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TABLE 2.5.1:
Epidemiology of HIV and viral hepatitis, and harm reduction responses in North America
Country/
territory
with
reported
injecting
drug use

Canada
United States

People who
inject drugs

HIV
prevalence
among
people who
inject drugs
(%)

Hepatitis C
(anti-HCV)
prevalence
among
people who
inject drugs
(%)

Hepatitis
B (antiHBsAg)
prevalence
among
people
who inject
drugs (%)

130,000[1]

14.6[2]

70.6[3]

2,248,500[3]

8.7[3]

53.1[3]

Harm reduction response

NSP1

OAT2

Peer
distribution
of naloxone

DCRs3

nk[3]

4

(M,B,BN,H,O)



40[4]

4.8[3]

>418[5] 5

6(M,B,TN)



x

nk = not known

1
2
3
4
5

All operational needle and syringe programme (NSP) sites, including fixed sites, vending machines and mobile NSPs operating from a vehicle or through outreach workers.
Opioid agonist therapy (OAT), including methadone (M), buprenorphine (B) and any other form (O) such as morphine and codeine.
Drug consumption rooms, also known as supervised injecting sites.
No estimate is available for the total number of NSPs in Canada.
This is the number of NSPs registered with the North American Syringe Exchange Network and is therefore a minimum figure for the number of NSPs operating in the United States.
These services operate in 44 of the 50 states.
6 OAT is available in every state.

Regional Overview 2.5 North America
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Availability of
harm reduction
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2.5
Harm reduction in North America
GLOBAL POPULATION OF PEOPLE
WHO INJECT DRUGS

OVERDOSE, OVERDOSE RESPONSE AND
DRUG CONSUMPTION ROOMS (DCRS)

FROM 1999 TO 2018, THERE WERE

NORTH
AMERICA

769,935
DRUG OVERDOSE DEATHS
RECORDED IN THE UNITED STATES.

IN 2018, THERE WERE

16%

NORTH AMERICA IS HOME TO 16% OF THE GLOBAL
POPULATION OF PEOPLE WHO INJECT DRUGS.

67,367
OVERDOSE DEATHS,

70% OF WHICH INVOLVED AN OPIOID, MOST
COMMONLY ILLICITLY MANUFACTURED
FENTANYL OR ITS ANALOGUES.

DRUG CONSUMPTION ROOMS (DCRs)

40 OUT OF 130
DCRs IN THE
WORLD ARE IN
CANADA

People of colour,
and most acutely
Black people, are
discriminated
against at every
stage of the judicial
process in the United
States: policing,
pre-trial, sentencing,
parole and postincarceration.
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1.
Overview

North America is home to 16% of the global population
of people who inject drugs.[6] Canada is among the
most progressive countries in the world with regard
to the implementation of harm reduction, though
there remain significant issues in accessibility and
service provision. The United States lags considerably
behind Canada and other high-income countries in the
implementation of almost all harm reduction services.
Needle and syringe programmes (NSPs)7 and opioid
agonist therapy (OAT) programmes8 are in operation in
both Canada and the United States. Since 2018, more
jurisdictions have enabled access to NSPs. Methadone and
buprenorphine are the most widely used medications for
OAT across North America, and are the only medications
available in the United States. In Canada, recent changes
have led to the availability of heroin-assisted therapy (HAT)
in the form of diacetylmorphine and hydromorphone in at
least three provinces.
North America continues to experience a crisis of overdose
deaths. In 2018, almost 70,000 overdose deaths were
recorded in the United States alone.[7] In Canada, the
number of federally regulated drug consumption rooms
(DCRs) increased from 24 in 2018 to 40 in 2020. There
remain no officially licensed DCRs in the United States,
but there is at least one unsanctioned programme in an
undisclosed location.[8,9] While regulations on access to
naloxone have loosened in the United States since 2018,
naloxone is still designated a prescription-only medication,
creating barriers to access.
Despite the high prevalence of the use of stimulants in
North America, the harm reduction response to stimulants
remains limited compared with the response to opioids.
Harm reduction programmes in some cities in Canada and
the United States report the distribution of safer smoking
and inhalation equipment.
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In Canada, recent changes
have led to the availability
of heroin-assisted therapy
(HAT) in the form of
diacetylmorphine and
hydromorphone in at least
three provinces.

Drug checking is available in at least two provinces in
Canada, and since 2019 has been available as an overdose
prevention response often co-located with DCRs. In the
United States, federal and state restrictions on drug
checking are tighter and, as a result, access to drug checking
is more limited.
In correctional settings, Canada is considerably more
advanced in harm reduction implementation than the
United States, with OAT available in all federal prisons and
NSPs operational in 11 prisons. There is one operational
prison DCR in Canada. However, civil society actors
have expressed concern over its operation and the
misconception among correctional staff that this may
replace the need for an NSP. In the United States, no
prison-based NSPs or DCRs are operational, and access to
OAT in prisons is severely limited.

