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Table 2.6.1: Epidemiology of HIV and Viral Hepatitis, 
and Harm Reduction Responses in North America 

Country/territory 
with reported 
injecting  
drug usea

People who  
inject drugsb

HIV prevalence 
among people 

who inject drugs 
(%)

Hepatitis C (anti-
HCV) prevalence 
among people 

who inject drugs 

(%)1

Hepatitis B 
(anti-HBsAg) 

prevalence among 
people who inject 

drugs 
(%)1

Harm reduction responsec

 NSPd OSTe DCRf 

Canada
286,987         

(220,690–
375,173)

5.82 64 (51–77) nk  (>775)g (S) (P)3  (B,M)

United States
 1,857,354 
(1,294,929–
2,589,858)

 15.57c

(8.74–22.4)
73.4 (69.7–77) 11.8 (3.5–20)  (186) (P)  (1,433) (B, BN,M)

nk= not known
 

a    There are no identified reports of injecting drug use in Greenland.
b   Unless otherwise stated, data are sourced from Mathers B et al. for the Reference Group to the UN on HIV and Injecting Drug Use (2008) Global epidemiology of injecting drug use and HIV 
among people who inject drugs: a systematic review, Lancet, 372( 9651):1733 – 1745.
c   Unless otherwise stated, data on NSP and OST coverage are sourced from Mathers B et al for the Reference Group to the United Nations on HIV and Injecting Drug Use (2010) HIV prevention, 
treatment and care for people who inject drugs: A systematic review of global, regional and country level coverage, Lancet, 375(9719):1014–28.
d   The number in brackets represents the number of operational NSP sites, including fixed sites, vending machines and mobile NSPs operating from a vehicle or through outreach workers.  
(P) = needles and syringes reported to be available for purchase from pharmacies or other outlets, and (NP) = needles and syringes not available for purchase.
e   The number in brackets represents the number of operational OST programmes, including publicly and privately funded clinics and pharmacy dispensing programmes. (M) = methadone,  
(B) = buprenorphine, (BN) = buprenorphine-naloxone combination, (O) = any other form (including morphine and codeine).
f   DCR = Drug consumption room, also referred to as safer injection facility (SIF).
g   This figure represents the number of sites in two Canadian provinces: British Columbia and Quebec. The number of sites in other provinces was not known at publication in July 2012.
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Map 2.6.1: Availability of needle and syringe exchange programmes (NSP) 
and opioid substitution therapy (OST)
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Harm Reduction in North America

More than 10% of all people who inject drugs (PWID) 

worldwide reside in Canada and the USA.4 The USA, after China 

and Russia, has one of the highest estimated populations of 

PWID globally.4 Injecting drug use (IDU) accounted for about 

17% of HIV cases in Canada at the end of 20085 and 9% of 

new HIV cases in the USA in 2009.6 The HIV epidemic among 

PWID in both countries mirrors broader disparities in the HIV 

epidemic, with racial and ethnic minorities in the USA and 

Aboriginals in Canada disproportionately affected.5, 6 There 

are no data available on IDU in Greenland. 

Although key harm reduction programmes such as needle and 

syringe exchange programmes (NSPs) and opioid substitution 

therapy (OST) are in place in both countries, provision remains 

uneven across smaller cities and rural areas. Coverage of NSPs 

and OST in North America remains below that in Australia and 

several countries in Western Europe7 (see Chapter 2.3). Since 

last reported in 2010, overdose prevention and response 

programmes, including distribution of community-based 

naloxone, have become increasingly widespread across the 

continent. Prison NSPs remain unavailable in North America, 

while provision of methadone for substitution therapy is 

offered in federal and provincial prisons in Canada and on a 

very limited basis in some US jails.

