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This CATIE statement was developed to 
support service providers and policy-
makers to make informed decisions about 
the spectrum of substance use services. 

KEY MESSAGE

A diverse range of substance use services is essential to 
support the health of people who use drugs in Canada. The 
term substance use services refers to various programs that 
provide supports related to substance use. They include both 
harm reduction and treatment programs. These two types of 
programs are complementary components of the spectrum of 
substance use services, each playing vital roles. Services across 
this spectrum need to be widely available and easily accessible 
to meet community needs.

RECOMMENDATIONS 

1. Ground the spectrum of services in an evidence-
based understanding of substance use

The need for a spectrum of services is rooted in the complexity 
of substance use. People use drugs for a wide variety of 
reasons, and substance use occurs along a spectrum that 
includes non-use (abstinence), beneficial use (use that 
has positive health or spiritual effects, including pleasure, 
relaxation and euphoria), lower risk use (use that has minimal 
impacts on the individual and those around them), higher 
risk use (use that is harmful for the individual and/or those 
around them) and substance use disorder (a treatable medical 
condition characterized by continued use despite negative 
impacts to the individual and/or those around them). Most 
people who use drugs do not develop substance use disorder. 
Individuals may move back and forth along this spectrum over 
time. Understanding that substance use is complex is essential 
for developing effective, comprehensive and compassionate 
responses. 

No single approach or program can meet everyone’s needs. 
Implementing a spectrum of evidence-based substance use 
services that respond to diverse needs is the most promising 
way to reduce drug-related harms and promote health and 
well-being. Policy-makers and service providers must ensure 
that these services are responsive and flexible and that they 
prioritize meeting people’s self-determined needs. By doing 
so, they can reduce the harms of substance use and improve 
individual, community and population health. 

Policy-makers should allocate resources to develop and sustain 
a spectrum of services. Policy-makers also need to examine and 
address social and structural inequities that underlie drug-
related harms. Service providers play a key role by offering 
harm reduction and treatment programs that can reduce drug-

related harm for individuals. They can also connect individuals 
with broader health and social services that can address 
peoples’ needs related to social determinants of health, 
improving outcomes for people who use drugs. 

2. Recognize that harm reduction and treatment 
programs are complementary components of the 
spectrum of substance use services

Harm reduction and treatment programs support people who 
use drugs in different but complementary ways. The substance 
use services that an individual may want or need depend on 
several factors, including where their use falls on the spectrum 
of substance use.

Some people use substances rarely, occasionally or regularly 
without developing a substance use disorder. Harm reduction 
programs are essential because they provide resources and 
education that reduce potential harms associated with using 
drugs, helping to keep these individuals healthy, safe and 
connected to care. People who do not have a substance 
use disorder typically do not need treatment programs, 
as treatment is primarily designed to support those with 
substance use disorders. 

For people who develop a substance use disorder, harm 
reduction programs are essential because they can keep them 
healthy, safe and connected to care. These programs play an 
important role before, during and after treatment. People with 
substance use disorder may also choose to access treatment 
programs, which provide supports to help manage, reduce or 
stop their substance use. 

While myths and misconceptions position harm reduction 
and treatment as opposing approaches, they are actually 
complementary. Harm reduction programs are proven to 
reduce the harms associated with substance use and improve 
access to and uptake of treatment. Voluntary, evidence-based 
treatment programs are proven to help people to manage, 
reduce or stop their substance use, while also helping to 
reduce harms. Best practice treatment programs also integrate 
harm reduction principles throughout their care services. 

Both harm reduction and treatment need to be available to 
help people who use substances to improve their health and 
quality of life. Service providers and policy-makers should 
recognize the complementary nature of harm reduction and 
treatment programs and find ways to improve continuity of 
care between harm reduction and treatment services.

3. Support and expand availability of evidence-
based harm reduction programs 

Harm reduction programs focus on reducing harms associated 
with drug use, drug policies and drug laws. They provide 
evidence-based strategies and resources to minimize harms 
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associated with substance use. They reduce the transmission 
of infectious diseases, reduce overdose, reduce healthcare 
costs and connect people who use drugs to other health and 
social services, including treatment. Harm reduction recognizes 
that not everyone wants to, is ready to or is able to stop using 
drugs. It focuses on reducing harms associated with drug 
use and improving health and well-being without requiring 
abstinence. Harm reduction programs that have been shown 
to reduce harms for people who use drugs include services that 
distribute safer drug use equipment, supervised consumption 
services and overdose prevention sites, naloxone distribution 
programs, drug checking programs and safer supply programs.