7 In the United States, these programmes are commonly called syringe service programmes (SSPs).
8 In the United States, these programmes are commonly called medications for opioid use disorder (MOUD).
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2.
Developments in harm
reduction implementation

2.1
NEEDLE AND SYRINGE PROGRAMMES (NSPs)

As reported in 2018, NSPs are operational in both Canada
and the United States. In both countries, individual states,
provinces and territories are responsible for the legal status
of NSPs. The overall trend in the region is for an increase in
the availability of services.
NSPs are available in all Canadian provinces and territories
except the Northwest Territories and Nunavut.[1] An
estimated 50 million syringes were distributed in 2016,
equivalent to 291 per person who injected drugs.[1] This is
below the 300 syringes per person that the World Health
Organization (WHO) recommends to achieve hepatitis C
elimination by 2030.[10]
A United States government study found that 32.1% of
people who inject drugs reported sharing syringes and
54.5% reported sharing any injecting equipment (including
cookers and cotton wool).[11] Only 52.8% of people reported
receiving syringes from NSPs, though this figure varied by city
(from 93.1% in San Francisco to 0.9% in Houston).[11] Since
2018, in the United States, at least three states have taken
steps to facilitate the establishment and operation of NSPs.
New state legislation was passed in Idaho, Illinois and Florida
to legalise or facilitate the establishment of NSPs.[12–15] At the
federal level, in 2019 the Office of the Assistant Secretary
of Health (OASH) launched an effort in collaboration with
regional health administrators, the Centers for Disease
Control and Prevention (CDC) and other federal, state and
local stakeholders to promote the implementation of NSPs.
[16]
As of 2020, there are six states in which no legal NSPs
operate: Alabama, Kansas, Mississippi, Nebraska, South
Dakota and Wyoming.9[5,12,17–19]
Civil society organisations in Canada and the United States
report that the primary barrier to accessing NSPs is the lack
of availability in certain jurisdictions, most acutely in rural
areas (refer to rural communities box).[20–22] A lack of funding,
a hostile political environment and municipal bylaws can all
obstruct the establishment of services in these areas.[20,22]
Even where NSP implementation is extensive, there is a
lack of tailored and targeted programmes for marginalised
subpopulations, such as women, young people and
Indigenous communities.[20,21]

9

Stigma remains a significant barrier to accessing NSPs in
Canada and the United States, as evidenced in pharmacies.
[20,21,23,24]
Only one state (Delaware) expressly prevents
the sale of syringes in pharmacies, but many states allow
for significant pharmacist discretion.[23] This frequently
manifests in stigma and denial of service to people who
inject drugs, as found in a 2019 study in Arizona.[23]
Law enforcement also has a negative impact on the
accessibility of NSPs in North America. For example, state
law in West Virginia permits the operation of NSPs but, in
some cases, city ordinances prohibit the possession of drug
paraphernalia including injecting equipment.[24] The result is
that people who inject drugs do not access NSPs for fear of
arrest.[24] In 2018, such contradictory local policies forced a
West Virginia NSP to close as they could no longer operate
in line with best practices.[25]

As of 2020, there are six
states in which no legal NSPs
operate: Alabama, Kansas,
Mississippi, Nebraska, South
Dakota and Wyoming.

In some of these states it may be possible to purchase syringes from pharmacies, but no programmes distribute injecting equipment for free to people who inject drugs.
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Rural communities

Almost 20% of people in Canada and the United
States live in rural areas, as defined by their respective
governments.[26] Rural communities have been affected
by the ongoing crisis of overdose deaths. For example, the
Appalachian region of the United States has experienced
a disproportionate number of overdose deaths in recent
years, and states in the region have the highest hepatitis
C prevalence among people who use drugs in the country
and have experienced a number of HIV outbreaks in
communities that use drugs.[27–30] Rural populations in
both the United States and Canada face unique challenges
in accessing harm reduction services.
Civil society organisations report that rural areas
are particularly underserved by harm reduction services,
with facilities concentrated around urban centres.[20,21,31]
In small communities, service providers find it difficult to
maintain confidentiality, which creates a significant barrier
to access due to anticipated stigma and discrimination.
[20]
Additionally, more than 60% of rural counties in
the United States have no physician licensed to prescribe
buprenorphine, and many people living in rural
areas must travel long distances to Opioid Treatment
Centres which are the only facilities that can prescribe
methadone.[32,33]
To address these deficiencies, some harm reduction
service providers have found innovative solutions. To
increase the availability of naloxone to rural populations,
providers in New Brunswick (Canada) have provided
online training for clients, while in Alaska (United States)
naloxone distribution sites have been asked to provide
numerous naloxone kits at each visit.[31] In Saskatchewan
(Canada), major efforts have been made to address
hepatitis C among Indigenous and rural communities
by implementing nurse-led treatment; for example
collaboration with Indigenous leadership both on and off
reserve to actively screen and treat Indigenous people
living with hepatitis C.[34] Telemedicine for viral hepatitis
treatment and OAT has been introduced in Alberta,
British Columbia, Ontario and Quebec.[34] In rural areas
of New York and California, an online mail order NSP
is operational.[22,35] Finally, vending machines are now
present in rural areas of British Columbia to enable
access to harm reduction services there, with applications
including providing sterile injecting equipment and
naloxone, and potentially OAT medication, without the
presence of a fixed-site harm reduction service.[36]