Significant policy developments with implications for harm 

reduction have occurred since last reported in 2010. The 

Supreme Court of Canada ruled that the Minister of Health 

had violated Canada’s Charter of Rights and Freedoms by not 

allowing InSite, the country’s only safe injecting facility (SIF), 

to remain open, and ordered its continuing operation.8 On 16 

December 2011, US Congress reinstated the ban on US federal 

funding for NSPs.9 In a context of global financial uncertainty, 

this policy decision contributes to critical concerns around 

the expansion of HIV prevention programmes to meet global 

targets and commitments on coverage for PWID.10 

Civil society organisations (CSOs) in the USA and Canada have 

actively engaged in activities around overdose prevention 

and community naloxone distribution in the last two years, 

as a result of which there has been growing awareness of the 

issue at various levels of policy and programme delivery. The 

Canadian Drug Policy Coalition (CDPC), an independent civil 

society network of organisations and individuals advocating 

to improve Canada’s drug policies, is the newest addition to 

the strong civil society presence working for harm reduction 

in the region. 

Developments in harm reduction 
implementation

Needle and syringe exchange programmes

National-level estimates of NSP coverage are not collected in 

Canada or the USA, making it difficult to accurately monitor 

service provision levels.h The latest available data, as reported 

in 2010, indicate that an average of 23 syringes are distributed 

per PWID per year across North America, amounting to 

low coverage by international targets,i 11 and placing North 

America behind other high-income regions such as Europe 

(59 syringes) and Australasia (202 syringes).12 

Civil society reports since 2010 suggest that funding is one 

of the most significant barriers to service provision and scale-

up in both countries. The reinstatement of the US federal 

funding ban for NSPs in December 2011 comes just two 

years after the 21-year-old ban was repealed by President 

Barack Obama.9 While the lifting of the ban in 2009 mobilised 

funders to consider access to sterile injecting equipment for 

financial support, and propelled advocacy efforts by harm 

reduction funders to reach out to other potential donors, 

the recent move undermines programme scale-up and 

marginalises existing programmes away from mainstream HIV 

policy and funding.13 Since individual states determine the 

legality of syringe exchange or distribution, some US states 

have only underground NSPs, or none at all, which is largely 

the case throughout the southern region of the USA.14 In 

Canada the lack of federal support for NSPs means that harm 

reduction services are delivered by community agencies, 

NGOs, municipalities, provinces and territories. Although 

programmes are available in most major cities, individual 

jurisdictions may independently prohibit the provision of 

harm reduction services, including NSPs and safe-injection 

sites, within the city limits.j 

Anecdotal evidence indicates that a small number of 

programmes in the USA have closed in the past two years, 

largely due to financial limitations and shifting political 

priorities. For example, when the Washington State 

government reallocated HIV funding away from primarily 

government-supported programmes, the survival of rural 

services was threatened.13 As NSP implementation is a state 

rather than federal responsibility, the impact of the shifting 

funding landscape varies across the country. In some states 

such as California, new bills passed as of 1 January 2012 

enabling the expansion of access to needles and syringes 

and allowing pharmacists to sell syringes without requiring a 

prescription.15 Likewise, Colorado expanded its NSP provision 

following an authorisation bill from the state, while syringe 

access legislation in Nevada has stalled.13   

h    The HRSA HIV/AIDS Bureau in the USA began tracking client-level data on utilisation of 
services in 2011, but data were not available at the time of writing.
i    According to the 2009 WHO, UNODC, UNAIDS target-setting guide, <100 syringes 
distributed per person who injects drugs per year is considered low coverage; 100–200 is 
medium coverage, and >200 is high coverage.
j    See, for example, The Canadian Press: ‘End Needle Exchange Ban’, Advocates Tell B.C. 
city, 5 July 2012, CTV News.
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The limited geographical reach and opening hours of 

available sites also pose barriers to access, especially for 

women who inject drugs, who experience added stigma and 

fear of exposure to authorities in light of strict child custody 

and welfare laws. In Canada, confidentiality and fear of stigma 

pose a barrier to access in rural and remote areas and on 

Aboriginal reserves, where those accessing harm reduction 

services may be easily identified. 

