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EXECUTIVE SUMMARY  

1. Background 
Over the past decade, Nova Scotia has experienced a rise in opioid drug misuse and overdoses.  In 
response to this public health issue, the Deputy Ministers of Health and Wellness and Justice have 
actioned the formation of a Leadership Committee on Opioid Misuse and Overdose along with seven 
working groups, including a Harm Reduction Working Group (HRWG).1   

Harm reduction is defined as any policy or program designed to reduce drug-related harm without 
requiring cessation of drug use.  Interventions may be targeted at the individual, family, community 
and society.  The mandate of the HRWG is to develop and implement an action plan that will make 
recommendations for the following two harm reduction services: 1) needle disposal and distribution 
(NDD) services, and 2) safer consumption sites (SCSs).    

Reporting to the Harm Reduction Working Group, the Atlantic Interdisciplinary Research Network on 
Social and Behavioural Issues in Hepatitis C and HIV/AIDS (AIRN) was commissioned in 2017 to prepare 
a report with recommendations for preferred provincial models for needle distribution and disposal 
(NDD) services and safer consumption sites (SCSs). This work was overseen by a Steering Committee of 
key stakeholders with expertise in harm reduction.  

2. Data Sources 
The recommendations were formulated based on information gathered from two key sources:  1) 
review of academic and grey literature regarding NDD and SCS best practices, standards and service 
delivery models from other jurisdictions (in Canada and internationally); and 2)  consultation with 47 
existing harm reduction service providers and provincial-level stakeholders (e.g., health, justice, 
policing, pharmacy), and with seven people who use harm reduction services, to assess needs, gaps, 
challenges, opportunities and feasibility.  

3. Drivers of Nova Scotia’s Opioid Crisis 
It is estimated that 12,000 people in Nova Scotia are dependent on opioids and that fewer than 2000 
are on methadone. The province’s medical examiner reported more than 300 fatalities related to opioid 
toxicity in Nova Scotia between 2011 and 2015.2 In 2016, there were 54 overdose deaths attributed to 
opioids, and the province is continuing at roughly the same rate so far in 2017.   Many of those deaths 
were through the misuse of prescription drugs, sometimes combined with alcohol, but four were 
caused by the arrival of fentanyl in the province’s street drug trade, and three others involved another 
less known powerful synthetic opioid identified as U-47700.  

While deaths from overdose are the most easily attributable endpoint of opioid use disorder, the other 
impacts – such as crime, incarceration, HIV and hepatitis C (HCV) transmission – are not accounted for.  

                                                                    
1 The other 6 working groups are: Surveillance; Health Promotion; Access to Naloxone; Opioid Addiction Treatment; 

Enhanced Opioid Prescribing and Pain Management: Prescription Monitoring; and Justice/law Enforcement. 

2 These deaths involved a number of opioids, including oxycodone, hydromorphone, methadone, morphine, codeine and 
fentanyl. 
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Respondents – service providers, policy makers and people who use drugs (PWUD) – unanimously 
agreed that Nova Scotia is in the midst of an “opioid crisis.” Respondents’ characterization of that crisis 
and its root causes varied considerably, but several themes consistently emerged:  

 Social determinants of health: poverty, material deprivation, family violence, exposure to trauma, 
and stigma around addiction issues and mental health – among other factors –  are all related to a 
path of opioid addiction.  

 Opioid prescribing practices: over-prescribing of opioids for an increasing number of diagnoses, 
and inappropriately terminating prescriptions for people who are dependent on opioids.   

 Inadequate and ineffective pain management: over-reliance on pharmacological options for pain 
management, physicians lacking the capacity for holistic pain management strategies, inadequate 
supports within the healthcare system, and lack of affordability of non-pharmacological forms of 
pain management.  

 Addiction treatment bottleneck:  more people are seeking addiction treatment than there are 
spots to treat them, with unacceptable wait times for detox, addiction services and methadone 
maintenance therapy (MMT).  

4. Needle Distribution and Disposal (NDD)  
NDD programs are the cornerstone of harm reduction and the most common strategy to reduce the 
harms for people who inject drugs. Fundamentally, they operate to reduce the risk of HIV, HCV and 
other infections that result from the use of non-sterile syringes, injecting equipment and inhalation 
equipment. They also are a vital point of engagement with PWUD populations offering harm reduction 
resources including: safer sex supplies, peer education and referrals to health programs like Opioid 
Agonist Therapy, detox programs and SCS facilities where they exist. NDD are also involved in 
removing used syringes from public areas, thereby protecting PWUD and the general public from 
syringe injuries and infections.  

In Nova Scotia, NDD services are delivered primarily through three community-based organizations 
(CBOs): Mainline Needle Exchange based in Halifax, the Ally Centre of Cape Breton based in Sydney, 
and Northern Healthy Connections Society (NHCS) in Truro. Mainline, the Ally Centre, and NHCS all 
have fixed sites which are open 35–40 hours per week. Mainline provides NDD services through a 
mobile van outreach program, covering central locations in the Halifax Regional Municipality and 
mainland Nova Scotia. The Ally Centre in Cape Breton provides outreach mainly through a network of 
60-100 natural helpers who volunteer their time and have connections in their own communities. NHCS 
partners with two local pharmacies which provide injection supply kits outside NHCS’s operating hours 
(evenings and weekends).  

All three CBOs have developed strong relationships of trust with PWUD, and are highly esteemed by 
health system partners, community partners (e.g., law enforcement) and other CBOs. Respondents 
discussed the ways in which current NDD services are working well in the province. Positive aspects 
identified include: the effectiveness of the CBOs’ outreach models; involving peer workers who have 
lived experience with addiction which is perceived well by PWUD; using a holistic approach regarding 
housing, ancillary support, health system navigation, and assistance getting to appointments; and 
service providers and CBOs are seen as a source of resources and strength to PWUD clients, and as a 
trusted source of nonjudgmental support in the community.  
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Six main challenges in providing NDD services were identified by participants:  

 Lack of institutional support from the health system;  

 Inadequate access to services, particularly in smaller communities; 

 Improperly discarded needles and lack of willingness of other health service providers to accept 
used needles from PWUD; 

 Lack of information, data and surveillance to inform NDD programs; 

 Lack of understanding about the harm reduction philosophy of care by communities and the health 
care system; and 

 While important, NDD does not address the upstream causes of the opioid crisis nor the 
downstream blockages to addiction treatment and access to MMT. 

According to the consultation respondents, there are three core principles  for NDD services to best 
meet the needs of PWUD in Nova Scotia: 1) providing equitable access to NDD for diverse PWUD across 
Nova Scotia, based on what is most appropriate for different types of settings; 2) ensuring that PWUD 
are meaningfully engaged in identifying barriers and solutions to NDD access; and 3) recognizing how 
stigma blocks PWUD from accessing NDD services, and working to eliminate the stigma that surrounds 
issues of drug use and addiction. The most appropriate delivery models will depend on each setting. 
Leadership is required by the Nova Scotia health system to commit to fully funding harm reduction 
programs delivered by CBOs, with sustainable and sufficient resources. It was also recommended that 
NSHA/DHW establish and support a unified data collection system to provide province-wide evidence 
of NDD outcomes.  

5. Safer Consumption Sites (SCSs) 
SCSs provide hygienic environments in which PWUD can consume illegal drugs under the supervision of 
a health care professional (or a trained allied service provider or peer), without the risk of arrest for drug 
possession. In Canada, Insite was first established in response to an HIV epidemic and record number of 
overdose deaths in British Columbia, particularly in Vancouver’s Downtown Eastside. SCSs have been 
extensively evaluated, and have been found to not only reduce mortality and morbidity, but also to 
reduce public disorder. SCSs have been shown to be cost effective, and to create safer environments for 
PWUD and the broader public. They can also effectively promote and link PWUD to a broad continuum 
of other essential health and social services, such as primary health care, supportive services like 
income and housing assistance, connections with peers, and connections to detox and treatment 
services.  

While there are currently no SCS facilities available in Nova Scotia, all respondents were familiar with 
Insite, Vancouver’s fixed stand-alone SCS. The vast majority of respondents (all but two) were highly 
supportive of introducing SCSs to Nova Scotia and see them playing an essential role in helping PWUD 
who are at highest risk of overdose. PWUD also referred to Insite’s model and strongly supported the 
idea of a place where people can use drugs in a safe environment, where they feel comfortable, are not 
judged, and someone is there if they overdose. Their reasons for using a SCS varied. Beyond the added 
safety in case of overdose, and the decreased potential for violence and fights, PWUD also noted the 
value in the human connection provided by a SCS to caring professionals and peers.  

Most respondents felt that SCSs can play a role in the community by filling gaps in care and saving lives. 
SCSs could help to provide primary health care services to keep PWUD healthy, save lives by treating 
overdoses and linking PWUD to opioid substitution therapy, decrease health complications 
experienced by PWUD by preventing and treating abscesses, testing for HIV and HCV, and preventing 
major infections such as endocarditis.  
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To be successful, respondents envisioned the following as key features of potential SCSs in Nova 
Scotia:  

 a safe, clean and sterile environment without a sterile approach 

 strong peer presence and people with lived experience who can build relationships with clients 

 links to primary health care services, housing and employment supports and food security 

 strong community support and buy-in 

 strong mechanism to link people to care 

 a facility that is accessible, well-located, and discrete 

 staffed by health and social service professionals and peers who are trustworthy, reliable, 
accepting, compassionate and respectful, who do not stigmatize 

 strong measures to ensure privacy and confidentiality 

 all the equipment necessary to consume (snort, smoke, inhale, ingest, inject) safely 

 naloxone on hand 

 hours of operation based on times of greatest need, or ideally open 24/7 

 located close to ambulance access 

 personnel provide navigation to treatment but do not coerce people into treatment 

 on-site drug checking for contaminants and adulterants (e.g., Fentanyl) 

 prescription of opioid replacements 

Several respondents noted the valuable opportunity presented by SCSs to engage PWUD in care, 
conduct health status testing, give people a sense of community, provide space for people who are at 
risk of overdose or need education on how to inject, and give immediate primary health care.  

