (69%) 1 

(100%)
23 (43%)

   No 23 (85%) 8 (31%) -- 31 (57%)
Housing Status
   Yes 6 (21%) 10 (39%) -- 16 (29%)
   No 20 (71%) 15 (58%) 1 

(100%)
36 (66%)

*Excludes missing data

Column percentages calculated based on gender-specific totals

Table 5  Engagement in Harm Reduction and Human Services*
Gender Total

Characteristic Male
n = 28

Female
n = 26

Trans-
gender
n = 1

N = 55

Harm Reduction/SSP
   Yes 20 (36%) 20 (77%) -- 40 (73%)
   No 8 (53%) 6 (23%) 1 (7%) 15 (27%)
Department of Human 
Services/DHS
  Yes 17 (44%) 21 (54%) 1 (3%) 39 (71%)
   No 11 (69%) 5 (31%) -- 16 (29%)
Substance Use Disorder 
Services
   Yes 10 (40%) 14 (56%) 1 (4%) 25 (45%)
   No 18 (60%) 12 (40%) -- 30 (55%)
Michigan Works
   Yes 9 (47%) 9 (47%) 1 (5%) 19 (35%)
   No 19 (53%) 17 (47%) -- 36 (66%)
Community Mental 
Health/CMH
   Yes 5 (29%) 11 (65%) 1 (6%) 17 (31%)
   No 23 (61%) 15 (39%) -- 38 (69%)
*Respondents reported access to multiple services

Row percentages calculated based on engagement-specific totals; total column 
percentages calculated based on participant total (n = 55)
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 	• 36% (n = 20) of respondents reported transportation 
as a barrier to accessing healthcare services and 
employment, especially for those residing in areas 
with limited public transportation.

Harm reduction frequency and activity
Participants were asked by the community-based orga-
nization about their harm reduction activity and fre-
quency of service. They were asked if they could receive 
free supplies, whether those should be available weekly 
or monthly. About three-quarters (76%, n = 42) said they 
would prefer receiving free supplies weekly and 22% 
(n = 12) said they would prefer receiving them monthly.

Most said syringe exchange (95%, n = 52) was most 
important for harm reduction access, however a sub-
stantial percentage also said crack/meth pipes (71%, 
n = 39) and condoms (60%, n = 33). The agency distributes 
both male and female condoms. Female and transgender 
respondents were more likely to report the importance of 
condoms. Please see Table 6. Access to Harm Reduction.

As previously noted in Tables 6 and 60% of respondents 
noted condoms as a harm reduction activity, suggesting 
the need for further exploration around sexuality and 
people who use drugs. When asked if they were living 

with someone with whom they had a sexual relation-
ship, about half, 53% (n = 29) said yes and over a third, 
38% (n = 21) said their sexual partner also injected drugs. 
Please see Table 7. Harm Reduction and Sexual Partners.

Discussion
Survey participants for this study were reflective of a 
small convenience sample of the community organiza-
tion’s harm reduction program. Drug use, average age, 
and gender distribution was similar to a larger cohort of 
the community organization’s over 3,700 harm reduc-
tion participants registered between 2009 and 2013. The 
majority of that larger cohort of agency participants are 
Black/African-American, reflective of the urban city 
population in which the community organization is 
based. That sample also includes a greater representa-
tion of the LGBTQIA + community, which is important 
for examining the correlation between discrimination 
and heightened odds of developing substance use dis-
orders among LGBTQIA + adults [23]. The majority of 
respondents to this survey were White/Caucasian and 
only had one LGBTQIA + participant, therefore limiting 
the demographic scope of the survey. The convenience 
sample was about half male, half female, with one per-
son identifying as transgender. These three groups were 
demographically fairly similar across variables with the 
exception that more females reported engagement in 
sex for basic needs, and more males reported participa-
tion in legal justice. A higher percentage of females also 
said they were engaged in community mental health and 
syringe services programs which seek to reduce the harm 
associated with drug use and prevent HIV and viral hepa-
titis infections. Further study is warranted to determine 
how specific human services might be driven by gender 
considerations.

Research is underway to review data of people who use 
drugs and were registered in the agency harm reduction 
program between 2013 and 2023 to further analyze par-
ticipant demographics and social determinants of health 
in key areas such as healthcare access, social and com-
munity context, and neighborhood and built environ-
ment. Specific examples of social determinants of health 
related to these areas are access to nutritious foods, safe 
housing and neighborhoods, and transportation. The 
community-based organization and its health workers 
work closely with the persons who use drugs to encour-
age them to enroll in health insurance, whether pub-
lic insurance, such as Medicaid or the state-sponsored 
health insurance program, known as Healthy Michigan 
Plan, or other private health insurance. For a larger study, 
the access to health insurance would likely be dependent 
upon the health service relationships that persons who 
use drugs have chosen to pursue, or have chosen not to 
enroll in health insurance.