Safer crack use kit distribution

A significant increase in crack use, particularly among PWID, 

has been documented in Canada over the past decade.16 

People who smoke crack are particularly vulnerable to the 

transmission of viral hepatitis (B and C), tuberculosis (TB) 

and HIV through sharing crack use paraphernalia.17, 18 Safer 

crack use kit distribution programmes have resulted in health 

benefits to individuals who use drugs and communities in 

Canada, including a decreased need among users to share 

paraphernalia, increased health awareness and improved 

personal and community safety.19 

Safer crack smoking supplies have been available in a number 

of cities across Canada for over a decade. Recently, however, 

negative media attention around a new pilot to distribute 

free crack kits in Vancouver’s Downtown Eastside20 has led to 

the slow implementation of this initiative and to the shutting 

down of Safeworks, a programme providing crack smoking 

equipment since 2008 in Calgary.21 Despite these challenges, 

new initiatives are being discussed in some settings.22 For 

example, a comprehensive approach to the distribution of 

safer crack kits, including an evaluation of the proposed 

programme, is being considered in Alberta for roll-out in 

August 2012.23 Continuing barriers to programme initiation 

and scale-up include lack of resourcing, public opposition,23 

limited geographical reach, interference by the police as well 

as the need for further research to evaluate the impact of this 

intervention.19

Opioid substitution therapy (OST)

Provision of OST has increased steadily in both countries, 

although it is by no means universal. Over 1,433 licensed 

facilities provide OST in the form of methadone, 

buprenorphine and buprenorphine-naloxone combination 

across the USA. The most recent available data indicate 

that in the USA in 2009 there were 640,000 individuals on 

buprenorphine or buprenorphine-naloxone combination for 

maintenance therapy (up from 96,000 in 2005) and 266,818 

on methadone (up from 236,836 in 2005).24 All ten Canadian 

provinces deliver methadone maintenance therapy (MMT) 

services through a variety of models, including government-

funded programmes, for-profit private clinics and family 

practice, but the number of sites is unknown due to lack of 

monitoring as part of national surveillance.25 Only one of three 

Canadian territories provides MMT, and buprenorphine is not 

widely used due to its prohibitive cost.25 In Canada, there has 

also been an increase in demand, including in First Nations 

communities and prisons.25 However, the lack of physicians 

who can prescribe methadone and limited provision 

through low-threshold services remain a significant barrier to 

addressing the increasing demand for MMT in Canada. 

Several developments related to OST provision and access 

have occurred in North America since 2010. Limited funding 

options and budget cuts threaten the quality of service 

provision in Canada. For example, in December 2011, as part of 

broader budget cuts, the Canadian province New Brunswick’s 

Department of Social Development placed an 18-month limit 

on the time period during which methadone clients can receive 

travel subsidies (for example, bus passes or reimbursements 

for petrol and taxis) to attend a dispensing pharmacy as part of 

a new MMT benefit programme.26, 27 Benefits were also capped 

at C$200 per month, potentially restricting access to the 1,328 

people who use drugs (PWUD) who used the travel subsidy 

to access OST in 2011.28 Additional obstacles to OST access in 

Canada include geographical distance from sites, stigma and 

misconceptions around drug dependence at every level of the 

treatment system and, as with NSPs, issues of confidentiality, 

especially in small cities and remote areas. Furthermore, there 

is often powerful community resistance to the establishment 

of new programmes, with some cities amending their zoning 

by-laws to restrict or limit programmes (such as Coquitlam 

and Surrey, BC).k Civil society reports highlighted a need for 

more low-threshold services and diversification of service 

models, as well as provision of integrated psychosocial and 

mental health support, especially in First Nation communities.

The clinical trial ‘Study to Assess Longer-term Opioid 

Medication Effectiveness’ (SALOME) is currently underway 

in Vancouver.29 The trial will investigate the effectiveness of 

hydromorphone, the active ingredient in heroin, as compared 

to injectable medical-grade heroin (diacetylmorphine), at 

benefiting people with chronic opioid dependence for whom 

other maintenance treatments have not been successful. 