Despite strong evidence that harm reduction programs are 
effective, the availability and capacity of harm reduction 
programs is inconsistent across Canada, creating barriers 
to access for individuals and communities. Harm reduction 
programs must be made available and scaled up across 
Canada to ensure equity and to meet community needs. 
Policy-makers can provide funding to expand access to harm 
reduction programs, support service providers to implement 
a range of harm reduction programs in their communities, 
and develop standards to ensure programs are accessible and 
evidence based.

Service providers can familiarize themselves with the harm 
reduction programs available in their communities and 
understand how these programs support individuals. To 
improve availability and accessibility, service providers can work 
toward expanding the range of harm reduction programs 
they offer (e.g., by integrating and co-locating services, by 
establishing referral pathways to other programs within the 
community). By collaborating with other service providers and 
leveraging existing resources they can support individuals to 
access the programs and supports they want and need. 

4. Support and expand availability of voluntary, 
evidence-based treatment programs

Voluntary, evidence-based treatment programs are an essential 
part of the spectrum of substance use services. They include 
a range of programs that can help people to manage, reduce 
or stop their substance use. Treatment programs may provide 
medications, psychosocial counselling, peer support and other 
resources to help people to reach their self-determined goals. 
Treatment programs include opioid agonist therapy (OAT), 
psychosocial treatment (e.g., contingency management, 
cognitive behavioural therapy), withdrawal management 
and other social supports, often in combination with one 
another. Treatment programs may be delivered by providers 
in in-patient, residential or community settings. However, the 

availability of affordable, timely and evidence-based treatment 
is inconsistent across Canada, creating barriers to access. 

Affordable voluntary, evidence-based treatment programs 
for individuals with substance use disorder must be scaled 
up across Canada to ensure equitable availability to meet 
community and individual needs in a timely manner. It is 
important to note that not all people who use substances 
need, want or qualify for treatment. Additionally, for people 
with a substance use disorder, it may take multiple attempts 
for treatment to be effective, and many people may need to 
try different programs to see which ones, if any, are effective 
for them. People across the spectrum of substance use may 
also reduce or stop their drug use without accessing formal 
treatment programs. 

No single treatment approach is effective for everyone. Policy-
makers and service providers should ensure that a diverse 
range of treatment programs exist and are brought to scale 
and that they are well integrated and coordinated to ensure 
continuity of care within a given region. 

The regulation of and accountability mechanisms for treatment 
programs can vary widely depending on factors such as their 
funding model, the type of treatments they provide, the 
professional affiliations of staff providing services and the 
setting in which services are provided. Policy-makers should 
work to ensure that all treatment models are regulated and 
that accountability mechanisms are in place for them, including 
proper oversight, standards, reporting, and long-term follow-
up to evaluate the effectiveness of treatment programs 
in supporting the health of individuals and in meeting 
community needs. 

Service providers should be aware of the evidence-based 
treatment programs available in their communities, as well 
as the types of services and supports that different treatment 
programs provide. This will help them to refer service users to 
the best programs for them: the programs that provide the 
type(s) of services that they want, that they qualify for, that are 
appropriate for them and that they can afford. 

5. Address barriers that limit access to the 
spectrum of substance use services

Access to the spectrum of substance use services is hindered 
by a variety of barriers at the individual, social and structural 
levels, including:

• long distances to travel for services

• long wait times 

• limited operating hours
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• insufficient service capacity

• high costs for some treatment programs

• limited resources or programs that serve certain groups 
of people who use drugs (e.g., people who smoke drugs, 
people with stimulant use disorder, people with concurrent 
mental health challenges, youth, Indigenous people who use 
drugs) 

• lack of continuity of care between services 

• limited awareness of available services and supports

These barriers are especially pronounced in rural and remote 
communities, but they also affect people in urban locations. 
They create health inequities by preventing people from 
obtaining the resources and supports they need, when they 
need them. 