6. Recommendations 

Key Principles 

Before presenting recommendations for improved NDD services and introduction of SCSs in Nova 
Scotia, we outline some key principles which have guided these recommendations. One can interpret 
the following as core essential elements, factors for success or prerequisites:    

1. People living with drug addiction – including both those in active drug use and those in recovery –
are the experts and the foundation for our response. Policies, programs and services need to be 
driven and led by community members with first-person experience. The capacity-building needs of 
PWUD so that they can actively participate, and acknowledgment of their contribution with 
financial remuneration must be considered.  

2. Nova Scotia needs a coordinated, integrated and multi-faceted approach to harm reduction 
services that spans the full range of effective services to keep PWUD healthy. This requires working 
through and with existing health system infrastructures while retaining and supporting the trusted 
position of community-based organizations. Harm reduction, mental health and addiction services 
must be coordinated within a systems perspective, based on a strong policy framework, rather than 
relying on piecemeal efforts based on the good will and charitable orientation of community 
members and organizations.  

3. Nova Scotians are entitled to equitable access to harm reduction services, wherever in the province 
they may reside. This implies addressing the issue on a province-wide basis, rather than putting the 
responsibility on smaller jurisdictions.  



TOWARD A PROVINCIAL MODEL FOR NDD & SCS 

ix 

4. The most appropriate array of harm reduction services, and how they are structured and delivered, 
will vary by location and by context (e.g., rural versus urban). This means that there must be 
flexibility within a model of harm reduction services that provides equitable access for all Nova 
Scotians. However, the delivery of harm reduction services must remain in the control of 
community based organizations. Organizations such as Mainline and the Ally Centre, for instance, 
have decades of expertise as service providers and it is essential that they maintain their autonomy 
in order to meet the needs of their clients.  

5. To be successful, we need meaningful, supportive and mutually respectful partnerships between 
community-based organizations, the Nova Scotia Department of Health and Wellness, the Nova 
Scotia Health Authority, and the IWK. Vocal endorsement and public education around harm 
reduction approaches must come from public health leaders as well as leaders in the fields of justice 
and law enforcement. 

6. Rigorous ongoing research, evaluation and surveillance processes are essential for continuous 
learning, quality assurance, accountability and program improvement. With adequate resources 
and supports, NDD and SCS programs can integrate data collection and analysis functions 
seamlessly with service delivery, ensuring a constant feedback loop of assessment, 
implementation, and improvement.  

General Recommendations 

Based on the document review, consultation findings and expert opinion, the following are 
recommendations for improvement of Nova Scotia’s NDD services, and introduction of SCSs. For the 
sake of clarity, the recommendations outlined in section 6.3 and 6.4 below discuss NDD and SCS 
separately. It is important to note, however, that these services should not be considered in isolation. 
They are complementary to one another, as well as to a much broader array of harm reduction and 
primary health care and ancillary services, including rapid access to addiction treatment.  

1. The NDD service models expertly tried, tested and delivered by the three CBOs (Mainline, Ally Centre, 
NHCS) are the trusted and credible foundation upon which NDD services must be expanded and 
enhanced, and upon which SCS programs can be built.  

2. An expert panel of PWUD and harm reduction experts in each location should be established and 
financially supported in order for people with lived experience to have meaningful input in planning, 
monitoring and improving NDD and SCS programs.  

3. Establish an implementation team that will be informed by the expert panel, and will be responsible for 
developing a concrete multi-year action plan for completion of the recommendations. The 
implementation team will clearly delineate budgets/funding levels, stakeholder roles and inputs, and 
establish a cooperative governance model that incorporates a broad range of perspectives: PWUD, 
CBOs and harm reduction experts, public health, mental health and addictions, primary health care, 
and the Department of Health and Wellness.  

4. While our mandate was to address preferred provincial models of NDD and SCS, we were cognizant 
that a community-based study co-led by Dr. Lois Jackson and Diane Bailey was also planned in 
Halifax and Sydney to understand the perceptions of PWUD and key local stakeholders concerning 
the implementation of additional harm reduction services, including NDD and SCS. Once 
completed, this research will be complementary to this report, and it should be taken into 
consideration for additional insight into the delivery of NDD and SCS in these two areas. 
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Recommendations for Improving Nova Scotia’s Needle Distribution and 
Disposal Services  

1. As the cost-effective cornerstone of Nova Scotia’s NDD service, the existing CBOs (Mainline, Ally 
Centre, NHCS) delivering NDD services require sustainable operational funding at a level required 
to maintain and build on their successes toward an enhanced provincial NDD service.  

2. A province-wide “fan-out” model for NDD should be established. Building on the expertise and 
excellent work of these CBOs, NDD services could be greatly br0adened through satellite locations, 
better support of Natural Helpers to conduct NDD outreach, and enhanced mobile outreach. With 
core/operational sustainable funding and adequate access to the necessary NDD supplies, the CBOs 
could work with stakeholders and key partners to broaden the delivery of core services through 
their fixed sites and existing mobile outreach programs. Satellite sites would integrate and 
supplement specific services within existing organizations/locations, and peers (aka Natural 
Helpers) would supplement beyond the satellite sites. As deemed appropriate by local PWUD 
community members, NDD satellite locations should be established through a variety of partners 
(e.g., community-based organizations, pharmacies, health centres).  

3. Novel approaches to NDD should be advanced, but barriers to implementation must be reconciled. 
Effective use of pharmacies requires that pharmacists meet the standards of services as set out in 
the College’s own Harm Reduction Policy whereby PWUD are treated in a nonjudgmental manner 
with respect and compassion. Natural Helpers are an essential corps of experts who have been and 
can continue to be effectively mobilized to reach PWUD across the province, including individuals 
who are unwilling or unable to directly access the CBOs for NDD services. These Natural Helpers 
must be provided with fair financial compensation, in the form of honoraria, for their essential 
public health service.  

4. For too many years, it has been an unacceptable and inefficient practice to require the CBOs to 
seek unpredictable and insufficient grants on an annual basis in order to each separately purchase 
harm reduction supplies. As the CBOs are providing an essential public health service, with proven 
high quality of service to PWUD across the province, they should be provided with harm reduction 
supplies so that they can focus their efforts on service provision. The NSHA should support options 
to reduce pricing related to purchasing of harm reduction supplies, and explore measures such as 
bulk-purchasing and “warehousing” supplies for the CBOs to access free-of-charge as needed.  

5. The provision of NDD services should be constantly monitored against established best practices. In 
particular, the expansion of supplies to include the distribution of the full range of injection, 
smoking, and other harm reduction equipment should be a priority. 

6. Disposal services should be provided free of charge through all public health centres and hospitals. 
These bodies of the public health care system should be mandated to accept discarded injection 
equipment regardless of how that equipment was used or by whom. 

 

Recommendations for Establishing Safer Consumption Sites in Nova Scotia 

We recommend a phased approach for implementing SCS that includes the following steps. It should 
be noted that these steps are not necessarily mutually exclusive or sequential:  

1. An information gathering stage is recommended to review existing data – including available 
findings from the community-based harm reduction study currently underway in Halifax and 
Sydney – and determine any essential gaps in moving forward.  

http://www.nspharmacists.ca/?page=policiesguide#policiesAccordion7452460975Collapser12
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a. CBOs and PWUD are the experts in determining what will work best for them and will be 
accepted by PWUD.  

b. Program planners have to establish a thorough understanding of the precise needs of PWUD 
including documentation on the magnitude of the problem in various regions, and the 
populations most affected using good surveillance systems. This information will provide 
important baseline data for monitoring and evaluation of the SCS outcomes, and will prioritize 
the locations where the need is greatest. 

c. There is considerable frustration and impatience with “yet another” consultation. There is 
widespread support for moving quickly to put into action what we already know, and to get 
ahead of the crisis, rather than waiting for it to get worse before we act. 

2. An engagement phase during which service providers connect with appropriate community-based 
partner organizations, as well as establish/develop relationships with municipal governments, town 
councils, NSHA, and MH&A partners is recommended. This phase will focus on securing the local as 
well as provincial-level commitment from key stakeholders who will be implicated in establishing, 
promoting, supporting and operating the SCSs.  

3. A public messaging phase to build community understanding, support and buy-in for SCSs in Nova 
Scotia will be important. A comprehensive education and communications approach will aim to 
change the narrative around drug use in our communities, convey messages about the 
effectiveness of harm reduction initiatives, and share stories of people who are affected by drug use 
and how their lives are impacted. This phase will require strong direction, coordination, 
commitment and responsibility from both the grassroots community level as well as from the 
provincial level. While SCS services need to be organized and coordinated from the ground up, clear 
and vocal supportive messaging must come from provincial leaders. 

4. A planning phase will be required to formalize partnerships, establish infrastructures, develop 
detailed program plans, develop budgets and surveillance / evaluation frameworks. 