2.2
OPIOID AGONIST THERAPY (OAT)

OAT is available in both Canada and the United States. In
Canada, provincial governments are responsible for OAT.
In the United States, the federal government continues to
maintain primary control of regulations and some states
impose even greater restrictions. This results in more
limited access and a more restricted range of medications
available for OAT, currently limited to only methadone and
buprenorphine.10 [38] As reported in 2018, the expansion
of buprenorphine prescribing in the United States to
some nurses and physician assistants in 2016 was a crucial
step to improving access to effective OAT. It resulted in
an increase in the rate of buprenorphine prescribing
from 1.97 prescriptions per 100,000 of the population in
2009 to 4.43 in 2018.[39] However, according to data from
2018, less than 4% of physicians in the United States
are licensed to prescribe buprenorphine and in almost
half of US counties, there is no physician licensed to
prescribe it.[40] In addition, each prescriber is permitted to
prescribe to a maximum of 30, 100 or 275 buprenorphine
clients depending on their experience.[24,41] There is also
evidence of racial disparity in access, with Black clients
77% less likely to be prescribed buprenorphine than
white clients.[42]
In the United States, methadone is only accessible through
federally certified Opioid Treatment Programmes and only
in oral formulations.[43,44] Whilst these programmes exist
in 49 states and the District of Columbia, none operate in
Wyoming, meaning that methadone OAT (or any other full
opioid agonist) is unavailable in the state.[43] Further federal
and state restrictions limiting doses risk client safety by
increasing the risk of overdose when using illicit opioids,
and the predominant requirement for supervised doses
requires clients to attend a clinic daily or near-daily.[44]
Urine drug screening is common, and in some jurisdictions
positive tests or missed doses can result in the termination
of treatment or further reduction in dosage.[33] Further
state-level restrictions are in place on the establishment
of programmes: in Georgia, Indiana, Louisiana, Mississippi
and West Virginia there is a limit on the total number of
programmes (Ohio recently lifted an equivalent restriction),
and in Indiana OAT programmes must demonstrate they
have strong community support.[44,45] Some restrictions, such
as on take-home doses and urine testing, have been waived
during the COVID-19 pandemic (see COVID-19 chapter),
10 Naltrexone is also available for people who use opioids. However, community groups
such as the International Network of People who Use Drugs have raised significant
concerns over the use of naltrexone for OAT, arguing the opioid antagonist is
coercive and based on ideals of abstinence rather than harm reduction.[1]
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and civil society organisations and service providers hope
that these changes will be made permanent.[22]
In Canada, the primary medications used for OAT are
methadone and buprenorphine, with hydromorphone
and diacetylmorphine11 (also known as heroin-assisted
therapy or HAT) increasingly available in some settings.
[21]
From May 2018, family physicians no longer require
an exemption from the federal drug laws to prescribe
methadone, enabling expanded access.[46] OAT is in some
cases available in take-home form, and limitations on
access to take-home OAT have in large part been loosened
during the COVID-19 pandemic (see COVID-19 chapter).
[20,21]
In May 2019, the Canadian federal Department of
Health announced changes to increase the accessibility of
diacetylmorphine and hydromorphone.[20,21,46–48] However,
only a small number of physicians in a limited number
of locations are permitted to prescribe the medications.
[48]
Coverage is highest in Vancouver and in principal is
available across British Columbia. At least one service
operates in Ontario (in Ottawa) and at least two pilot sites
operate in Alberta.[48]
Civil society actors in Canada have called for the
removal of barriers to accessing hydromorphone and
diacetylmorphine in the form of ‘safe supply’ programmes.
[48]
These programmes, according to the Canadian
Association of People who Use Drugs, must provide access
to a legal and regulated supply of drugs and must respect
that people use drugs not just for maintenance, but also
for the psychoactive effects. Accordingly, doses should be
adjusted to client preference as this is likely to limit reliance
on the illicit market.[49] In addition to existing safe supply
programmes in British Columbia, some related initiatives
began in 2019 in Alberta and Ontario, and new guidelines
have been published in British Columbia.[20,21]
Overall, civil society actors deem the provision of OAT in
Canada to be insufficient, with a lack of tailored services for
women, Indigenous communities and young people.[20,21]
Indigenous Services Canada provides OAT to Indigenous
populations, but civil society actors report that these
programmes often specifically target abstinence rather
than harm reduction.[46]