Service providers can take various steps to try to reduce barriers 
within their community. Service providers should regularly 
evaluate whether their programs are meeting community 
needs and adapt their programs accordingly, where possible. 
They can also work to strengthen connections with other 
local harm reduction and treatment programs to improve 
referrals, increase capacity and improve coordination of care. In 
addition, service providers can address practical barriers (e.g., 
by assisting with travel, offering virtual or mobile programs) 
and enhance awareness of available supports (e.g., through 
education and outreach). Service providers may also consider 
innovative approaches, such as co-locating and integrating 
programs and developing health navigation supports to reduce 
the barriers associated with accessing certain programs. 

Service providers need support from policy-makers to ensure 
funding is available and sustainable to reduce barriers to care. 
Policy-makers can also prioritize funding and policies that 
increase the capacity, accessibility and geographic reach of 
programs, especially in underserved areas. Addressing these 
barriers can create a more accessible, effective and coordinated 
system of substance use services, ensuring individuals receive 
the resources and care they need, when they need them. 

6. Ensure services respect the rights of people who 
use drugs

It is essential that all substance use services are evidence-
based and voluntary. These services should uphold the right to 
health of people who use drugs. This means that services must 
respect the rights of people who use drugs to health education 
and information, bodily autonomy, equality and non-
discrimination, social determinants of health and meaningful 
participation in decision-making. 

Service providers and policy-makers should involve people 
who use drugs in the design, delivery and evaluation of the 
spectrum of substance use services to ensure that programs 
meet people’s needs, are culturally safe, avoid stigmatizing 
practices and respect their human rights. 

Policy-makers should also develop rigorous standards and 
accountability mechanisms for all substance use services to 
ensure that programs are evidence based and adequately 
protect the health and human rights of individuals who use 
drugs and their communities.

ADDITIONAL RESOURCES

The Mental Health and Substance Use Health Standardization 
Roadmap – Standards Council of Canada

Public Health Approaches to the Toxic Drug Crisis – Canadian 
Public Health Association 

Best Practices across the Continuum of Care for the Treatment 
of Opioid Use Disorder – Canadian Centre on Substance Use 
and Addiction 

Opioid Agonist Therapy – Canadian Centre on Substance Use 
and Addiction

Harm Reduction Fundamentals: A toolkit for service providers 
– CATIE

EVIDENCE REVIEW

Evidence about substance use

Substance use is a complex human behaviour. People use 
drugs for diverse reasons, and drug use occurs along a 
spectrum. This spectrum ranges from non-use (abstinence), 
beneficial use (use that has positive health or spiritual effects, 
including pleasure, relaxation and euphoria), lower risk use 
(use that has minimal impacts on the individual and those 
around them) and higher risk use (use that is harmful for the 
individual and/or those around them) to substance use disorder 
(a treatable medical condition characterized by continued 
use despite negative impacts to the individual and/or those 
around them).1 As with any behaviour, people may move back 
and forth along this spectrum over time. Most people who 
use drugs do not develop substance use disorders; research 
estimates that about 10% to 30% of people who use drugs 
develop a substance use disorder.2,3 

The likelihood that people will use substances, where their use 
will fall along the spectrum and whether they will experience 
harms from substance use are influenced by the conditions 
in which they grow up, live and work. For example, people 
who develop substance use disorders are more likely to have 

https://scc-ccn.ca/resources/publications/mental-health-and-substance-use-health-standardization-roadmap
https://scc-ccn.ca/resources/publications/mental-health-and-substance-use-health-standardization-roadmap
https://www.cpha.ca/toxic-drug-crisis
https://www.ccsa.ca/sites/default/files/2019-04/CCSA-Best-Practices-Treatment-Opioid-Use-Disorder-2018-en.pdf
https://www.ccsa.ca/sites/default/files/2019-04/CCSA-Best-Practices-Treatment-Opioid-Use-Disorder-2018-en.pdf
https://www.ccsa.ca/sites/default/files/2024-10/OAT-Evidence-Brief-en.pdf
https://www.catie.ca/harmreduction
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experienced significant challenges in their lives, including 
mental health challenges, adverse childhood experiences, 
traumatic events or challenges related to social determinants 
of health (e.g., income, housing).4–6 Harms from substance use 
are also shaped by these factors and others, including laws and 
policies that criminalize drug use and structural factors such as 
racism, colonialism and gender inequities that increase risks of 
drug-related harms for certain populations.7,8