5. An application should be made to Health Canada in fiscal year 2018-19 to establish two or three 
SCSs in diverse contexts/settings around Nova Scotia where there is greatest need with 
underserved populations of people who use drugs. Given the dynamic situation of drug use in the 
province, this number may change as the provincial context evolves. These SCSs will be staffed by 
current experts in harm reduction services and in working with PWUD. In order to achieve equity of 
services across NS, these three models are recommended. 

a. One integrated SCS in Halifax at the Mi'kmaw Native Friendship, to be staffed with additional 
resources by Direction 180 nurses, Mainline staff and peers.   

b. One mobile SCS that will circulate on a regular set route in the Cape Breton Regional 
Municipality, serving areas such as Sydney, New Waterford, Glace Bay, Sydney Mines, North 
Sydney. Additional resources will be provided to the Ally Centre for staff and peers. 

c. One embedded SCS located inside a health centre or local hospital in Amherst, Truro, or 
Shelburne. Although located inside these health facilities, they will be staffed by CBO workers 
and peers.   

6. Once approved by Health Canada, establish three SCSs, building in rigorous research and 
evaluation systems to understand who uses the SCS services, health and social outcomes of clients, 
and broader community outcomes.  

Acknowledging that different models of SCS will be appropriate for different PWUD, we will learn 
from the initial SCSs implemented through rigorous monitoring and evaluation, and scale up as 
appropriate and needed.   
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Acronyms 

BCCSU = BC Centre on Substance Use  

CBO = Community Based Organization 

DHW = Department of Health and Wellness 

MH&A = Mental Health and Addictions Services 

MMT = Methadone Maintenance Therapy 

MOSH = Mobile Outreach Street Health  

NDD = Needle Distribution and Disposal 

NEP = Needle Exchange Program 

NHCS = Northern Healthy Connections 
SocietyNSP = Needle and Syringe Program 

NSHA = Nova Scotia Health Authority 

OAT = Opioid Agonist Therapy 

OPS = Overdose Prevention Site 

PHC = Primary Health Care 

PWUD = People Who Use Drugs 

SCS = Safer Consumption Site 

SDOH = Social Determinants of Health 
 
 
 

1. Background 

Over the past decade, Nova Scotia has experienced a rise in opioid drug misuse and overdoses.  In 
response to this public health issue, the Deputy Ministers of Health and Wellness and Justice have 
actioned the formation of a Leadership Committee on Opioid Misuse and Overdose along with seven 
working groups, including a Harm Reduction Working Group (HRWG).3   

Harm reduction is defined as “any policy or program designed to reduce drug-related harm without 
requiring cessation of drug use.  Interventions may be targeted at the individual, family, community 
and society” (Centre for Addiction and Mental Health, 2002).  The mandate of the HRWG is to develop 
and implement an action plan that will make recommendations for the following two harm reduction 
services: 1) needle disposal and distribution services, and 2) safer consumption sites.    

Reporting to the Harm Reduction Working Group, the Atlantic Interdisciplinary Research Network on 
Social and Behavioural Issues in Hepatitis C and HIV/AIDS (AIRN) was commissioned to prepare a report 
with recommendations for preferred provincial models for needle distribution and disposal (NDD) 
services and safer consumption sites (SCS).  This report is intended to be used to inform the 2018/19 
business case development for these two services.   

This work was overseen by a Steering Committee of key stakeholders (listed in Appendix A, along with 
the Steering Committee’s Terms of Reference). The recommendations were generated in collaboration 
with this group. The Steering Committee provided oversight and guidance throughout the project.  

 

 
 

 

                                                                    
3 The other 6 working groups are: Surveillance; Health Promotion; Access to Naloxone; Opioid Addiction Treatment; Enhanced 
Opioid Prescribing and Pain Management: Prescription Monitoring; and Justice/law Enforcement 

1. 
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2. Data Sources 

This report summarizes information collected through two main sources over the course of 
approximately five months (May – September, 2017). 

2.1 Literature Review 

We began with a review of the academic and grey literature regarding NDD and SCS best practices, 
standards and service delivery models from other jurisdictions in Canada and internationally. In total, 50 
documents were reviewed and their key messages integrated in this document.   

Searching Canadian and international grey literature for innovative models for Safer Consumption Sites 
(SCS) and Needle Distribution and Disposal (NDD) required a flexible approach, moving back and forth 
between key academic sources and reports, their reference lists, media coverage, and a trial of search 
terms to unearth any existing grey literature on the topic.  

The search terms “Safer Consumption Sites” and “Needle Distribution and Disposal” yielded few 
returns in multiple search engines and though the terms are broad and inclusive, they are not widely 
used in Canada or abroad. In Europe, the terms Supervised or Safer Injecting Facilities (SIFs) or 
Supervised Injecting Rooms (SIRs), Supervised Injecting Sites (SIS) and Drug Consumption Rooms 
(DCR) are in current use (Kinnard et al., 2014) and in Canada, Supervised Injection Facilities (SIF) or 
Supervised Injection Services (SIS) are preferred (Kerr et al., 2017;).4 

Searches for terms related to SCS and NDD with the names of nations known to be progressive around 
harm reduction, like Australia, eventually led to community-based harm reduction organization 
websites with resources that connected with the European Monitoring Centre for Drugs and Drug 
Addiction and the databases collated on the Global Platform for Drug Consumption Rooms website. 
The grey and academic literature gathered on the Global Platform website is divided into 26 countries. 
The databases accessed included academic articles, information and reports from harm reduction 
community based organizations (CBOs), as well as government reports.  

In light of the changing landscape of laws and regulations around SCS worldwide, the search 
parameters were limited to literature from the last five years in most cases. The status of SCSs in 
Canada was especially fluid during the course of this project, and it was necessary to regularly glean 
information from media reports and to search Health Canada’s website for updates on the status of 
applications. Between May and August of this year, 14 SCS had received exemptions from Health 
Canada across British Columbia (BC), Ontario and Quebec, and nine of these had opened. An additional 
seven applications from British Columbia, Alberta and Ontario had been made and were under review.   

Given the relatively few SCSs operating in Canada at the project’s onset, a substantial amount of time 
was spent learning about models from elsewhere, particularly Western Europe and Australia. As the 
number of sites in Canada receiving exemptions began to grow, our attention shifted from the 
international experience to an increased focus on the more demographically and politically relevant 
Canadian examples.  

                                                                    
4 Very recently (August, 2017), new Canadian operational guidelines were published using the term Supervised Consumption 
Services (BC Centre on  Substance Use, 2017).  

2. 

https://www.canada.ca/en/health-canada/services/substance-abuse/supervised-consumption-sites/status-application.html#open
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2.2 Stakeholder Consultations 

Consultations were held with 47 existing harm reduction service providers and provincial-level 
stakeholders (e.g., health, justice, policing, pharmacy) and with seven people who use harm reduction 
services in order to assess needs, gaps, challenges, opportunities and feasibility. Two community health 
nurses working in First Nations (Potlotek and Eskasoni) were consulted. In total, the consultations 
included 54 individual stakeholders. We conducted eight focus groups and 17 individual interviews from 
July 5th to August 4th, 2017, using an interview guide as a template. One interview was conducted with a 
community-based service provider from Newfoundland specifically to gain insight into their extensive 
network of satellite sites for NDD and naloxone services. A full listing of the consultation participants 
and the interview guides are included in Appendix B.  

Questions for service providers and policy makers covered key issues such as: how their work is related 
to illicit drug use/opioid use; how they would characterize drug use issues and responses to drug use 
harms in Nova Scotia; what is working well in NDD services and what could be improved; key players 
who should be involved in planning and delivering NDD services; understanding of SCSs; perception of 
their role in Nova Scotia communities; possible benefits and negative effects of SCSs; how SCSs should 
be designed and delivered to best meet the needs of PWUD and to be most acceptable to the broader 
community; and other programs or services that should be connected to an SCS.  

Questions for PWUD covered key issues such as: their connection to the local CBO providing harm 
reduction programming; how drug use affects their day to day lives; what health concerns they have 
and supports they need around their drug use; what is working well and not well with respect to NDD 
services; advice on how to improve NDD services; their experience with overdose; their familiarity with 
SCSs and if they think their community could use a SCS; if they would personally use a SCS; how a SCS  
should be designed, where it should be located, and who should work in the SCS; and what other 
services should be connected to a SCS.  

2.3 Limitations  

While the research team strived to gather as diverse and comprehensive input as possible, it should be 
noted that due to a tight timeframe of data collection over the summer months, some key informants 
were not available for participation in the interviews. The data collection also was limited to a small 
number of PWUD as we did not want to over-burden community members, given the anticipated study 
being conducted by Dr. Lois Jackson and Diane Bailey in Halifax and Sydney. We prioritized 
consultation with PWUD, service providers and policy makers outside of Halifax and Sydney, with the 
aim to gather a representative provincial perspective. 

This report is not intended to provide a full study of drug use in Nova Scotia, and thus does not provide 
detailed reporting of the number and demographics of PWUD, patterns of drug use, geographic 
locations, risk factors, etc. Rather, key informants were asked in general terms to characterize the 
patterns of drug use in their regions.  

2.4 How this Report is Organized 

This report provides an overview of the findings from the document review and consultation interviews 
and focus groups. It is organized in four main sections: Drivers of Nova Scotia’s Opioid Crisis; Needle 
Distribution and Disposal (NDD); Safer Consumption Sites (SCS); and Recommendations.  