In the USA, growing concerns about the diversion of 

buprenorphine30 have the potential to decrease access to 

the medication. For example, newly imposed restrictions as 

a result of diversion concerns include mandatory counselling 

and urine toxicology tests, as well as requirements by 

insurance companies for prior approval for each patient, 

placing greater time demands on physicians who administer 

buprenorphine maintenance therapy.31 Additional barriers 

to OST access in the USA include uneven Medicaid coverage 

across states, leaving many uninsured PWUD unable to 

access the medication, as well as many physicians opting to 

k    Examples include Coquitlam, BC, where a by-law regards methadone clinics as 
‘undesirable businesses’ and limits the location of their operation to five small areas; 
Surrey, BC, which prohibits methadone clinics in business parks, commercial, special 
care housing, single family residential and multiple residential commercial zones; 
Abbotsford, BC, which has amended its zoning by-laws to limit harm reduction services 
including fixed NSPs and mobile dispensing vans as well as supervised injection sites in 
its municipality; and Kelowna, BC, where a municipal by-law restricts possession of harm 
reduction supplies in any park or public space. 

North America
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discharge patients for poor attendance, active drug use or not 

participating in counselling. Methadone clinics in the USA are 

rarely low-threshold, with waiting lists of at least six months to 

a year, or longer outside major cities. Barriers are compounded 

for pregnant women who use drugs or those with children, as 

they are at risk of being reported to Child Protection Services 

and losing custody of their children for enrolling in treatment 

or actively using drugs. The need for frequent attendance (in 

some cases, seven days a week) can be further complicated by 

child care and increased stigma. 

Restricting prescription 
opiates in Canada

Diversion of the prescription time-release opiate 

OxyContin, and adverse effects arising from its illicit use, 

have risen considerably in Canada in the past few years. 

A 2009 study linked the introduction of OxyContin to 

the market in 2000 with a five-fold increase in painkiller-

related deaths during the following five years.32 The 

problem is particularly widespread in First Nations 

communities, where more than 50% of adults on some 

Canadian reserves are dependent on the medication.33 

The knee-jerk response from several Canadian provinces, 

including Prince Edward Island, Nova Scotia, Ontario, 

Manitoba, Saskatchewan and British Columbia, has 

been to either delist OxyContin entirely or restrict its 

availability under provincial health care coverage plans.34, 

35 In February 2012, the federal government announced 

that it would no longer pay for OxyContin for patients 

under the Non-Insured Health Benefits Program (NIHB).36 

Purdue Pharma Canada, the pharmaceutical company 

behind OxyContin, plans to replace it with a new version, 

OxyNEO, but several provinces have already announced 

that this, too, will have restricted access. Without 

providing support for people who may be going into 

withdrawal, individuals may turn to other narcotics such 

as heroin, increasing the potential for switching to less 

regulated, potentially more harmful opioids.k

Antiretroviral therapy (ART)

An estimated 40,334 PWID in Canada and 308,208 PWID in the 

USA were living with HIV as of 2008.5 In the USA, 9% of new HIV 

infections are among PWID.6 According to the US Centers for 

Disease Control, African-American PWID are ten times more 

likely to be diagnosed with HIV than white PWID.14 In Canada, 

Aboriginal (composed of First Nations, Inuit and Métis) PWID 

are more likely to acquire HIV than non-Aboriginal PWID, and 

IDU accounts for more HIV cases among Aboriginal women 

l    Public health officials in Ontario have already warned that their treatment programmes 
are overwhelmed. See The Toronto Star (2012) Ontario must boost addiction services and 
treatment programs to help OxyContin addicts, 2 April 2012.

than among Aboriginal men.37, 38 This group comprises 

only 3.8% of Canada’s overall population but represents a 

disproportionately high number of new HIV cases (12.5%) and 

all prevalent infections (8%) at the end of 2008.39 

There are no national-level data on antiretroviral therapy 

(ART) coverage among PWID in either Canada or the USA. 