In Canada, harms related to illegal drugs have increased 
dramatically over the past decade. Since the mid-2010s, 
overdose deaths have constituted an ongoing public health 
crisis across Canada.9 Infectious diseases associated with 
drug use, such as hepatitis C and HIV, remain significant 
concerns; people who inject drugs account for a substantial 
proportion of these infections.10,11 Serious bacterial infections 
are increasing among people who inject drugs, which can be 
associated with significant morbidity and mortality.12,13 Harms 
associated with substance use extend beyond the individual 
who uses drugs to the individual’s social networks, their 
community and to society at large, such as through strains on 
the healthcare and criminal-legal systems and costs to society 
related to lost productivity (e.g., because of premature death 
or disability).14 These costs increased nearly 30% between 
2007 and 2020.14

While drug-related harms have increased, over the same period 
the rate of substance use disorder in the Canadian population 
has remained stable.15 This suggests that factors other than 
substance use disorder are driving drug-related harms in 
Canada. Changes in the illegal, unregulated drug supply 
are one of the key factors that has led to increased harms. 
Fentanyl has replaced heroin as the dominant illegal opioid in 
most of Canada over the past decade and is now the primary 
driver of overdose deaths.16,17 Fentanyl is 20–40 times stronger 
than heroin, significantly increasing the risk of overdose.18 
Recent events such as the COVID-19 pandemic and related 
border closures have led to an even more dangerous and 
toxic illegal drug supply.19,20 Since the COVID-19 pandemic, 
even stronger synthetic opioids (e.g., nitazenes, carfentanil) 
and sedatives (e.g., benzodiazepines, xylazine, medetomidine) 
have been detected or have become a lasting part of the drug 
supply in some regions.21–23

Evidence about the need for a spectrum of 
substance use services 

A spectrum of substance use services is needed because 
no single approach or program can meet everyone’s needs. 
As described above, substance use is complex. A range of 
evidence-based substance use services need to be available, 
accessible and acceptable to support the right to health of 

people who use drugs.24–26 This means that services must 
respect the rights of people who use drugs to health education 
and information, bodily autonomy, equality and non-
discrimination, social determinants of health and meaningful 
participation in decision-making.24–26 Ensuring access to a 
spectrum of substance use services recognizes this complexity 
and gives people who use drugs the best opportunity to 
decide which programs and supports they want and need at a 
given moment. 

Offering a spectrum of services supports the agency of 
people who use drugs. A principle of harm reduction 
involves “meeting people where they’re at.”27 This principle 
acknowledges that different people may access the same 
programs with different goals and at different times and may 
desire different outcomes. For example, people may access 
supervised consumption services (SCS) or overdose prevention 
sites (OPS) to reduce immediate risks associated with substance 
use (e.g., overdose), but as they develop relationships and 
trust with staff over time, they may be supported to access 
other health and social services, including treatment.28 Given 
the toxicity of the current illegal drug supply,16,21 providing 
resources and supports to help people to stay alive is an 
urgent priority. Lower barrier harm reduction services are 
essential to addressing this challenge. They continue to be an 
important part of the spectrum of services for people seeking 
treatment, including helping keep people safe who are on 
wait lists for treatment, transitioning between treatment 
services or using substances after treatment. Access to harm 
reduction for people who use substances after treatment is 
particularly important because loss of tolerance can increase 
risk of overdose.29

Within the spectrum of services, there can be significant 
overlap between treatment and harm reduction programs. 
Best practice treatment programs integrate harm reduction 
principles throughout their care, and harm reduction programs 
can support people who want to access treatment.30 For 
instance, safer supply, an emerging harm reduction approach, 
has goals that are similar to and overlap with those of 
treatment programs such as opioid agonist therapy (OAT) and 
injectable OAT.30,33,97 All provide prescribed medications and 
reduce the risk of overdose31,32 while also supporting people 
whose goals are to reduce or stop using substances overall.33–36 