The findings from the document review are summarized primarily under subsections 4.1 – 4.5 of 
“Needle Distribution and Disposal (NDD)” and subsections 5.1 – 5.8 of “Safer Consumption Sites 
(SCSs)”.  These subsections include, but are not limited to, an overview of the respective services, the 
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various models of delivery, the services in the current Canadian context, best practices/guidelines, and 
the relative advantages and disadvantages of the service delivery models.  

The information included in Section 3 — “Drivers of Nova Scotia’s Opioid Crisis” — as well as 
subsections 4.6 – 4.8 and 5.9 is gleaned from the consultation interviews and focus groups. These 
include a synthesis of participants’ responses to questions pertaining to the current state of NDD 
services in Nova Scotia, NDD successes and challenges, suggestions for enhancing NDD services, as 
well as to questions around SCS feasibility and acceptability for Nova Scotia.  The recommendations 
included in Section 6 have been generated from the finding across all data sources.     

It should be noted that the terms “respondents,” “participants” and “key informants” are used 
interchangeably in this document to describe the various stakeholders – i.e., service providers, decision 
makers and PWUD – consulted over the course of this project.    
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3. Drivers of Nova Scotia’s Opioid Crisis 

3.1 Overview 

It is estimated that 12,000 people in Nova Scotia are dependent on opioids, and that fewer than 2000 
are on methadone. The extent of the problem is highlighted in data from the province’s medical 
examiner, indicating that there were more than 300 fatalities related to opioid toxicity in Nova Scotia 
between 2011 and 2015. 5 These deaths involved a number of opioids, including oxycodone, 
hydromorphone, methadone, morphine, codeine and fentanyl (Province of Nova Scotia, 2017).  

In 2016, there were 54 overdose deaths attributed to opioids, and the province is continuing at roughly 
the same rate so far in 2017. Many of those deaths were through the misuse of prescription drugs, 
sometimes combined with alcohol, but four were caused by the arrival of fentanyl in the province’s 
street drug trade, and three others involved another less known powerful synthetic opioid identified as 
U-47700 (Department of Health and Wellness, 2017).  As of the end of June, there were 24 confirmed 
and five probable opioid toxicity deaths in 2017 (Province of Nova Scotia, 2017).  While deaths from 
overdose are the most easily attributable endpoint of opioid use disorder, the other impacts – such as 
crime, incarceration, HIV, and HCV transmission – are not accounted for.  

Current surveillance systems are inadequate to provide a real time picture of the increase in numbers of 
Nova Scotians who are addicted or using opioids, and information about specific subpopulations is 
lacking. Key informants indicated that First Nation communities are affected with the same patterns of 
drug use and similar subcultures as the rest of the province, though the rates per population are higher.  

While opioid addiction alone was seen in Nova Scotia in the past, dual addiction with cocaine has become 
much more common in recent years. As prescription medications change, so do the risks associated with 
their use, and often results in unintended consequences for the drug using population. Making one drug 
more difficult for PWUD to obtain through prescription results in people with addictions seeking drugs 
through illegal markets or seeking out new drugs, often more potent and resulting in an increased risk of 
overdose. In 2012, for example, OxyContin was taken off the market and replaced with OxyNEO, a 
tamper-resistant form of the drug with tighter restrictions on prescribing. The void left by the 
discontinuation of OxyContin resulted in an increased use of the stronger opioid, fentanyl (AIRN, 2016). 

Respondents – service providers, policy makers and PWUD – unanimously agreed that Nova Scotia is in 
the midst of an “opioid crisis.” One respondent noted that we do not have to see huge numbers of 
overdose deaths to consider ourselves in a crisis. Uncontrolled and unknown sources of drugs results in 
a crisis. Many PWUD do not have enough education about safer injection, and service providers have 
noted an upswing in severe endocarditis from poor injection techniques. For many PWUD, poor health 
outcomes (both fatal and non-fatal) in combination with poor social conditions mean that they are 
constantly living in a state of crisis. Respondents’ characterization of that crisis and its root causes 
varied considerably, but several themes consistently emerged. Below is a summary of how the causes 
and the impacts of Nova Scotia’s opioid addiction issues were described. 

                                                                    
5 The number of confirmed/probable opioid-related deaths are now posted on the government website at 
https://novascotia.ca/opioid/. 

3. 

https://novascotia.ca/opioid/
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3.2 Social Determinants of Health 

Consultation participants described an extremely complex intersection of social, economic and cultural 
factors that drive opioid addiction in Nova Scotia. Poverty, material deprivation, family violence, 
exposure to trauma, and stigma – among other factors – are all related to a path of opioid addiction. 
PWUD are often deeply entrenched in cycles of poverty and addiction, with lack of basic needs, such as 
housing and nutrition, being met. Even when people look for supports, they cannot find opportunities 
to move out of situations due to lack of affordable housing and poverty. For First Nations people, the 
barriers are often even more pronounced, with social and cultural isolation, poverty, lack of education 
opportunities, residential school survivorship, and an enormous legacy of distress and mistrust of 
Canadian government institutions stemming from colonization.  

Many people with addictions have severe mental illness and 
require intensive cognitive-behavioural therapy, counseling 
and social support. Many PWUD suffer baseline anxiety, 
depression, undertreated ADHD, and self-medicate with 
alcohol. As expressed by one of Halifax’s street outreach 
service providers, a sense of shame is pervasive among PWUD 
and they lack options around opioid treatment.   

 CBOs describe their client population as increasingly 
presenting with primary health care needs (e.g., abscesses, 
endocarditis), severe mental health issues, and behaviour that 
is more chaotic and violent. Frontline workers note that many 
PWUD are experiencing increased desperation, and are driven 
more and more to violence, fighting for drugs and for 
resources. CBOs providing NDD services are also finding that 
they need to respond to an increasing number of calls 
regarding discarded needles in public areas, with ever 
expanding “hot spots” where people are injecting. 

As explained by key informants, addiction creates a “ripple 
effect” of impact on communities and families. A depressed 
economy and loss of industries creates a sense of hopelessness 
among people who are unable to find employment, especially 
in rural areas and particularly for young people who have no 
promising prospects. In rural Nova Scotia, people can make a 
substantial income in high season while fishing (e.g., $100,000 
in six months), and then have nothing to do in the off-season. 
As a province, Nova Scotia has high rates of unemployment, 
and youth who cannot find work are prone to entering a cycle of illicit drug use, poverty and 
homelessness. In Cape Breton, one in three children live below the poverty line.  

Service providers noted that the demographic composition of PWUD is becoming younger, particularly 
around the 18-early 20s age group. Some young people, described as “lost souls drifting” form a 
community of opioid users to feel better. Several respondents also noted the cultural norms in Nova 
Scotia around high use and acceptance of alcohol which predisposes people to a variety of traumatic 
experiences. There is high community acceptance around drinking, adding another factor that sets up 
Nova Scotians for addiction issues. Many youth grow up seeing drug and alcohol use as a normal coping 
mechanism.  

Participants suggested that an assets-based approach can be helpful in considering the advantages that 
Nova Scotia has in relation to other provinces. Nova Scotia is not experiencing the housing crisis with 

 “People are living in constant 
shame and isolation….some 

people will even deny that they 
are picking up supplies for 

themselves. Clients use that word 
a lot… “shame”.  Addiction is a 
chronic disease full of recovery 
and exacerbations. Every time 

there is an exacerbation, people 
feel judged and shame... This 

shame, in turn, leads to people 
injecting, sharing needles, not 
asking for help, not going for 

treatment, not going to detox.” 
__________________________ 

 “There are very few doors and 
choices available to PWUD and 
there is a lot of variance across 

the province as to what is 
available… People need choice 

around opioid treatment. Poverty 
is a driver, as is not being able to 
access support and care… Being 

disconnected from meaningful life 
experiences, and not having 

meaning in life drives this crisis.” 
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the same intensity as seen in Toronto and Vancouver, which is a big contributor to hopelessness and 
demoralizing living conditions. As a province, we should be proactively ensuring that we do not have a 
growing gap in housing affordability, and ensure good housing for all.  Nova Scotians are supportive of 
food banks, and as a region we are charity-minded, seeking to help meet the needs of people around 
us. However, it was noted that for sustainable change to be achieved there must be a shift away from a 
charity model to a commitment to social justice and equitable access to a living income, food security, 
education and employment.   

3.3 Opioid Prescribing Practices 

Many of the service providers and policy makers attributed the province’s opioid “crisis” in large part to 
the prescribing practices around opioids, as well as the long waiting lists for opioid agonist therapies, 
such as methadone or buprenorphine. Over the last 10 years or so, opioids have been prescribed for an 
increasing number of diagnoses (e.g., bipolar disorder). With excessive opioid prescriptions, the public 
has easier access to the drugs, and people are younger when they begin experimenting with them. A 
common pathway for opioids ending up on the street is a patient presenting at a clinic or hospital who 
is given an excessive prescription for opioids. He or she then loses, sells, or has those pills stolen, and 
returns for refills. This results in an influx of opioids on the street, much of it obtained through illegal 
means. Along with lack of effective drug education in schools, easier access to drugs creates conditions 
ripe for addiction among young people and adults alike. 

The backlash and public outcry regarding over-prescribing results in people being cut off the opioids 
upon which they have become dependent. When PWUD are flagged by their care providers as being 
“addicts” and are cut off their prescriptions, they commonly resort to seeking street-based sources of 
opioids to avoid the pain of withdrawal. 