Differing approaches, targets and implementation structures 

across states, provinces and jurisdictions impact the ability to 

monitor service provision. It can be inferred that a sizeable 

proportion of those who may need treatment could be 

unaware of their HIV status. As of 2008, 26% of the estimated 

65,000 Canadians living with HIV were unaware that they 

were infected.39 A majority of these individuals represent key 

populations at higher risk of HIV, including PWID. Although 

recent data indicate that 85.5% of PWID took an HIV test and 

received their results in the past 12 months,2 this proportion is 

substantially lower among sub-groups at higher risk, such as 

Aboriginal people and women who inject drugs.6, 37

Civil society reports in the USA cite the lack of access to 

antiretroviral drugs, especially in the southern region of the 

country where there is a growing waiting list40 for the AIDS 

Drug Assistance Program, as a major barrier to PWID starting 

ART.41 Additionally, some physicians are reported to initiate 

treatment only when the patient abstains from drug use.

Viral hepatitis

The USA and Canada have significant numbers of people co-

infected with HIV and hepatitis C (HCV).39 A recent systematic 

review reported rates of over 60% and 70% HCV prevalence 

among PWID in Canada and the USA, respectively (see 

Table 2.6.1). High lifetime prevalence of HCV (91%) was also 

detected among transgender people who inject drugs.6 Rates 

of hepatitis B (HBV) are unknown in Canada, and exceed 10% 

in the USA.1 

In 2011 the US Department of Health and Human Services 

released its Viral Hepatitis Action Plan.42 The Plan included 

strong language on strategies for PWUD, with a separate 

chapter dedicated to HCV prevention, treatment and research 

for PWID. In particular, the Plan commits to expanding access 

to syringes as a critical prevention strategy.

The extent of testing and treatment for viral hepatitis among 

PWID is not clear. In the USA, access to testing and treatment 

services for viral hepatitis is limited by several factors, including 

the prohibitive cost of treatment, geographic distance from 

centres that may offer the service, and the current lack of 

an effective test that can determine current infection status 

instead of history of exposure. In Canada, comprehensive HIV 

and viral hepatitis services are available in some jurisdictions 

but remain limited in most places where populations at 

higher risk may need them most, such as on Aboriginal 

reserves.23 A recent study estimated that approximately 
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137,000 PWID will experience HCV-related disease each year 

until 2026, and it will cost C$3.96 billion to provide them with 

treatment, highlighting the urgent need to develop targeted 

HCV prevention strategies and ensure adequate allocation of 

resources for future treatment needs in Canada.43

Tuberculosis
Integration of TB, viral hepatitis and HIV services vary from 

region to region across Canada and the USA. The lack of 

free TB testing and treatment targeted at PWUD and poor 

awareness of the relevance of TB for PWID hinder many of 

them from seeking these services. The US Centers for Disease 

Control and Prevention have recently launched a Program 

Collaboration and Service Integration (PCSI) mechanism to 

promote increased collaboration and integration of testing, 

treatment and surveillance for HIV, viral hepatitis, sexually 

transmitted infections (STIs) and TB in the USA.44 The impacts 

of this initiative are yet to be determined.

Overdose
Drug overdose death rates have increased steadily in the USA 

since 1990. Currently, overdose is the most frequent cause 

of death among PWID,45 and the number of these deaths 

has overtaken motor vehicle fatalities in the USA.46 In 2008, 

a total of 36,450 drug overdose deathsm were reported, 

with prescription opioid analgesics such as oxycodone, 

hydrocodone and methadone, as well as cocaine and 

heroin, most commonly involved.47 Research has detected 

fatal overdose rates two to three times higher among First 

Nations Canadians compared with the general population.48 

Although national estimates for lifetime non-fatal overdose 

are rare, high rates have been detected at the local level (for 

example, 41% in Baltimore49 and 42% in New York City).50 

Community-based programmes in the USA have increasingly 

offered opioid overdose prevention services to PWUD, 

their families and service providers, including the opioid 

antagonist naloxone hydrochloride. As of October 2010, 50 

community-based opioid overdose prevention programmes 

distributing naloxone were known in the USA.51 Since the first 

opioid overdose prevention programme began distributing 

naloxone in 1996, kits with naloxone have been distributed 

to 53,032 persons, and programmes received reports of 

10,171 overdose reversals. These 50 programmes operate in 

15 US states and the District of Columbia and include nearly 

200 sites where naloxone is distributed in the community to 

PWUD, their friends and family. New Mexico, New York and 

Massachusetts operate state-wide naloxone distribution 

programmes through their state Departments of Public 

Health. North Carolina has recently agreed to make naloxone 

available state-wide through its Medicaid health insurance 

programme to patients who are prescribed opioids for pain 

management or dependence treatment, and others at risk of 

an opioid overdose. The US Army also distributes naloxone 

m    Including unintentional, intentional (suicide or homicide) or undetermined intent.