Table 6  Access to Harm Reduction*
Male
n = 28

Female
n = 26

Transgender
n = 1

Total
N = 55

Syringes 27 (96%) 25 (96%) -- 52 (95%)
Crack/Meth pipes 19 (68%) 19 (73%) 1 (100%) 39 (71%)
Condoms 11 (39%) 21 (81%) 1 (100%) 33 (60%)
*Respondents reported access to multiple services

Column percentages calculated based on gender-specific totals

Table 7  Harm reduction and sexual partners
Male
n = 28

Fe-
male
n = 26

Trans-
gen-
der
n = 1

Total
N = 55

Are you currently living with some-
one with whom you have a sexual 
relationship?
   Yes 17 

(61%)
11 
(42%)

1 
(100%)

29 
(53%)

   No 11 
(39%)

15 
(58%)

-- 26 
(47%)

Does your (sexual) partner also 
inject drugs?*
   Yes 12 

(43%)
9 
(35%)

-- 21 
(38%)

   No 9 
(32%)

10 
(39%)

1 
(100%)

20 
(36%)

   Don’t know 1 (4%) -- -- 1 (2%)
*13 individuals did not respond

Column percentages calculated based on gender-specific totals
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The agency is exploring the possibility of enhancing the 
billing capacity for community health workers who have 
completed their Michigan Community Health Worker 
Alliance (MiCHWA) certification. Although both the 
agency home base and CLIA waivered mobile units have 
the capacity to provide behavioral health services which 
include substance use disorders,, we there is a need to 
increase the billing capacity to support and sustain this 
initiative.

Limitations  Strength of the study is demonstrated by 
the ability of the community health workers to conduct a 
survey with persons who use drugs. The study, however, 
has certain limitations which include being a convenience 
sample of a limited number of respondents interviewed 
over the period of a month. The convenience sample was 
recruited through an intervention which has a much larger 
database, for which analysis has not been completed due 
to limited funding over the period of a decade for evalua-
tion research. Additionally, the limited funding resources 
and timeline for the survey did not permit a six-month 
follow-up with participants, which could have been help-
ful to determine factors such as whether they went into 
drug treatment.

Conclusion  This convenience sample was reflective of 
increased participation by White participants that began 
to appear about a decade ago. Although the majority of 
people who use drugs reported having healthcare insur-
ance, they didn’t seek medical treatment for drug use 
disorder but did participate in harm reduction activities. 
Community organizations, including community health 
workers and healthcare professionals, should continue 
to explore social determinants of health that can impact 
the health of people who use drugs, including investing 
in mobile unit outreach and outreach to young adults to 
provide risk reduction and primary prevention resources.

Public health implications and future direction
Social determinants of health as identified by Healthy 
People 2030 identify healthcare and education access and 
quality, social and community context, economic stabil-
ity and neighborhood and built environment as key areas 
[24]. As demonstrated in this study, the realities of people 
who use drugs intersects with all of these elements.

This analysis is part of a larger study that has col-
lected data on harm reduction and drug use behaviors 
since 2000. Based on an evaluation registration database 
established with the academic partner, 2416 registrations 
and 3823 encounters from Life Points were documented 
between 2000 and 2012. Research data entry and analy-
sis of registrations from 2013 to 2023 is underway and 
include this convenience sample of 55 participants.

Future Direction could also incl implications from SUD 
for young adults, the next generation of people who use 
drugs. The community organization conducts outreach 
and provides multiple services to young adults at risk, 
and has determined consideration should also be given to 
preparation of targeted services to youth and their fami-
lies. This data is documented in the Life Points and other 
community health worker Daily Logs for which analysis 
is underway. A family history of substance use, adverse 
childhood events such as abuse or trauma, mental health 
disorders, low self-esteem, LGBTQIA + identity or same-
sex relationships were all identified as factors that amplify 
the cultural or environmental risks associated with sub-
stance use and addiction in adolescents [25].

Our study supports other research that has shown sub-
stance use treatment and harm reduction are essential 
components for beneficial behavioral comprehensive life-
style strategies for people who use drugs [10]. Effective 
January 2024, the Michigan Department of Health and 
Human Services announced an expansion of Medicaid 
coverage to include community health worker services. 
The community health workers will focus on the social 
determinants of health as a link between health and 
social resources, which can include substance use disor-
der services.
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