One respondent brought up the need to limit to seven-day opioid dispensing because prescribing 
practices “are the root cause of the opioid crisis”. They expressed concern about how quickly family 
physicians were weaning people who need opiates for pain off drugs (e.g., one month), setting them up 
for seeking drugs on the street. They linked this issue to guidelines by the College of Physicians and 
Surgeons of Nova Scotia that are “scaring the doctors”. 

3.4 Inadequate and Ineffective Pain Management 

Many of the respondents, including PWUD, identified inadequate pain management as the root cause 
of opioid addiction in Nova Scotia. A very common pathway to opioid addiction in adults is accidental, 
and the result of ineffective pain management. According to key informants, pharmacological options 
(particularly opioids) should not be the first line of treatment for pain management. However, 
physicians are neither adequately trained nor have time for holistic pain management strategies, and 
do not have adequate supports within the healthcare system.  

It was also noted that patients often look for a “quick fix” and may not have the tolerance or patience 
for non-pharmacological treatment of pain. Other barriers are financial in nature. Many non-
pharmacological forms of pain management – such as physiotherapy, acupuncture, chiropractic 
treatment and cognitive-behavioural therapy – are either not publically funded or have extensive 
waiting lists, precluding their use. One PWUD noted that he was enrolled in pain management classes 
offered by the health authority at the local hospital, but was unable to afford transportation to attend.   

Participants commented that it has become a generational norm for youth to see their parents and 
relatives using drugs when they hurt their back, for example. As a health care system, we do not 
recognize the difference between chronic pain and acute pain, and the fact that much of the pain is 
emotional and psychological. Most people with opioid use disorders need help with anxiety, 
depression, and the underlying social and emotional factors behind their pain.  
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3.5 Addiction Treatment Bottleneck 

According to key informants, more people are seeking 
addiction treatment than there are spots to treat them. 
For several respondents, this is the definition of Nova 
Scotia’s opioid crisis. Inadequate access to addiction 
treatment was seen by many as a key bottleneck in Nova 
Scotia’s response to opioid addiction. In many areas of 
the province, individuals who are ready to tackle their 
addiction cannot get into detox without a two-four week 
wait, and Addiction Services has at least 30-50 people on 
the waitlist. Community service providers noted that it 
seems like a waste of time even trying to get through on 
the Mental Health and Addictions’ intake line.  

The Nova Scotia Health Authority (NSHA) provides methadone maintenance therapy (MMT) at 
eight sites across the province through Mental Health and Addictions (MH&A) services. Hours at 
these clinics vary and the use of illicit drugs is strictly prohibited as part of the treatment program. 
There is only one community-based low-threshold methadone program in Nova Scotia, provided 
by Direction 180 in Halifax. In contrast to the provincially run programs, Direction 180 offers more 
flexibility, with the possibility of offering treatment regardless of whether a client discontinues the 
use of opioids or other drugs. Reducing this barrier to treatment is critical for some PWUD. 

According to some key informants, MMT programs offered through MH&A or Direction 180 are highly 
resource intensive, and necessary for some PWUD, but not all. Some patients could be initiated into MMT 
through primary care physicians and nurse practitioners who have proper training. Moreover, many of the 
current MMT patients are considered stable. They have been in the program for many years, are not 
engaged in polysubstance use, and are managing their lives. Ideally, these patients would be transferred 
to primary health care providers, but are unable to find physicians to accept them as patients. A senior 
manager noted that Nova Scotia’s MMT wait list could be eliminated immediately if 260 people were 
transferred to primary health care providers. Without an outflow for stable patients, and no diversion to 
primary health care for long-term monitoring and follow-up, the waitlist problem will persist.6  

From a systems perspective, key informants cited the main limiting factors as being the inadequate 
training of physicians around MMT, as well as the lack of physicians willing to care for patients with 
opioid addiction. A large proportion of physicians are operating in solo practices, making it difficult for 
them to conduct ancillary services such as routine drug screening of MMT patients. Even with new 
billing practices to give more financial incentives, many practices are not set up for caring for these 
patients. It was suggested by one respondent that the bottleneck could be addressed by nurse 
practitioners and pharmacists being able to prescribe methadone. Nurses could do urine drug screens, 
and nurses and social workers could provide case management support to help patients navigate 
psychosocial problems. MH&A services could be a support to the primary health care system by taking 
patients back quickly and providing consultation should they relapse.  

Participants also noted that people who become involved in the justice system due to drug-related 
crimes do not have adequate linkage between corrections and addiction treatment in their 
communities. Once released, people lack supports and linkage to care in the community, and 
commonly end up back in prison. It is also a time when they are at high risk of overdose.  

                                                                    
6  A survey of Nova Scotia’s primary care physicians indicated that many (56%) were willing to deliver MMT in their offices, 

providing that certain systemic barriers were addressed and they were properly trained and supported (Dooley, Asbridge, 
Fraser & Kirkland, 2012). See https://harmreductionjournal.biomedcentral.com/articles/10.1186/1477-7517-9-20   

 
“People that we work with do not ask for 

detox very often. They feel very defeated by it 
– it feels like a closed door to them. The wait-
time is very overwhelming in Halifax and the 
program is also very restrictive… We need to 

figure out ways where we can help people 
either stay using safely, stop using, minimize 
their use, and/or reduce the harms the drug 

use is causing. We need to consider what it is 
the person wants at the time. We need 

community detox or a “choice-based detox.” 

 

https://harmreductionjournal.biomedcentral.com/articles/10.1186/1477-7517-9-20
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4.     Needle Distribution and Disposal (NDD)  

4.1 Overview 

First officially established in the Netherlands in 1984, NDD programs are the cornerstone of harm 
reduction and the most common strategy to reduce the harms for people who inject drugs. Most 
fundamentally, they operate to reduce the risk of HIV, hepatitis and other infections that result from 
the use of non-sterile syringes, injecting equipment and inhalation equipment. However, they also are a 
vital point of engagement with PWUD populations offering harm reduction resources including: safer 
sex supplies, peer education and referrals to health programs like Opioid Agonist Therapy (OAT), detox 
programs and SCS facilities where they exist. NDD are also involved in removing used syringes from 
public areas, thereby protecting PWUD and the general public from syringe injuries and infections (PHS 
Community Service Society, 2017).  

It should be noted that while NDD is the term used in this report, there are various alternatives for 
identifying these services. For example, needle and syringe program (NSP) is a term used instead of 
NDD in some jurisdictions, and both terms are synonymous with needle exchange program (NEP), 
which was more commonly used historically.    

4.2 Basic Modes of NDD Service Delivery  

According to UNAIDS (2016), there are two basic modes of delivering NSP services: fixed sites and 
mobile services. Many of the most effective NSPs provide both.  

A fixed site is a place where people who inject drugs can obtain new injecting equipment, dispose of 
used needles or syringes, and possibly make use of other services. Two examples of fixed sites include:  

 Drop-in centre: Here people who inject drugs can access a range of harm reduction services 
alongside NSP.  

 Needle and syringe program centre: Where a drop-in centre is not available, a distribution centre 
allows an NSP to begin or expand with limited cost and resources. 

Mobile services are provided from a van, bus, motorbike or other vehicle, or by individuals on foot. 
Usually a regular route with regular hours is followed, stopping to distribute supplies at several 
locations frequented by people who inject drugs.  

 Mobile clinics: Mobile NSP can be expanded to include clinical services as well as medical 
assessments, HIV and HCV testing, and further referral to treatment programs. Alternatively, 
existing mobile clinics can start dispensing needles and syringes.  

 Outreach/backpack: Workers travel through streets or visit other settings to distribute sterile 
needles and syringes and other supplies, and collect used injecting equipment for safe disposal. 

 Secondary syringe distribution: Using networks of people who inject drugs is effective for recruiting 
new clients into NSP, for example by providing active clients with a large quantity of syringes to 
distribute to their peers. It also enables people who wish to remain hidden or cannot come to the 
service to get sterile injecting equipment.  

NDD services may operate as stand-alone or integrated models. While stand-alone models have NDD 
and harm reduction as their primary focus (e.g., Mainline Needle Exchange), integrated models provide 
NDD as part of a broader health or community service mandate (e.g., AIDS organization, community 
health centre, public health office).  

4. 
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4.3 NDD in the Canadian Context 

4.3.1 A Snapshot  

NDD services have been in operation in Canada for close to 30 years. While the first NDD site was 
opened unofficially in Toronto in 1987, the first official sites were launched in 1989 in Montreal, 
Toronto, and Vancouver, and were the first in North America (CCSA, 2004). In Nova Scotia, Mainline 
Needle Exchange opened its doors 25 years ago (1992) as the first such program in the province and the 
Atlantic region.  

While the exact number of NDD programs operating in Canada today is unknown, the figure is likely 
close to 200. Strike and Watson (2017) conducted an online survey with managers of core NDD 
programs (i.e. excluding satellite locations) and identified 117 such programs across all provinces and 
territories except Nunavut. The total number of programs is undoubtedly higher, however, given that 
British Columbia did not participate.  

Not surprisingly, Canada’s most populated provinces – Ontario, Quebec and British Columbia – have 
the greatest number of NDD programs across the country. While it is important to distinguish between 
NDD access sites and stand-alone NDD programs whose main focus is providing comprehensive and 
accessible harm reduction services to PWUD, the figures below provide an indication of NDD 
availability in these provinces, rather than NDD quality and accessibility. Data from the other provinces 
and territories are not as readily available and are thereby not reported here. 