Evidence about approaches within the spectrum of 
substance use services 

The need for a spectrum of substance use services, including 
harm reduction and treatment, is supported by evidence 
of the effectiveness of these types of programs at reducing 
drug-related harms and supporting people who use drugs. 
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Evidence demonstrates that harm reduction programs reduce 
harms associated with drug use, are cost effective and improve 
access to treatment programs.37,38 Voluntary, evidence-based 
treatment programs can support people with substance use 
disorder to manage, reduce or stop their drug use and can 
reduce harms associated with substance use.39 Involuntary or 
coerced treatment is not supported by evidence and can be 
associated with human rights violations and other harms.40–44 

The evidence base for harm reduction services varies by 
program. Some harm reduction services have operated in 
Canada and internationally for decades and there is strong 
evidence to support them.38,45–47 Other harm reduction services, 
for which evidence is emerging, have been newly implemented 
in Canada in response to the public health crisis of drug 
toxicity deaths.48,49 Harm reduction programs may be provided 
by dedicated harm reduction organizations or peer-based 
organizations, or they may be integrated into other healthcare 
and social service settings. Harm reduction programs may be 
publicly funded, supported by donations or run by volunteers. 
The availability of harm reduction programs is inconsistent 
across Canada. Certain harm reduction programs are not 
available in all provinces and territories.50 Where harm 
reduction services are available, people may face numerous 
barriers to access, including a lack of availability of services, 
services that do not meet their substance use needs, and 
limited operating hours. 

The evidence base for treatment services varies by program. 
Some treatment programs are supported by strong evidence.35 

However, certain treatment programs are not regulated 
in Canada. This means that there is limited accountability, 
reporting and tracking of program outcomes for some 
treatment providers.51–53 Importantly, it may take multiple 
attempts for treatment to be effective, and many people may 
need to try different programs to see which ones, if any, are 
effective for them.52 Some people may reduce or stop their 
drug use without accessing formal treatment programs.4,54 
Treatment programs can vary in many ways: services may be 
provided by licensed healthcare providers, by lay providers or 
by clients’ peers; programs may be offered in the community 
(on an outpatient basis) or in a hospital or residential setting 
(on an inpatient basis); they may be run by private, for-profit 
organizations or by non-profit organizations; they may provide 
evidence-based programs (e.g., OAT) or programs that are 
not evidence based; programs may receive public funding 
or operate through out-of-pocket payment or donations; 
and treatment programs may prioritize abstinence and/or 
individuals’ self-determined goals.39,51,52 It is challenging to get 
a clear picture of the availability and accessibility of quality, 
evidence-based treatment programs in Canada. Available 

information indicates that access is inconsistent, with wait 
times, cost and other barriers limiting access.51,52,55 

Safer drug use equipment distribution programs

Distribution of safer drug use equipment involves providing 
people who use drugs with the equipment needed to support 
safer substance use practices (e.g., for safer injecting, smoking, 
snorting). Distributing safer injecting, smoking and snorting 
supplies reduces re-use and sharing of equipment,56,57 which 
has been shown to prevent a wide range of health issues,47 
including:

• blood-borne infections such as hepatitis C and HIV 

• serious bacterial infections such as cellulitis, abscesses and 
endocarditis

• tissue damage (e.g., cuts and burns to the mouth, vein 
damage, nasal passage damage)

Safer equipment distribution programs play a critical role in 
public health not only by providing new equipment but also 
through the safe collection and disposal of used equipment. 
These programs have equipment return rates that are 
typically 90% or more of what they distribute, with additional 
equipment often returned to nearby programs — without 
requiring one-for-one exchange.58 This significantly reduces 
the accumulation of discarded drug use equipment in the 
community. 

These programs are also a good investment. They have been 
shown to be cost effective, saving healthcare costs associated 
with treating viral and bacterial infections by reducing the 
spread of infections.37 One study estimates that for every 
$1 invested in safer drug use equipment, the healthcare 
system saves between $1.30 and $5.50 by preventing HIV 
infections alone.37 

Importantly, the distribution of safer drug use equipment 
not only lowers the risks associated with drug use but also 
creates pathways to treatment. Research shows that people 
who access safer drug use equipment are more likely to enter 
treatment than people who do not access safer drug use 
equipment.59 This demonstrates how the distribution of safer 
drug use equipment is a key component of a continuum of 
substance use services that supports the overall health and 
well-being of people who use drugs. 