2.3
AMPHETAMINE-TYPE STIMULANTS (ATS),
COCAINE AND ITS DERIVATIVES, AND NEW
PSYCHOACTIVE SUBSTANCES (NPS)

North America remains the world region with the highest
past year prevalence of stimulant use at 2.1% compared
to the global prevalence figure of 0.6%.[6] People who use
stimulants in North America frequently report that they
do not believe harm reduction services such as NSPs and
DCRs are relevant to their needs.[50] Examples of this include
limitations on the number of syringes that can be acquired
at a time (stimulant use is associated with more frequent
injection) and the exclusion of people who smoke or inhale
drugs rather than inject from DCRs (stimulants are more
likely to be smoked or inhaled than opioids).[50]
Civil society organisations in North America report the
adulteration of ATS, cocaine and new psychoactive
substances as a significant source of potential harm
associated with stimulant use.[21] For example, in British
Columbia, fentanyl was detected in three-quarters of
cocaine- and methamphetamine-related deaths - a pattern
which is repeated across the region and is also indicative of
high levels of polysubstance use.[50] The risk is particularly
high for opioid-naïve people who use stimulants.[50]
Fentanyl testing strips are a significant and low-threshold
innovation in the response to fentanyl adulteration. These
strips allow people to determine if a sample contains
fentanyl (though they cannot determine the quantity),
and are commonly available at harm reduction services in
Canada and the United States. In June 2019, the New York
City Health Department launched a campaign distributing
informational flyers and coasters to bars and nightclubs in
the city, as well as naloxone and first aid equipment. The
programme particularly targets people who use cocaine
occasionally and might not be aware of the presence of
fentanyl in the supply.[51]
Higher-threshold drug checking services can provide
detailed information on the content of substances, including
strength and adulterants. Such services have become more
widespread in Canada since 2018, and are available in
some areas of Alberta, British Columbia and Ontario, but
remain largely focused on opioid use because of local harm
reduction priorities.[20,21] This includes services based at
DCRs (in all DCRs in Vancouver, in three DCRs in Toronto
since October 2019), walk-in centres, festival drug checking,
and services available by mail.[52–57] Get Your Drugs Tested is

11 Diacetylmorphine is a chemical name for heroin, and hydromorphone is an opioid agonist significantly more potent than methadone.
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a service launched in 2019 with financial support from the
Vancouver Dispensary Society which makes drug checking
by mail available to people anywhere in Canada.[53]
Drug checking is considerably less widespread in the
United States than in Canada, largely due to greater
legal barriers to implementation and the categorisation
of testing equipment as drug paraphernalia.[58]
DrugsData.org provides services by mail,[59] while DanceSafe
has 16 chapters nationwide and sells home testing kits to
the public and provides onsite drug analysis where possible
at electronic music events.[60] Recent changes include a law
in 2018 in Maryland exempting drug checking kits and
fentanyl testing strips from drug paraphernalia laws.[61]
Though drug checking has high acceptability among people
who use stimulants,[62] it continues to face considerable
regulatory barriers in most US states, and services in
Canada require formal exemption from federal and state
drug laws in order to operate legally.[21,61]
Additionally, in practice, drug checking is unavailable to the
most vulnerable people who use stimulants.[50,62] Studies
have found the most marginalised people (including people
experiencing homelessness and people from racial and
ethnic minorities) are less likely to use available services,
and may be unable to obtain drugs from alternative sources
even if they know they are adulterated.[50,62]
No substances are widely approved in North America for
use as medical supply for people who use stimulants.
Though there is emerging evidence of the effectiveness
of a variety of substances (including methylphenidate,
dexamphetamine, extended release amphetamine,
modafinil, bupropion and mazindol), the use of any of
these for people who use stimulants is mostly considered
‘off-label’.[50,63,64] In the context of the COVID-19 pandemic,
the British Columbia Centre on Substance Use released
interim clinical guidance recommending the prescription
of dexamphetamine and methylphenidate to people who
use stimulants.[65]
The distribution of inhalation equipment for safer use of
stimulants can be effective in reducing health harms, notably
reducing the risk of viral hepatitis transmission.[66] In the
United States, 46% of people who use methamphetamine
reported smoking it,[67] indicating that any harm reduction
approach to the substance must address the needs of
people who smoke as well as those who inject. Several

12 Also known as safe consumption sites or supervised injection facilities.
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projects exist in North America to provide safer smoking
equipment to people who smoke stimulants and opioids.
One such project, launched in 2020, is a collaboration
between harm reduction services and the police department
in New Haven, Connecticut.[68] Other programmes delivering
harm reduction supplies to people who use drugs include
those operating in nightclubs and other party settings. TRIP!
and Pieces to Pathway are two such services in Toronto,
distributing syringes, pipes, condoms, straws and chewing
gum, and providing chill-out spaces for people who use
drugs at parties.[21,69]
In the United States, many states have exempted
syringes from their state paraphernalia laws. However,
that is not the case for safer smoking and inhalation
equipment, which in many states remains technically illegal
to distribute.[22]