According to data retrieved through government websites and personal communication, there are 
currently:  

 More than 300 access points across Ontario offering free harm reduction supplies (Ontario Harm 
Reduction Program, 2017) 

 More than 200 sites are ordering supplies from the BC Centre for Disease Control provincial 
equipment distribution program (C. Strike, personal communication, September 7, 2017) 

 Close to 400 injection equipment access centres in Quebec  (identified as “CAMIs”), excluding 
pharmacies, many of which provide free needles and syringes (Gouvernement du Québec, 2017) 

Despite the availability of NDD programs, there is a greater need for harm reduction supplies and 
syringe recovery in some jurisdictions than there are resources. Consequently, the individual and social 
harms of public injecting and improper disposal of syringes are a rapidly growing and serious health 
issue. London, Ontario, for example, is facing a serious public injection and improper syringe disposal 
issue, despite having a number of well-established harm reduction programs, including needle and 
syringe distribution, supportive housing treatment programs and naloxone programs (Ontario HIV 
Treatment Network, 2017, February).  

4.3.2 A Few Examples from Beyond Nova Scotia 

British Columbia has been a model for stand-alone as well as integrated NDD services, some of which 
operate 24-7 and have mobile as well as fixed sites. The Portland Hotel Society (PHS) Community 
Service Society in Vancouver’s Downtown Eastside (DTES), for instance, operates the stand-alone 
Needle Depot, the Mobile Needle Exchange, and Spikes on Bikes.

  

https://www.phs.ca/index.php/community-services/
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 The Needle Depot is a peer-based stand-alone 
fixed site open 24 hours a day, 365 days a 
year. It provides harm reduction supplies 
directly to drug users and supports various 
PHS programs. It also patrols the DTES, 
recovers improperly discarded needles/ 
syringes, provides peer education, and 
referrals to health and social services.  

 The PHS Mobile Needle Exchange provides 
mobile NDD throughout Vancouver’s city 
limits. It distributes supplies and provides 
needle disposal services at certain hotspots 
and will do the same for anyone who calls 
their hotline or emails them. The mobile 
service also picks up publicly discarded 
needles/syringes, and empties the roughly 30 
needle drop boxes in the DTES.  

 Spikes on Bikes is a bicycle overdose response 
unit that distributes clean needles and other 
harm reduction equipment, as well as Take 
Home Naloxone Kits. This program is 
operated by community members with lived 
experience of drug use and “builds the 
capacity of active users”.  

Areas serving large PWUD populations, as in 
Vancouver’s DTES and Surrey, have separate 
SCS and NDD facilities due to the logistics of 
space and the large number of clients accessing 
services. However, the facilities are within short 
walking distance from one another so clients do 
not need to go far to obtain supervised 
injections and harm reduction supplies. The 
Needle Depot, for instance, is doors away from 
Insite and Onsite. Insite is a supervised drug 
injection site accessible to street drug users, and 
Onsite is a residential detox facility staffed 24-
hours by health care support workers (PHS 
Community Service Society, 2017).  

For areas serving smaller populations or 
populations that are dispersed over larger 
geographic areas, NDD can be integrated or 
embedded in other organizations providing 
services for PWUD. There are also options of 
mobile outreach units, peer-based outreach, 
pharmacy distribution, vending machines, as 
well as well as the distribution of materials 
through sites such as drop-in centres, shelters 
and police stations (Strike et al., 2015).  

If the NDD programs are attached to SCS 
facilities, they have an opportunity to work 
collaboratively together in small and dispersed 
places to effectively prevent overdose fatalities, 
decrease public injections, decrease the spread 
of infections and increase the uptake of 
hygienic needle and syringe disposal practices.   

Spikes on Bikes. Photo Source: http://www.cbc.ca/news/ 
canada/british-columbia/vch-overdose-crisis-dtes-1.3867919 

The Needle Depot. Photo Source: 
https://www.phs.ca/index.php/project/needle-depot/ 
 

PHS Mobile Needle Exchange.  Photo Source:  
https://www.phs.ca/index.php/project/mobile-needle-exchange/ 
 

http://redbookonline.bc211.ca/service/43875313_43875313/spikes_on_bikes
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Ontario has a guidance document for public 
health delivery of needle exchange, placing 
NDD as a core public health function of all 36 
public health units. An example of a public 
health service delivery model is Halton’s Needle 
Exchange Program called Exchange Works.  
This is a mobile outreach service that also 
provides health information to clients, 
distributes condoms and makes referrals to 
drug and alcohol treatment centres. Exchange 
Works has strong surveillance systems 
connected to its needle exchange operations, 
allowing the Ministry of Health to track details 
of needle distribution. Close links between 
NDD services and epidemiologists are 
important for informing harm reduction 
program design and policy (Strike et al., 2006).  

Other NDD models include needle exchange 
and disposal in pharmacies and in vending 
machines, as found in locations such as 
Vancouver, Ottawa, Australia, and the 
Netherlands. In the context of rural settings 
with concerns around stigma and 
confidentiality, NDD programs can be offered 
by supportive pharmacies, allowing more 
discrete access to services. Mail service and 
mailing needle supplies (as is done in parts of 
Newfoundland and Labrador) works well for 
rural and remote areas because it is both 
anonymous and convenient. However, decreased 
human contact, specifically contact with service 
providers, is seen a downside to this model.  

The Safe Works Access Program (SWAP) is the 
NDD program of the AIDS Committee of 
Newfoundland and Labrador (ACNL). It offers 
both mobile and onsite service through the 
operation of two main offices, one in St. John’s 
and one in the Corner Brook, and  
approximately 25-30 natural helpers across the 
province. Mobile outreach is provided at both 
locations two evenings a week, where clients 
phone in their requests toll-free and preferred 
delivery locations. Staff and volunteers then 
deliver the requested supplies in a non-
identifiable van. Those calling in outside of St. 
John’s and Corner Brook are provided with 
supplies through Canada Post (G. Yetman, 
personal communication, August 4, 2017). 

 

There are five satellite SWAP locations in the 
St. John’s area, hosted by partner CBOs who 
receive training and supplies from ACNL. The 
distribution models of these satellites vary, 
with some providing supplies on-site and others 
engaging volunteers to walk around the streets 
distributing supplies out of their backpacks. 
Needle disposal units are provided to anyone 
who accesses their office or satellite locations. 
Clients receiving materials by mail are 
instructed to dispose of needles in hard plastic 
containers and placed in the garbage, as is done 
with diabetic needles.   

According to ACNL, their distribution model is 
working quite well, although they know that 
they are not reaching everybody, particularly in 
areas outside of St. John’s and Corner Brook, 
where only mail service is provided. They 
currently need a minimum of five additional 
satellite sites to reach people in smaller and 
more remote locations of the province, and 
discussions with town councils and other 
community leaders in Bell Island and 
Stephenville are underway. 

Crack pipe vending machines in Vancouver. Photo 
Source: http://985thejewel.com/clean-needle-vending-
machines-coming-to-ottawa/ 

PHS Mobile Needle Exchange.  Photo Source:  
https://www.phs.ca/index.php/project/mobile-needle-
exchange/ 

http://webaps.halton.ca/health/resources/resource.cfm?ID=53
http://webaps.halton.ca/health/resources/resource.cfm?ID=53
https://acnl.net/swap
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4.3.3 Funding of NDD Services   

NDD programs across Canada receive varying levels of funding support from three levels of 
government – municipal, provincial and/or federal. The federal government – through the Public Health 
Agency of Canada’s HIV and Hepatitis C Community Action Fund, or Health Canada’s First Nations and 
Inuit Health Branch (FNIHB) – supports NDD programs by providing grant funding for information 
campaigns, HIV and hepatitis C counselling, information on how to inject more safely, referrals to 
appropriate treatment and support services, and outreach strategies to establish and maintain contact 
with marginalized PWUD. FNIHB provides funding for health centre staff to augment NDD services 
provided by CBOs in some communities, as well as for the provision of needle disposal kiosks. Alberta 
has a joint provincial, federal and community funding model – the Alberta Community HIV Fund – that 
pools provincial and federal funding to support community-based HIV programming.  

Generally, the direct services provided by NDD programs are funded by provincial/territorial governments 
and/or municipal governments. Funding for direct services covers expenses such as staffing, costs of 
operating a fixed site or mobile service (e.g., rent and utilities, leases, and maintenance), as well as harm 
reduction materials (e.g., safer drug use equipment, safer sex supplies, and naloxone).  

To provide a few examples of the varying funding models for NDD services:  

 Safeworks (Calgary) and Street Works (Edmonton) are funded by Alberta Health Services for the 
provision of direct services. They are funded by the Public Health Agency of Canada and Alberta 
Health (through the Alberta Community HIV Fund) for special information campaigns or 
community development projects. 

 The direct services provided by most of Ontario’s NDD programs are funded by the Ministry of 
Health and Long-term Care. In larger centres such as Toronto and Ottawa, however, programs are 
also funded through the municipal health units. “The Works” at Toronto Public Health, for instance, 
supports approximately 50 community organizations across Toronto to run their own NDD 
programs by providing them with safer drug use supplies, training, as well as program development 
and logistical support. 

 Needle exchange programs in BC are funded by the BC Centre for Disease Control (CDC), Provincial 
Health Services Authority, with a centralized provincial harm reduction product distribution system. 
NDD programs across the province order harm reduction supplies through a requisition form 
submitted to the BC CDC. 

4.4 Best Practices in NDD Services 

Best practice recommendations for Canadian harm reduction programs that provide services for people 
who use drugs and are at risk of HIV, HCV, and other drug-related harms have been published by Strike 
and her colleagues in two parts, the first in 2013 and the second in 2015.  