Access to safer drug use equipment remains inconsistent. 
The full range of safer drug use equipment is not distributed 
in all provinces and territories and, where equipment is 
available, it may not be distributed in adequate quantities.60 
In some provinces, there are restrictive and harmful policies 
such as requiring used supplies to be exchanged to access 
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new equipment.61 Multiple barriers — from lack of policy 
and political support to limited operational hours and service 
locations — can limit access to adequate quantities of safer 
drug use equipment in parts of Canada.62–64 

Supervised consumption services (SCS) and overdose 
prevention sites (OPS)

SCS and OPS provide safe, supervised spaces for people to use 
their drugs, where trained staff can respond to overdoses and 
other adverse events on site. Staff at SCS also provide people 
with safer drug use equipment, health education and referrals 
to other services. SCS have been found to:38,65,66

• reduce overdose deaths

• increase safer substance use practices (e.g., using new 
equipment for each injection) that prevent hepatitis C, HIV 
and other infections

• increase access to healthcare, including treatment and 
mental health services 

• reduce public drug use and discarded syringes

• not increase crime or violence in the surrounding area

SCS have consistently been found to be cost effective.65,67 
They save money by preventing infections such as hepatitis C 
and HIV, by reducing overdose deaths and by reducing costs 
and pressure on emergency services by managing overdoses 
on site.65,68,69 

SCS complement other aspects of the spectrum of substance 
use services. They complement the distribution of safer drug 
use equipment by providing education about safer substance 
use and helping to promote safer substance use practices.45 
They complement treatment programs by connecting people 
to care: accessing SCS has also been found to increase entry 
into treatment services, including withdrawal management 
and OAT.66 SCS do not interfere with treatment outcomes. In 
communities where SCS operate, they do not reduce the rate 
at which people who use drugs enter treatment or increase 
the number of people who return to using substances after 
treatment.38,65 

Currently, access to SCS in Canada is very limited. There are 
only a small number of operational sites, and some provinces 
and territories have none at all.50 In addition, even when these 
services are available, they often fail to accommodate all 
forms of drug use, such as smoking. This is despite the shift 
to smoking; it has become the most common route of drug 
consumption resulting in death in some regions.50,70–72 Even 
when SCS are available, they may not be open when needed 

or may be located too far away from people who want to 
access them.73–75

Virtual spotting options, such as the National Overdose 
Response Service (NORS), provide additional options for 
overdose prevention for people without access to SCS and 
OPS. Emerging evidence suggests that this option may help 
fill gaps in access to physical SCS, may be more acceptable to 
women and gender-diverse people and is cost effective.75–79 

Naloxone distribution

Naloxone distribution programs, also called take-home 
naloxone, involve training people on how to respond to opioid 
overdose and providing them with naloxone. Naloxone is 
an opioid antagonist, which means it temporarily blocks the 
effects of opioids. It is used to prevent death and other harms 
by reversing an opioid overdose. 

Naloxone distribution programs are effective at preventing 
opioid overdose deaths. Systematic reviews of these programs 
have found that they provide long-term improvement in 
knowledge about opioid overdose, they reduce opioid-
related mortality and there is a strong association between 
naloxone distribution and overdose survival.80–82 Naloxone 
distribution has been found to be cost effective, and it does 
not lead to increased substance use or to riskier substance use 
practices.83–86 

Naloxone access varies significantly between provinces and 
territories.87 Each jurisdiction has its own criteria for who 
is eligible for a free naloxone kit.87 Stigma from healthcare 
providers can prevent people who use drugs from accessing 
naloxone in some regions, and issues with transportation and 
distribution in rural and remote areas can create challenges 
with access.87

Drug checking 

Drug checking programs test unregulated drug samples to 
provide people with more information about the contents 
of their drugs. This information can allow people to make 
informed decisions about their use of tested substances. 
Drug checking programs can also facilitate monitoring of the 
unregulated drug supply, providing a tool to inform people 
who use drugs, harm reduction and treatment providers, 
and policy-makers about changing risks and trends in their 
community. Monitoring the drug supply can involve identifying 
expected and unexpected substances, detecting new 
substances and detecting drugs of concern.49 Some common 
approaches to drug checking include providing people with 
test strips to check their drugs for specific substances (e.g., 
fentanyl, benzodiazepines, xylazine) or having people provide 
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a small sample of their drug to a trained technician to analyze 
using advanced technologies.88 