2.4
OVERDOSE, OVERDOSE RESPONSE AND
DRUG CONSUMPTION ROOMS (DCRs)

From 1999 to 2018, there were 769,935 drug overdose
deaths recorded in the United States.[7] In 2018, there
were 67,367 overdose deaths, 70% of which involved an
opioid, most commonly illicitly manufactured fentanyl or its
analogues.[7] This is the second highest annual number of
overdose deaths on record.[7] The highest rates of overdose
death in 2018 were in Virginia (51.5 per 100,000 population)
and Delaware (43.8).[7] In recent years, stimulant-involved
overdoses have dramatically increased with the rate
of cocaine-involved overdoses tripling between 2012
and 2018, and methamphetamine-involved overdoses
increasing five-fold over the same period.[7] Additionally,
28% of people who inject drugs in the United States report
having experienced a non-fatal overdose.[11]
In Canada, there were 15,393 opioid overdose deaths from
January 2016 to December 2019, 77% of which involved
fentanyl or analogues.[70] In 2019, the highest rates of
overdose death were in British Columbia (20.7 per 100,000
population) and Alberta (14.7 per 100,000).[70]
DCRs12 are a key harm reduction intervention to prevent
overdose deaths, as well as reduce transmission of HIV and
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viral hepatitis.[71] Canada now has more DCRs than any other
country in the world, with an increase from 24 facilities in
2018 to 40 facilities in 2020.[4,20,21] The facilities operate in
five provinces: Alberta (7), British Columbia (9), Ontario
(20, Quebec (4) and Saskatchewan (1). There are ongoing
applications or preparations for ten further sites at the
time of writing, including in the provinces of Manitoba.[4] In
addition, at least 20 overdose prevention sites have been
opened and operated since 2017, many by people who
use drugs and their allies.[72] These services are primarily
volunteer-run and funded.[20]
Although DCRs are widespread in Canada, the number
and accessibility of the facilities remain insufficient to
meet need, particularly outside major cities (see rural
communities box).[20,21] Organisations proposing DCRs
must apply for an exemption to federal drug laws on a
case-by-case basis.[20,73] Civil society organisations report
that the application process is overly burdensome and
contains irrelevant criteria, preventing harm reduction
actors from responding to public health emergencies
quickly and effectively.[20,74] Restrictions also obstruct the
ability of DCRs to provide services catering to the specific
needs of marginalised groups such as women, people with
disabilities, Indigenous people and young people.[20,21,74]
The only site until 2020 to provide a safe smoking space,
in Lethbridge, Alberta, had its government funding revoked
in July 2020 and is now expected to close.[4,20,75,76] A site in
Saskatoon, Saskatchewan, opened in late 2020 with a safe
smoking space.[76]
The election of conservative provincial governments in
Ontario and Alberta led to reviews of DCR implementation.
[20,21,77]
In Alberta, the review has been strongly criticised for
being politicised and biased by civil society organisations,
researchers and health workers.[78] In Ontario, this has
led to the introduction of a new model of DCR known as
Consumption and Treatment Services. As part of this
reformulation, the government seeks to place higher
emphasis on referrals to addiction treatment, reduce
funding, and cap the number of sites in Ontario at 21
(currently there are 20).[20,21,77] A demonstration of one
potential impact of this change came in early 2020 when
a DCR in Ottawa reduced its operating hours due to a
shortfall in funding after the Ontario provincial government
withdrew its support.[79]
Despite a clear need, no licensed DCRs operate in the
United States.13 Civil society and local political actors have

13 Though at least one underground DCR operates in an undisclosed location.[2]

In recent years, stimulantinvolved overdoses have
dramatically increased in
the United States, with the
rate of cocaine-involved
overdoses tripling between
2012 and 2018, and
methamphetamine-involved
overdoses increasing fivefold over the same period.
Additionally, 28% of people
who inject drugs in the
United States report having
experienced a non-fatal
overdose.
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pushed for the introduction of facilities in cities across the
country. In California, Colorado, Maine, Massachusetts, New
York, New Jersey, Rhode Island and Vermont among others,
DCRs have secured some degree of support from state
legislators but were blocked during the legislative process.
[81–86
] In Philadelphia, Pennsylvania, where overdose deaths
have risen by 200% since 2009, a federal judge ruled that
plans to open the Safehouse DCR do not violate federal law
after a legal challenge from the Trump administration.[87–89]
However, in February 2020, progress was paused pending
consultation with the local community.[87] In January 2020,
the Mayor of Seattle, Washington, announced that the city
would open the first DCR in the United States. The plan
is likely to face similar legal obstacles to the project in
Philadelphia.[90,91]
Naloxone14 is increasingly available in Canada, no longer
requiring a prescription and available to purchase or for
free at pharmacies in take-home doses in injectable or
nasal spray forms.[20,21,93] Models of distribution vary by
province and territory, but in every jurisdiction naloxone
and naloxone training are available for free to people
likely to witness an overdose.[94–106] While naloxone is in
theory highly available, civil society organisations have
expressed concerns that programmes do not do enough
to actively seek out marginalised subpopulations, and
that stigma towards people who use drugs acts as a barrier
to access.[21]
In the United States, naloxone remains officially designated
as a prescription-only medication by the federal Food and
Drug Administration (FDA), despite the organisation’s own
insistence that efforts should be made to widen access and
the fact that naloxone meets the FDA’s criteria for an overthe-counter medication.[44,107] The US Surgeon General,
Jerome Adams, released a statement in 2018 explicitly
encouraging anyone likely to witness or experience an
overdose to carry naloxone and know how to use it.[108]
As of 2020, all 50 states and the District of Columbia have
passed laws to allow pharmacists to dispense or prescribe
naloxone directly, although out-of-pocket costs remain a
barrier in some states.[107,109–111]
Only 29 states have laws permitting secondary distribution
of naloxone.[109]
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In Canada, the federal Good Samaritan Drug Overdose
Act was passed in 2017. It ensures that people calling
emergency services and those present at the scene of an
overdose cannot be charged for possession of controlled
substances.[20,21,112] The US state of Maine passed a Good
Samaritan law in late 2019[113] meaning that, at the time
of writing, 47 US states have enacted such laws (all states
except Kansas, Texas and Wyoming).[114] However, only 25
of these states include provisions in their law to protect
people from arrest for possession of controlled substances
when attended by emergency services, and only 18 provide
immunity from arrest for possession of paraphernalia.[109]
Even in these cases, some states (such as Washington) do
not protect people from arrests related to outstanding
warrants, probation or parole violations, or crimes other
than drug possession (including drug manufacture
and delivery).[22]
Drug checking (see p.134) has emerged in response to the
presence of fentanyl15 in the opioid supply in the region.
Fentanyl testing strips, which can identify the presence of
fentanyl in a sample though not the concentration, are used
in DCRs in Canada.[4,115] In the United States, the absence of
DCRs as a key means of contact between health services
and people who use drugs means that fentanyl testing
has been less systematically implemented.[116] However,
projects operate in Oregon and Rhode Island,[116,117] and
were legalised and implemented in Maryland in 2018.
[61,118]
In parts of the United States, heroin has been almost
entirely supplanted by fentanyl, meaning that testing
services provide little value.[33] One such city is Baltimore,
where harm reduction messaging is instead focused on
encouraging people who use fentanyl to ‘go slow’, using
small doses initially to prevent overdose.[119]
Moving from injection to smoking opioids is associated with
a lower risk of overdose.[120–122] To this end, the People’s
Harm Reduction Alliance in Seattle specifically designed a
pipe for smoking heroin (as pipes for smoking meth and
crack cocaine can block when used with heroin). From
the end of June to November 2019, the programme had
distributed over 40,000 pipes. Alongside the primary aim
of reducing overdose incidence, the project also reduces
the risk of infection from injection and sharing pipes, and
enables greater inclusion of people who smoke opioids in
harm reduction programmes.[123]