Part 1 focuses primarily on recommendations to facilitate the use and reduce the harms of various 
injection and crack smoking equipment. While the guidelines recommend that clients be encouraged to 
return and/or properly dispose of used needles and syringes, obliging them to return used equipment is 
considered a barrier and not a best practice. It is important, however, that NSPs take measures to make 
it simple for people to return or deposit used syringes (e.g. installing safe collection boxes in hotspot 
areas). Not only is this vital for public health in terms of avoiding accidental punctures, but it also 
improves the acceptability of harm reduction by the wider community.  

With each needle provided, it is recommended that clients be offered a sterile cooker, filter, vial of 
water, and alcohol swab, along with a clean tourniquet, ascorbic acid and other acidifiers if needed. 
Offering a variety of needles, syringes, and cookers is also suggested in meeting clients’ needs. As with 

http://www.acch.ca/
https://www1.toronto.ca/wps/portal/contentonly?vgnextoid=3732be9b82e0b410VgnVCM10000071d60f89RCRD
http://www.bccdc.ca/resource-gallery/Documents/Guidelines%20and%20Forms/Forms/Epid/Other/HRSupplyRequisitionForm.pdf
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needles, the guidelines specify that no limits be placed on the quantities of all other injection, smoking, 
and safer sex materials (Strike et al., 2013).  

In Part 2, the focus is on best practices for facilitating the delivery of NSPs to maximize accessibility for 
people who use drugs. Given their relevance, we present here the key points outlined under three main 
headings: (1) Optimize service delivery; (2) Expand access; and (3) Educate, train and evaluate (Strike et 
al., 2015, p. 7). 

 

(1)  Optimize service delivery 

 Provide NSP services using a variety of program delivery models (i.e., fixed sites, mobile 
sites, pharmacy-based distribution, peer-based outreach, and vending machines) that 
are convenient for clients in terms of geographic location (e.g., urban, rural areas) and 
time of day, and tailored to reach subpopulations (e.g., youth, women, sex workers, 
LGBTQ, Indigenous groups, and those who are new to injecting) 

 Distribute the full range of injection, smoking, and other harm reduction equipment and 
provide disposal options at all NSP locations 

 Offer a wide range of services (e.g., education, referrals, overdose prevention and 
intervention, testing, and vaccination) at each venue wherever possible  

(2) Expand access 

 Develop partnerships with local agencies serving people who use drugs to provide 
additional venues for clients to receive NSP and other health and social services 

 Collaborate with local pharmacies and other organizations to provide no-cost NSP 
services in rural, underserviced, and/or high-needs areas7 

 Advocate with pharmacists, pharmacies, and professional colleges to ensure clients can 
purchase and/or obtain needles/syringes for free 

(3) Educate, train and evaluate  

 Provide clients with information about distribution and disposal venues  

 Provide ongoing training and support to peer workers, pharmacists, pharmacy 
assistants, and others who provide NSP services 

 Conduct community education to help increase support for and maintain uninterrupted 
operation of programs 

 Conduct ongoing needs and feasibility studies for program models that are not offered 
and publish findings 

  

                                                                    
7 Key informants noted that the role of pharmacies must be assessed on a case-by-case basis, particularly in the rural Nova 

Scotia context where “everyone knows everyone” and PWUD are highly stigmatized. Not all pharmacists are harm reduction 
allies, and there have been a number of reports of pharmacists refusing to sell needles to people suspected of using drugs. 
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4.5 Advantages, Disadvantages and Considerations of Various NDD Models 

A useful summary of the advantages, disadvantages, and considerations of five NDD models — i.e., 
fixed-site, mobile, pharmacy-based, peer-based outreach, and needle/syringe vending machines —  is 
outlined in the Best Practice Recommendations for Canadian Harm Reduction Programs and included 
below (Strike et al., 2015, pages 9-12).  

(1) Fixed-site NSPs 

Advantages Disadvantages 

 Provides the most comprehensive set of harm reduction 
services 

 Facilitates the distribution and disposal of injecting 
equipment 

 Allows access to several clients at once 

 Allows in-depth interaction with staff 

 Ensures higher degree of confidentiality for clients 

 Limited hours of operation 

 Static location 

 Client fears related to public exposure, confidentiality, 
and stigmatization 

 Client fears of exposure to police if seen entering an NSP 

 Provides limited access for clients with mobility issues 
(e.g., physical disability, transportation issues) 

Considerations 

 Improve access: select geographic locations based on size of the local drug-using population and estimated number of 
potential clients, availability of public transportation and other local conditions 

 Types of setting options: public health, community health centres, AIDS service organizations, hospitals, addiction 
services and other organizations that serve clients who use drugs 

 Maximize impact: consider offering a full range of services and supports (i.e., advice on safer injecting practices, safer 
crack cocaine smoking equipment distribution and advice on safer smoking practices, overdose prevention and 
intervention, information on safer disposal of used drug use equipment, testing, vaccination, condom distribution, and 
facilitating access to substance use treatment and other services) 

 Staffing: consider hiring multidisciplinary staff to maximize the range of services that can be offered (e.g., counselling, 
education, medical and nursing care, peer support) 

 Uninterrupted service delivery: involve and educate the community 

(2) Mobile NSPs 

Advantages Disadvantages 

 May reach higher risk clients who do not use fixed sites 

 Increases access within local drug scenes for people who 
cannot or do not access fixed site NSPs because of 
distance and transportation issues, limited hours of 
operation, or disability issues 

 May increase disposal options for those who cannot or 
do not access fixed-site NSPs 

 Can respond faster than fixed sites to changes in local 
drug scenes and emerging groups 

 Size of mobile vehicle(s) determines the types of 
services that can be offered 

 Can provoke a negative community reaction based on 
beliefs that mobile NSPs attract people who use drugs 
to the community/new communities 

 

Considerations 

 Improve access: select locations and times not reached by other models of service delivery 

 Maximize impact: consider offering a full range of services and supports (i.e., advice on safer injecting practices, safer 
crack cocaine smoking equipment distribution and advice on safer smoking practices, overdose prevention and 
intervention, information on safer disposal of used drug use equipment, testing, vaccination, condom distribution, and 
facilitating access to substance use treatment and other services) 

 Staffing: consider hiring multidisciplinary staff to maximize the range of services that can be offered (e.g., counselling, 
education, medical and nursing care, peer support) 

 Uninterrupted service delivery: consider advocacy to build links and address concerns within neighbourhoods where 
mobile services will be provided 
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(3) Pharmacy-based distribution and purchase 

Advantages Disadvantages 

 Can be an important source of sterile needles/ syringes 
and other harm reduction supplies because: 

 The venues are prevalent 

 Often easy to access and at convenient locations 

 Serve a diverse clientele 

 Have longer hours of operation 

 Are less stigmatizing or identifying of clients as 
people who use drugs 

 Provide greater anonymity 

 Have less police surveillance 

 May reach clients in areas where harm reduction 
services are limited, which is especially important in 
rural areas 

 Tend to reach lower-risk clients who do not access 
NSPs 

 Pharmacists and pharmacy assistants may lack training 
regarding how to respectfully engage with people who 
use drugs and assistants may discourage attendance 

 Concerns about thefts and other problems may limit 
willingness of pharmacists to consider offering harm 
reduction services and supplies 

 There is a lack of practice guidelines specifically for 
pharmacy-based NSPs 

 Pharmacies may not have the space to store equipment 
or be able to properly dispose of used equipment 

 Lack of privacy may limit opportunities for counselling 

Considerations 

 Improve access: identify pharmacy locations that can extend NSP services at times and locations not reached by other 
models 

 Improve knowledge of harm reduction for pharmacists and pharmacy staff: consider offering training and support 

 Maximize impact: advocate for display and sale of needles and syringes over the counter 

(4) Peer-based outreach 

Advantages Disadvantages 

 Knowledge of and credibility within areas where 
people buy and use drugs 

 Increases the distribution of sterile drug use 
equipment 

 Meaningfully engages people who use drugs in harm 
reduction work 

 Reaches people who do not attend fixed-site NSPs 

 Can reach “hard-to-reach” groups including youth, 
women, sex workers, LGBTQ, Indigenous groups, and 
those who are new to injecting 

 Peers are often the best suited workers to provide 
street outreach and education 

 Peer workers may not be able to offer the full range of 
services and supports offered by health and social service 
providers 

 Ongoing training and supervision is required to ensure 
that peers are adequately supported and pass on accurate 
harm reduction information to clients 

 There have been a few reports of peers selling equipment 
to clients 

Considerations 

 Improve access: consider implementing formal peer-based outreach programs to take advantage of the high 
prevalence of secondary distribution that happens informally within drug-using networks 

 Peer staffing: select peer workers who are well connected within and knowledgeable about the community and who 
can reach clients not reached by other models and/or other staff members 

 Types of settings: streets, parks, homes, apartments, and other venues where people who use drugs gather 

 Maximize impact: provide peer workers with training (i.e., on sexually transmitted and blood-borne infections, 
overdose prevention and intervention, safer drug use and safer materials handling and disposal, and referral 
information) and ongoing personal and professional support, proper supervision, and a flexible management structure 
that can respond to their needs and/or challenges 
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(5) Needle/syringe vending machines (NVMs) 

Advantages Disadvantages 

 Can increase access at places and times with limited or 
no harm reduction services and/or where staffing is 
not feasible 

 May reach a group(s) of people who inject drugs who are 
less likely to be using other NSP models such as those 
who are younger, homeless, have lower socioeconomic 
status, and/or have injected for fewer years 