to soldiers on active duty who are at risk of overdose from 

prescription opioids or heroin, as part of a pilot project on 

one of its largest bases.52

Since 2010, there has been growing activity in Canada 

around the implementation of overdose death prevention 

programmes through the delivery of naloxone. Several 

provinces are considering implementing initiatives for 

distributing naloxone in collaboration with local NGOs. One 

such example, the Harm Reduction Program at the BC Centre 

for Disease Control, is developing an initiative to increase 

access to naloxone across BC. Working alongside its many 

partners, the Harm Reduction Program hopes to increase 

the public’s awareness of and accessibility to naloxone, as 

well as have naloxone made available at community service 

organisations.53 Education and overdose prevention training 

are implemented through some NSPs and methadone 

clinics across the country, with varying availability across 

provinces. Streetworks in Edmonton has operated a naloxone 

distribution programme since 2005,54 and a new programme 

was initiated by Toronto Public Health in late 2011.55 In Canada, 

naloxone distribution through peers in the community is only 

implemented in Edmonton and Toronto. 

New evidence has emerged suggesting that among other 

health benefits, Canada’s SIF in Vancouver has had a positive 

impact on the number of overdose deaths in its vicinity. A 

2011 study observed a 35% reduction in overdose deaths 

in the city’s Downtown Eastside after the SIF opened in 

September 2003, while overdose deaths in the rest of the city 

declined only 9% over the same period (see chapter 3.6 for a 

Vancouver-based case study which includes Insite).56

The legal battle over InSite
In the autumn of 2011 the Canadian Supreme Court 

ordered the federal Minister of Health to continue 

the Section 56 exemption to the Controlled Drugs 

and Substances Act that permits InSite, Canada’s only 

supervised injection site (SIF), in Vancouver, BC, to 

continue to operate.8 Extensive research has proven that 

InSite reduces crime, overdose deaths and transmission 

of HIV and other blood-borne viruses, and has helped 

people access treatment when they were ready to do 

so.56-59 The Court found that the Minister of Health had 

violated Canada’s Charter of Rights and Freedoms in not 

allowing the project to remain open, and ordered the 

Minister to remedy the situation. Several Canadian cities 

are in the process of discussing the implementation of 

supervised injection sites including Victoria, Montreal, 

Ottawa, Toronto and Quebec City. 
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Harm reduction in prisons

Despite high levels of IDU,60, 61 high rates of HIV and high 

prevalence of viral hepatitis and TB among inmates, particularly 

among those who are released and re-incarcerated,62 harm 

reduction initiatives within these settings remain limited in 

North America. 

There are no NSPs operating in prisons in either Canada or 

the USA. MMT is available in federal correctional facilities and 

provincial prison systems in Canada,25 and minimal access 

to substitution treatment is offered in some jails in the USA. 

Other HIV and viral hepatitis prevention strategies, such as 

safe tattooing programmes, were abolished by Canada’s 

current Conservative government in one of the first actions 

after it attained office in 2007.

Policy developments for harm 
reduction

Significant developments have occurred at the national 

level in Canada and the USA since last reported in 2010. On 

16 December 2011, US Congress reinstated the ban on US 

federal funding for NSPs,9 just two years after it was repealed 

and signed into law by President Barack Obama. In the 

precarious global economic context, the US government’s 

policy shift on NSPs is a significant step backward in meeting 

international commitments to halve HIV transmission among 

PWID by 2015.10 Concerns around essential harm reduction 

programmes being discontinued or scaled back within the 

USA have also since increased. 