14 Naloxone is a medication that can reverse the effects of opioid overdose. The World Health Organization recommends that states take every step to ensure that anyone likely to
witness an overdose has access to naloxone.[3]
15 Fentanyl is an opioid up to 100 times more potent than morphine.

138

Global State of Harm Reduction 2020

2.5
ANTIRETROVIRAL THERAPY (ART)

According to the latest available data, 2018 was the fourth
consecutive year of increasing new HIV infections in
Canada, with an 8.2% increase from 2017 to 2018.[124] New
HIV infections in the general population remained stable in
the United States from 2013 to 2017.[125]
Of all new HIV diagnoses in 2018, 7% in the United States
and 18% in Canada were among people who reported
injecting drugs.[124,125] Among women in Canada, 28.4% of
cases were in those who inject drugs.[124] A study in 23 cities
in the United States in 2019 found that 6.4% of people who
inject drugs were living with HIV, compared with the general
population HIV prevalence of 0.04%.[11,126] The same study
found that only 54.8% of those people who inject drugs had
been tested for HIV in the last year, and only 69.6% of those
living with HIV were receiving antiretroviral therapy.[11] Several
HIV outbreaks (for example in Indiana, Massachusetts,
Washington and West Virginia) have occurred in the United
States since 2018, in part due to the lack of adequate harm
reduction services.[22,80,127]
People living with HIV in Canada have access to publicly
funded ART, with each province or territory managing
services for its residents. In six provinces and territories,16
antiretroviral therapy is universally available for free to
people living with HIV. In the other seven jurisdictions,
the client is liable for some out-of-pocket costs (however,
these costs are commonly waived for those with low
income).[128] In addition, there are federal programmes
covering all costs for certain populations (such as
Indigenous people, military veterans, people in prison
and refugees).[128]
Key barriers to HIV testing and treatment for people who
use drugs in North America include stigma based on HIV
status and drug use, a lack of access to anonymous HIV
testing, and the criminalisation of HIV non-disclosure.
[20,129]
A qualitative study in New York City in 2019 found
that people who use opioids are more likely to access HIV
care where it is integrated into services for people who use
opioids, such as OAT.[129]
In both Canada and the United States, people who inject
drugs are among eligible populations for pre-exposure
prophylaxis (PrEP) prescriptions, however low awareness

had led to limited uptake.[130–132] The integration of PrEP
prescription17 into existing harm reduction services, most
importantly NSPs, represents a significant opportunity to
reduce the transmission of HIV among people who use
drugs.[133]

2.6
HARM REDUCTION IN PRISONS

The United States has both the highest prison population
and highest rate of incarceration in the world.[134] In 2018,
approximately 1.5 million people were imprisoned in the
country (including 1% of the entire male population), a rate
of 655 per 100,000 of the population.[134,135] The United
States imprisons its people at six times the rate of Canada
(where 107 of every 100,000 people are in prison).[134] At
least 17 states have prison systems that operate above
their capacity, meaning that facilities are overcrowded.
[135]
Among other health concerns, this has made jails and
prisons in the United States particularly dangerous during
the COVID-19 pandemic (see COVID-19 section, p 33).[22]
Drug use is criminalised in both the United States and
Canada.[20,21] In state prisons in the United States, 14.4%
of people in prison are detained for drug offences, while
in federal prisons the figure is 47.1%.[135] The proportion is
higher among women (25.4% in state prisons and 57.9% in
federal prisons).[135]
Despite the large population of people who use drugs
in prisons, there is still no NSP operating in any prison
in the United States. Canada introduced prison NSPs in
2018, and at the time of writing there are 11 such services
operating in federal prisons.[20] While this is a positive
development, coverage remains low: federal prisons
account for only 40% of prison capacity in Canada, and
no NSPs operate in provincial or territorial prisons.[136–138]
Only 25% of federal prisons are covered by the
programmes in operation.[136–138]
Where NSPs do operate in Canadian prisons, civil society
organisations and Canada’s Correctional Investigator have
raised concerns about significant barriers that make the
services largely unavailable in practice.[20,21,139] Security staff