Drug checking programs can reduce harms from the 
unregulated drug supply. Access to information about the 
contents of drugs supports people’s autonomy and helps them 
to make informed decisions.89 A systematic review found that 
drug checking services can influence people’s intentions and 
actions.49

 Information from drug checking has been found 
to change behaviour in ways that can reduce the chance 
of overdose (e.g., doing a test shot, reducing the dose, not 
using alone).49 It is possible that drug checking may influence 
local drug markets. People who use drugs have reported 
that information from drug checking allows them to make 
informed decisions about their drugs, which, over time, could 
encourage people who produce or sell drugs to better ensure 
their products meet consumer expectations.89

Even though drug checking has expanded rapidly in Canada 
in response to the increasing harms of the unregulated drug 
supply, there is significant regional variation in the availability 
of these services.89,90 They are not available in all communities, 
provinces or territories. People who use drugs report that 
barriers to drug checking include not knowing where services 
are and not having a drug checking program in the area.91

Safer supply

Safer supply refers to providing pharmaceutical-grade 
alternatives to the unregulated drug supply for people who are 
at high risk of drug toxicity and other harms. It is an approach 
that aims to reduce individuals’ risk of overdose death and 
support their health. Participants in safer supply programs 
often include people whose needs have not been met by 
traditional treatment approaches such as OAT. Safer supply is 
grounded in harm reduction principles and practices and builds 
on evidence from treatment approaches such as OAT and 
injectable OAT. 

Evidence related to safer supply is rapidly evolving. Research 
to date suggests that participants in safer supply programs 
experience a range of positive outcomes for people who 
use drugs. This includes evidence that safer supply can 
help to:31,34,48,92–95

• reduce the risk of drug toxicity death for people who 
use drugs 

• improve health and social outcomes for people who use 
drugs (e.g., reduce use of unregulated drugs, reduce opioid-
related hospital visits and increase access to treatment of 
infections such as hepatitis C and HIV)

Emerging evidence suggests that safer supply complements 
other substance use services. Safer supply can improve 
access to treatment: it has been associated with an increased 
likelihood of receiving OAT,96 it can help people start and stay 
on OAT97 and it can help people improve their stability and 
their control over their drug use.98 A recent comparison found 
similar outcomes between people receiving OAT and people 
receiving safer supply, with both groups having reduced 
opioid toxicity events, health care use, new infections and 
healthcare costs.99

Access to safer supply is very limited in Canada, and there is 
variation between provinces and territories and urban and rural 
regions.100–102 Research suggests that barriers to safer supply 
exist at the policy, prescriber and program levels.34,103 Recent 
funding cuts and program restrictions may further reduce 
access to safer supply.

Opioid agonist therapy (OAT) and injectable opioid agonist 
therapy (iOAT)

OAT and iOAT are evidence-based treatments for people with 
opioid use disorder.35,36,104 

OAT involves prescribing medications that reduce opioid 
cravings and withdrawal symptoms, helping individuals 
manage opioid use disorder. OAT medications are long-
acting opioids that bind to the same receptors as illegal 
opioids, preventing withdrawal symptoms without providing 
psychoactive effects. In Canada, OAT medications include 
methadone, buprenorphine and slow-release oral morphine.104 
OAT with methadone or buprenorphine is the preferred first-
line treatment for opioid use disorder. OAT can be combined 
with other treatment programs (e.g., psychosocial counselling) 
to support retention.35,104