Several developments have taken place on the Canadian 

drug policy landscape. Following public consultations on 

its Marihuana Medical Access Program,n Canada’s federal 

government announced a series of proposed changes that 

would see an end to licences for individuals to produce 

medical marijuana for personal use or the use of others.63 

These changes would limit the cultivation and supply of 

medical marijuana to commercially licensed producers. The 

potential impacts of these changes on the quality, variety and 

accessibility of medical cannabis have yet to be determined. 

In March 2012 the Canadian federal government passed into 

law changes that implement mandatory minimum sentences 

for drug crimes as part of the Safe Streets and Communities 

Act, which will come into effect in November 2012.64 Drawn 

from the US approach to drug policy, these harsher penalties,o 

many focused on youth and Aboriginals, are among several 

‘anti-crime’ approaches which were recently introduced 

into Canadian law. The changes prioritise punishment as an 

objective of criminal law rather than access to treatment and 

health programmes. 

n    See, for instance, http://www.hc-sc.gc.ca/dhp-mps/consultation/marihuana/_2011/
program/consult-eng.php.
o    For example, these include mandatory minimum sentences of one year in a provincial 
jail for possession of five cannabis plants, and an increase in sentences for larger 
quantities of marijuana and other drugs. 

Amid more conservative developments at the federal level, 

the debate at the provincial and local levels in Canada appears 

to be broadening. For example, despite opposition to the 

decriminalisation of currently prohibited drugs by the federal 

government, in the autumn of 2011, the Health Officers 

Council of British Columbia released a revised version of its 

public health model for a regulated market for all currently 

prohibited substances.65 Another example is the Thunder 

Bay Drug Strategy, an official community plan to address 

substance use in Thunder Bay, Ontario. Ratified by the City 

Council in September 2011, the Thunder Bay Drug Strategy 

Implementation Panel explicitly supports harm reduction and 

includes in its three-year action plan the investigation of harm 

reduction services for youth.66

Civil society and advocacy 
developments for harm reduction 

CSOs working for harm reduction and drug policy advocacy in 

North America have been increasingly active during the past 

two years. For example, a joint working group, comprising 

government representatives and NGOs organised by the 

Substance Abuse and Mental Health Services Administration 

(SAMSHA), and an all-NGO Naloxone Overdose Prevention 

Education Working Group have increasingly mobilised around 

overdose prevention and community naloxone distribution in 

the USA. Notable civil society events since 2010 include the first 

conference of the Peer Delivered Syringe Exchange Network 

in New York in 2011, the annual Harm Reduction Coalition 

conference in Austin in November 2010 and the Drug Policy 

Alliance conference in November 2011. Although drug user 

organising remains uncommon in the USA, there is a growing 

awareness and legitimacy around the distinct expertise 

provided by PWUD, and the need to meaningfully involve 

this group in the planning and execution of programmes that 

affect them.

Organisations of PWUD operate in a number of cities and 

regions in Canada. They are active in Vancouver (VANDU), 

Victoria (SOLID) and Toronto (TODUU). Two groups – the BC/

Yukon Association of Drug War Survivors and AAWARE in 

Alberta – operate at the regional level. Most organisations of 

PWUD remain small and have minimal budgets. In the past 

two years, smaller groups have been initiated at the local 

level in some cities and provinces, including around InSite, 

Canada’s SIF.23 A national meeting of groups of PWUD around 

the country is being planned for later in 2012. 