16 Alberta, British Columbia, New Brunswick, Northwest Territories, Nunavut and Prince Edward Island.
17 PrEP is a medication that can provide short-term protection from HIV infection.
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act as gatekeepers to access and can veto requests to
participate in NSPs.[20] Prison staff continue to carry out daily
inspections of cells during which they can apply disciplinary
measures if a person is found in possession of drugs, or if
equipment acquired from the NSP is found to be damaged,
altered or missing.[139] In addition, confidentiality is limited,
syringes are only provided on a one-for-one exchange
basis, little information is given to people in prison about
the availability of the NSP, and there are long waiting lists
and high rates of rejection from the programme.[20,21,139] As
a result, many people in prison are not even aware of the
existence of the programmes, and participation is limited
to only a handful of people in each prison.[20,21,139] As a result
of these deficiencies, in 2020, a former prisoner and four
HIV organisations continued to pursue a constitutional
challenge against the federal government over its failure to
provide easy, confidential and effective access to NSPs in
prisons.[140]
The Union of Canadian Correctional Officers officially
opposes prison NSPs and has advocated replacing the
services with onsite DCRs.[140,141] The world’s first prison
DCR opened in Drumheller, Alberta, in June 2019.[20] The
site was accessed more than 300 times by 23 people in its
first four months of operation.[141] While the introduction of
DCRs in prison is commendable, it must not be considered
a replacement for an effective NSP. Not providing NSPs
violates people in prisons’ right to the same standard of
health care as in the community.[140]
In Canada, OAT is officially available in all 43 federal prisons,
but there are ongoing barriers to access. It is available in
some but not all provincial and territorial prisons. Barriers
include long waiting lists and a lack of prescribers, and
there is evidence that treatment has been denied or
terminated based on unfounded fears of diversion.[20] In
Canadian federal prisons, OAT can be both continued from
the community and initiated in prison. In provincial prisons
where OAT is available, some deny people in prison the right
to initiate OAT by failing to establish links with prescribing
physicians.[20] In these cases, OAT can only be provided
where it is a continuation from the community.[20]
As reported in 2018, OAT is available in only a small number
of United States correctional facilities. In July 2019, the
National Sheriffs’ Association said that OAT is available in
270 (9%) of 3,100 state prisons and jails.[142] Since 2018,
state governments in California, Delaware, Maine, Virginia,
Washington and Wisconsin have committed to expanding
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access to OAT in prisons.[142] Since 2018, the Bureau of
Prisons has pressured state prison authorities to enable
access to OAT, while simultaneously denying access to those
resident in the federal prisons under its own jurisdiction.
[143]
In 2019, a female prisoner in Massachusetts became
the first known person to receive OAT in a federal prison
after successfully suing the Bureau of Prisons, citing Eighth
Amendment rights to freedom from cruel and unusual
punishment.[142] Implementing prison OAT can also have
a significant impact on the wider prevalence of overdose
deaths. One study in Rhode Island, United States, found
that implementing OAT in jails and prisons and providing
linkage to community care on release reduced the overall
number of overdoses in the state by 12%.[144]
There is a significantly increased risk of death from drug
overdose in the period immediately following release from
prison.[145–147] As such, it is essential that people in and
recently released from prison have access to naloxone.
In Canada, overdose prevention training is limited in most
prisons, and naloxone is available to some people on
release from prison.[20] In all prisons, naloxone is unavailable
to prisoners themselves, but health staff - and in some
prisons security staff - have access.[20] An evaluation of an
overdose education and naloxone distribution project in
San Francisco found that very few of those trained had
been trained previously outside prison, and that one
third of those released with naloxone reported using it to
reverse an overdose.[148] Similar programmes have been
implemented in California, Illinois, Maryland, Michigan and
New York among other states.[149]
Incarceration of people who inject drugs is associated with
an increased risk of viral hepatitis, tuberculosis and HIV,
and accordingly it is essential that people in prison have
access to testing and treatment services.[150,151] In Canada,
health services in federal and most provincial prisons
are provided not by the federal or provincial department
of health but by the federal or provincial public safety
authorities, endangering the equivalence of care between
prison and the community.[20] This is especially true with
regard to drug use and harm reduction, with prison health
services more likely to prioritise security over health.[20] As
a result, HIV, viral hepatitis and tuberculosis testing and
treatment is widely available in prisons, but stigma and a
lack of confidentiality impede access.[20]
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Race, incarceration and drug
policy in the United States
The murder of George Floyd by a police officer in Minneapolis
in May 2020 catalysed a global wave of protests and brought
a renewed energy to questions about the structures of racial
oppression and discrimination. The United States has a
long history of using the language and policies of the ‘war
on drugs’ to perpetuate the systemic racial discrimination
of the Jim Crow era of enforced racial segregation and,
ultimately, the legacy of slavery.[152] A powerful example of
this entrenched rhetoric lies in the county coroner’s report
into the death of George Floyd, which suggested potential
drug use as a contributing factor, and minimised the role of
police brutality in his death.[153]
People of colour, and most acutely Black people, are
discriminated against at every stage of the judicial
process: policing, pre-trial, sentencing, parole and postincarceration.[154] 18
Black people are over three times more likely to experience
arrest for drug offences by the age of 29 than white people.
[155]
Black drivers are more likely to be stopped without cause
by police, and once stopped are three times more likely to be
searched and twice as likely to be arrested compared with
white drivers.[154,156,157] Research finds that these disparities
cannot be accounted for by rates of drug use or drug
offences, but are due to racial prejudice and discrimination
by police officers and racial biases that are inherent in certain
policing practices. [155,157,159]
At sentencing, racial disparities in mandatory minimum
sentencing19 for drug offences mean that people of colour
are not only incarcerated more often, but also for longer
sentences. Almost half of all mandatory minimum sentences
for drug offences are given to Hispanic people, and almost
one third are given to Black people. Possession thresholds
in particular, result in significant racial disparities. For
example, crack cocaine continues to be subject to much
lower thresholds, than powder cocaine, with possession
of just 28 grams sufficient to trigger a five-year minimum
sentence (compared with 500 grams for powder cocaine).
In 2016, 85% of people subject to mandatory minimum
sentences related to crack cocaine were Black.[160]
As a result of racial disparities in policing and sentencing,
Black men are incarcerated at five times the rate of white
men.[135] More than one third of all federal prisoners are
Black, meaning their representation is almost three times
that in the general population (13% of Americans identify as
Black).[135] In the state of Georgia, 3% of all Black men are in
prison.[161] Almost half of Black people and 60% of Hispanic
people in prison are incarcerated for drug offences.[135]