iOAT involves prescribing injectable medications to individuals 
who have tried but not benefited from OAT. The primary goal 
of iOAT is to improve the individual’s health by reducing the 
risk of overdose and other health and social harms associated 
with injecting unregulated drugs.105 The secondary goal is to 
engage individuals who have not benefited from standard OAT 
in care.105 Medications used for iOAT include diacetylmorphine 
(pharmaceutical-grade heroin) and injectable hydromorphone. 
These can be prescribed by a physician to someone for whom 
standard OAT has not worked.36 People receiving iOAT may 
also be prescribed OAT medications to help prevent withdrawal 
symptoms and cravings between doses or overnight. People 
receiving iOAT may be referred to other health and social 
services, including other treatment programs.105 
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Both OAT and iOAT are important programs within the 
spectrum of substance use services. They treat opioid use 
disorder by supporting people to reduce their use of opioids, 
reduce the harms associated with opioid use and reduce their 
risk of death.35,36,104 OAT is associated with reduced risk of 
death from all causes, reduced risk of overdose32 and reduced 
risk of hepatitis C and HIV transmission.106,107 The reduction 
in the risk of hepatitis C and HIV associated with OAT is even 
greater when OAT is combined with the distribution of safer 
drug use equipment.57,106 

Access to and retention in OAT and iOAT in Canada are 
a challenge.100,108–113 Data indicate that OAT is not equally 
accessible in each province and territory.60 Primary care 
physicians are the care providers who are most likely to provide 
treatments for substance use disorder such as OAT,114 but 
access to OAT in primary care settings is limited (e.g., just 2% 
of family health teams and 7% of community health centres 
in Ontario provide OAT).53 Research indicates that common 
barriers to accessing and staying on OAT include strict 
program requirements (e.g., daily pharmacy visits), a limited 
number of prescribers, and stigma and discrimination from 
healthcare providers (e.g., feeling shamed when accessing 
prescriptions, being subjected to invasive urine drug screening 
practices).112 In addition, OAT providers often do not offer 
additional comprehensive services, such as primary care, 
counselling or mental health supports.53 This can lead to gaps 
in care for people receiving OAT.115 While retention in iOAT 
is much stronger than in OAT, access to iOAT is extremely 
limited.105,113,116 In 2020, there were 19 iOAT programs serving 
just over 400 people across Canada.100 

Psychosocial and other types of treatment 

Psychosocial and other types of treatment programs include 
a broad range of treatment approaches (e.g., withdrawal 
management, counselling, peer support, residential treatment). 
These approaches play different roles in the treatment of 
different types of substance use disorders.

Psychosocial interventions may be offered in addition to OAT 
to support retention in treatment for people with opioid use 
disorder.104 For stimulant use disorder, psychosocial approaches 
such as contingency management and cognitive behavioural 
therapy are the standard of care.117 Contingency management, 
which involves providing incentives (e.g., cash, gift cards or 
other prizes) for continued abstinence, seems to be the most 
effective.118,119 Research is underway about the potential to 
combine psychosocial treatment with medications to treat 
stimulant use disorder.120

Withdrawal management (i.e., detox) alone is not 
recommended for people with opioid use disorder; it 
should be combined with linkage to OAT or other ongoing 
treatment.35,121 This is because withdrawal management on 
its own is associated with increased risk of returning to using 
unregulated drugs, hepatitis C and HIV transmission and 
overdose death.35 Despite this evidence, only a minority of 
people receiving withdrawal management are linked with 
OAT or other ongoing treatment services within a month of 
being discharged.122 Withdrawal management for stimulant 
use involves support to address symptoms of withdrawal and 
should involve connecting people to long-term treatment (e.g., 
contingency management, cognitive behavioural therapy).121

Access to psychosocial and other types of treatment is limited 
in Canada. There are barriers to treatment at the individual, 
social and structural levels.123 For example, there are no 
consistent standards or regulations for residential treatment 
services, which limits implementation of best practice 
treatment approaches and creates challenges for people 
looking for quality, evidence-based treatment.51 A minority 
of programs providing psychosocial and residential treatment 
can initiate OAT. Some treatment programs (e.g., residential 
programs) do not admit people who are on other forms of 
treatment, such as OAT.124 Additionally, people may experience 
barriers to accessing the services that do exist. For example, 
long wait times (e.g., an average time of between 20 and 100 
days),125,126 financial barriers (e.g., private residential treatment 
programs that cost thousands of dollars and may not follow 
best practices)51 and geographic barriers (e.g., having to travel 
long distances to access treatment) can all limit the accessibility 
of psychosocial and other treatment services. There is also a 
lack of continuity of care between treatment services, which 
can create barriers and prevent people from staying engaged 
in treatment programs.122
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