In Vancouver, BC, a group of former patients in the North 

American Opiate Medication Initiative (NAOMI)p have joined 

efforts to advocate for better integrated services in the 

p    The findings of the NAOMI trials conducted in Vancouver indicated that medically 
prescribed diacetylmorphine, the active ingredient in heroin, was more effective than 
methadone therapy for individuals with chronic opioid dependence who were not 
benefiting from other conventional treatments. The results showed that patients treated 
with injectable diacetylmorphine were more likely to stay in treatment and to reduce 
their use of illegal drugs and other illegal activities than patients treated with oral 
methadone. 
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wake of clinical trials of heroin-assisted therapy. After the 

research trial was completed, participants were not offered 

medically prescribed heroin. For some of these individuals, 

discontinuation of treatment precipitated a downward slide 

in their health and other outcomes. The NAOMI Patients 

Association (NPA) has now released its own study of the 

experience of participating in this research trial.67 The NPA 

has also made recommendations for future ‘experimental 

drug maintenance programmes’ including the provision of 

an umbrella of support and services and the continuation of 

heroin-assisted treatment after the end of research trials. This 

group challenged future research programmes to consider 

the context of consent when a prohibited drug is offered as 

a treatment. The NPA has been supported by VANDU (see 

chapter 3.6 for a Vancouver-based case study which includes 

the NAOMI trial). 

Other significant CSOs working for harm reduction in 

Canada include the Canadian Harm Reduction Coalition, a 

virtual forum for information exchange for individuals and 

organisations working in the areas of harm reduction and 

drug policy,q and the HIV/AIDS Legal Network, a national 

organisation actively engaged in advocacy on legal and 

human rights issues surrounding HIV, including among PWID 

in communities and in prisons.

The Canadian Drug Policy Coalition
The Canadian Drug Policy Coalition (CDPC), a new 

independent civil society network of organisations and 

individuals advocating to improve Canada’s drug policies, 

was launched in 2011. It envisions a safe, healthy and 

just Canada in which drug policy and legislation as well 

as related institutional practice are based on evidence, 

human rights, social inclusion and public health. 

The CDPC is focused on five key policy areas: a 

comprehensive health, social and human rights approach 

to drug policy; scaling up harm reduction; challenging 

criminalisation as a barrier to belonging for people who 

use drugs; moving beyond prohibition; and promoting 

human rights both inside Canada and globally.

A 15-member steering committee extending across the 

country through partnerships and networks oversees the 

work of CDPC, which is based at the Centre for Applied 

Research in Mental Health and Addictions at Simon 

Fraser University in Vancouver, BC. 

q    For more information, see http://canadianharmreduction.com/.

Though not explicitly focused on harm reduction, a civil society 

group – Stop the Violence BC (STVBC) – has formed a coalition 

of law enforcement officials, legal experts, medical and public 

health officials and academic experts concerned about the 

links between cannabis prohibition in BC and the growth 

of organised crime and related violence in the province. This 

coalition has released several reports that examine the context 

of marijuana production in BC and explore options for its 

regulation. Its campaign has received intense media scrutiny 

as well as support from currently serving and former mayors, 

former provincial attorney generals and key supporters in the 

USA. 

Multilaterals and donors: 
developments for harm reduction

Harm reduction in Canada is largely funded by provinces and 

territories, as well as municipalities, and covers programming, 

community-based research and direct service delivery. Other 

sources of funding include MAC AIDS Fund and the Open 

Society Foundations. 

A number of foundations consistently support harm reduction 

implementation and advocacy in the USA, with the largest 

percentage of funding being directed to direct services. In 

the absence of federal funding, the Syringe Access Fund 

(SAF) is the largest private funding source for syringe access 

in the country and is comprised of AIDS United, Elton John 

AIDS Foundation, Levis-Strauss Foundation, Open Society 

Foundations, Tides Foundation, Irene Diamond Fund (closed 

in 2011) and the North American Syringe Exchange Network. 

In 2010, the total reported funding for NSPs in the USA totalled 

$21,674,495, over 60% of which was provided by state (43.1%), 

city (27.8%) and county (10.7%) governments.68

In addition to the contributions made by the SAF, as well as 

separate funding provided by individual SAF partners, MAC 

AIDS, amfAR, Ford Foundation, Broadway Cares/Equity Fights 

AIDS and the Comer Foundation have provided ongoing 

support to both harm reduction implementation and policy 

advocacy projects. In response to the reinstatement of the 

federal funding ban, community and corporate foundations 

that fund harm reduction services reported an increase in 

grant requests from public health departments looking to 

offset projected loss of federal funding.13
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