18 An example includes ‘broken windows policing’, a focus on low level public order offences that disproportionately targets Black and other minority communities.[4]
19 Mandatory minimum sentencing requires that offenders serve a predefined term for
certain crimes, including some drug offences.

3.
Policy developments
in harm reduction

Civil society organisations report that housing policy
is a key failure in the effort to ensure that people
who use drugs can experience good health and
access social services.[20,21] This is due to both a lack
of affordable housing, and the effect of drug-related
offences on a criminal record as a barrier to accessing
social housing and other services.[20,21] Additionally, civil
society actors report low rates of social assistance for
people with disabilities, and the prevalence of stigma
and discrimination against people who use drugs when
accessing social services.[20,21]
At the international level, the Canadian government
has been supportive of harm reduction in international
forums, including statements in favour of harm
reduction at all sessions of the UN Commission on
Narcotic Drugs since 2018.[20,21]

Civil society organisations
report that housing policy is
a key failure in the effort to
ensure that people who use
drugs can experience good
health and access social
services.
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4.
Funding developments
for harm reduction

In Canada, harm reduction services are funded primarily
by provincial governments.[21] In addition, the federal Harm
Reduction Fund is providing a total of CAD 30 million (USD
23 million) from 2017-2022 to projects that help to reduce
HIV and viral hepatitis among people who inject or inhale
drugs.[20] The fund primarily finances peer outreach and
capacity building programmes, and explicitly commits to
the meaningful inclusion of people who use drugs, stigma
reduction, gender-based analysis and mental health
promotion.[162,163] Non-state funders in Canada include the
Open Society Foundations, MAC AIDS Fund and the Levi
Strauss Foundation, as well as other local foundations.[20,21]
The reliance on provincial governments for funding for
harm reduction makes it sensitive to political changes at the
provincial level. For example, the election of a conservative
government in Ontario in 2018 led to a reduction in funding
for harm reduction.[21] Overall, civil society organisations
in Canada report that domestic funding is still well below
the level needed to respond to the health issues faced by
people who use drugs, and that prison harm reduction
services are particularly underfunded. The lack of funding is
also a barrier to the emergence of new networks in the harm
reduction sector.[20]
Almost one third of the entire drug-related expenditure of
the United States government for 2021 will be spent on
domestic law enforcement (US$10 billion), without even
accounting for the cost of incarceration.[164] A significant
funding barrier in the United States is the ban on federal
funding for NSPs, which means that such programmes
are reliant on local, state or private sources of funding.[33]
However, recent attention on the opioid overdose crisis has
led to some federal funding for overdose response, notably
naloxone, and can in some cases be used to fund support
staff in needle and syringe programmes (though still cannot
be used for the purchase of sterile paraphernalia).[22]

The reliance on provincial
governments for funding
for harm reduction makes it
sensitive to political changes
at the provincial level. For
example, the election of a
conservative government
in Ontario in 2018 led to
a reduction in funding for
harm reduction. Overall,
civil society organisations in
Canada report that domestic
funding is still well below the
level needed to respond to
the health issues faced by
people who use drugs, and
that prison harm reduction
services are particularly
underfunded. The lack of
funding is also a barrier to the
emergence of new networks in
the harm reduction sector.
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