 Provide private and anonymous access for individuals 
who may be concerned about disclosing their drug-
using status or who feel stigmatized by NSP or 
pharmacy staff 

 NVMs may be highly cost-effective, providing 24-hour 
service and minimal staffing costs 

 Limited in terms of provision of information, counselling, 
or referrals 

 Reliability and operational problems (e.g., breakage, 
jamming, and empty machines) have occurred in settings 
where NVMs are used 

 Costs of getting supplies from NVMs 

 

Considerations 

 Improve access: install where no other sources of safer injecting supplies exist and also outside fixed-site NSPs for after-
hours access; machines need to be refilled and regularly maintained 

 Maximize impact and reduce potential risks: NVM delivery models would ideally be low-threshold with controlled 
access (i.e., not accessible to children), and with free or low-cost equipment 

4.6 Overview of Current NDD Services in Nova Scotia  

4.6.1 The Cornerstone  

In Nova Scotia, NDD services have historically been delivered primarily through two community-based 
organizations (CBOs):  Mainline Needle Exchange, which is based in Halifax, and the Ally Centre of Cape 
Breton, based in Sydney.  More recently, Truro-based Northern Healthy Connections Society (NHCS) 
began delivering NDD. Up until the 2017 fiscal year, NHCS did not receive direct funding to operate a 
NDD program, but acted as a connection point for Mainline in the northern region.  Starting in 2009, 
NHCS began distributing needles that were provided by Mainline, as permitted by Mainline’s own 
availability of supplies. There has been a continual increase over the years in the number of people 
accessing Nova Scotia’s NDD services and an increased number of supplies distributed. 

Historically, Mainline and the Ally Centre have relied primarily on annual grants from the Government 
of Nova Scotia — Department of Health and Wellness (DHW) — for the purchase of injection 
equipment, often encountering funding shortfalls as supplies run out part-way through the year. 
Generally, these funds did not support the CBOs’ operations, but rather provided time-limited funds for 
the purchase of equipment that would be distributed through the CBOs’ NDD programs.  In 2016, 
NHCS acquired funding from MAC AIDS to buy needles, swabs and sharps containers from the local 
pharmacy, with the local hospital in Truro agreeing to accept used needles. When the funding from 
MAC AIDS ran out, the local hospital supplied NHCS with sharps containers, swabs, and tourniquets. As 
of 2017, DHW has provided a grant to NHCS to purchase injection equipment.  

Mainline, the Ally Centre, and NHCS all have fixed sites which are open 35–40 hours per week. Weekday 
hours vary slightly: Mainline (9:00 am– 3:00 pm), the Ally Centre (8:30 am – 4:30 pm), and NHCS (9:00 
am to 4:00 pm). Mainline’s fixed site is also open on weekends, between the hours of 9:00 am to 3:00 
pm on Saturdays, and from 9:00 am – 12:00 pm on Sundays. All three CBOs have developed strong 
relationships of trust with PWUD, and are highly esteemed by health system partners, community 
partners (e.g., law enforcement) and other CBOs. According to key informants, they are creative in 
their use of a variety of outreach methods to expand their services beyond their fixed locations and 
operating hours despite limited funds.  
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CBOs are undoubtedly the cornerstone of Nova Scotia’s NDD programs. While we learned of needle 
distribution and disposal availability at some NSHA locations — e.g., needles available at select MH&A 
offices and a hospital, needle kiosks adjacent to NSHA buildings — NDD services are not formally 
available through MH&A, Public Health, or correctional facilities. The availability of these services is 
dependent on CBOs providing needles and emptying kiosks. CBOs in Nova Scotia also provide needles 
to some allied community-based organizations, pharmacies, and First Nation communities. In some First 
Nations in Nova Scotia, Community Health Centre staff supplement NDD services provided by CBOs, 
including the placement of needle disposal kiosks in the communities (e.g., Eskasoni and Millbrook). 

While not adequate in number, needle disposal kiosks — providing a safe place to dispose of needles and 
other drug-related equipment — have been installed in Cape Breton since a 2013 demonstration project 
in Glace Bay.  MH&A has purchased a total of eight larger and smaller needle kiosks and installed them in 
outdoor “hot spots” in Sydney, Glace Bay, New Waterford, and Sydney Mines. Eskasoni First Nation has 
purchased and installed four larger kiosks throughout their community. The Ally Centre voluntarily 
empties all of the kiosks affiliated with NSHA and Eskasoni First Nation. They have retrieved 78,000 
needles from these kiosks and are unable to continue managing this large volume without additional 
resources.     

4.6.2 Mobile Outreach   

Mainline provides NDD services through a mobile van outreach program, covering central locations in 
the Halifax Regional Municipality (Dartmouth, Bedford, Sackville, Fairview, and Spryfield), as well as  
other locations in mainland Nova Scotia (areas around Pictou, Truro, Millbrook, Indian Brook, Windsor, 
Kentville, Berwick, Oxford, Springhill, Amherst, Hubbards, Lunenburg, Bridgewater, Liverpool, 
Shelburne, Yarmouth, and Digby ). It delivers supplies directly to clients’ homes through regular 
outreach rotations, as well as by leaving clean needles at MH&A offices. Staff make mobile runs in the 
van five days a week. It should be noted, however, that these outreach services are the first to be cut 
back when funding runs short, and the regular rotations can become quite infrequent.  

The Ally Centre in Cape Breton provides outreach mainly through a network of 60-100 natural helpers 
who volunteer their time and have connections in their own communities. The Ally Centre defines 
natural helpers as “people with a deep understanding and a keen sense of the social networks of those 
who choose to use injection drugs. They are sometimes users themselves, or they might be someone 
who knows and loves an injection drug user and they just want to be able to help.” Natural helpers 
make contact with users through various means – community partners, loved ones of users, staff that 
have personal knowledge of PWUD known to the community, by “going where they go”, and via 
distribution of pamphlets, brochures, and business cards (AIRN, 2008). Natural helpers provide a 
personal connection to PWUD and act as a conduit to other services, often “the only way the door gets 
opened”. Some natural helpers have become “informal health care providers”: they look at people’s 
abscesses, save antibiotics and hand them out, and help to ensure safer consumption through their 
training on naloxone kits.  

The Ally Centre also provides injection equipment to some First Nation communities in Cape Breton 
through community health nurses who provide door-to-door needle exchange services because, in 
contrast to some other First Nations, these communities do not support fixed NDD programs on site. In 
Sydney, the homeless shelter and Housing First program have buckets for safe needle disposal, and are 
willing to explore distribution of safe injection equipment as well.  

NHCS partners with two local pharmacies which provide injection supply kits outside NHCS’s operating 
hours (evenings and weekends).  Key informants were appreciative of the “emergency kits” of injection 
equipment when the CBO was closed. These pharmacies also provide support by selling injection 
supplies to the CBOs at cost. 
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4.6.3 Desired Characteristics   

According to consultation respondents, desired characteristics of service delivery models include: after-
hours operation; service delivery 7 days per week; expanded locations; an increased frequency of 
services in different communities and “more continuity”; the use of mobile outreach – especially in 
communities that have no fixed sites – to adapt to new patterns of community use; peer-driven satellite 
sites around the province; safe drop off sites and education and information about safer use; and a 
variety of types of services (mobile and fixed) to cater to the varying needs of individuals. Some PWUD 
prefer more anonymous/individualized services, especially if they are trying to remove themselves from 
the drug scene. One respondent noted that organizations like SIDA-AIDS Moncton have a room in the 
back of the building where people can access NDD without having to pass through a public health 
office.   

4.7 Successes and Challenges of NDD in Nova Scotia  

4.7.1 NDD Successes  

Respondents discussed the ways in which current NDD services are working well in the province. 
Positive aspects identified included:  

 involving peer workers who have lived experience of addiction which is perceived well by PWUD;  

 using a holistic approach regarding housing, support workers, health system navigation, and 
assistance getting to appointments; 

 service providers and CBOs are seen as a source of resources and strength to PWUD clients, and as 
a trusted source of nonjudgmental support in the community; and 

 the effectiveness of the CBOs’ outreach models. 

PWUD describe NDD services as a safety net or a “way to connect when they are at the bottom” that 
help to open conversations about using drugs in a safer way. The NDD services are perceived as 
destigmatizing and providing “an entry point for people” to discussions of addiction recovery.  

Many PWUD cited Mainline in Halifax as an effective service delivery model. PWUD felt that the public 
needs to be better informed about what Mainline does and that their services should be more clearly 
communicated to PWUD in a wide variety of settings (e.g., in detox centres, jails, and shelters). Mobile 
services were seen as positive because of their flexibility and ease of use for PWUD. One respondent 
noted that mobile services were especially helpful in that PWUD are not always treated well when 
purchasing needles in places like pharmacies. Confidentiality and safety, as well as staff that are open 
and do not judge, are very important in any service delivery model as PWUD continue to face a lot of 
stigma. One PWUD remarked that, for users, peer distribution of needles is helpful for reducing stigma.  

4.7.2 NDD Challenges  

Several challenges in providing NDD services were identified by participants. More specifically, six main 
challenges were discussed, and are categorized under the headings of: Lack of institutional support; 
inadequate access to services; improperly discarded needles; lack of information, data and surveillance; 
lack of understanding about harm reduction; and the prioritization of other issues related to opioid crisis.    

(1) Lack of institutional support 

Most key informants underscored the lack of institutional support for CBOs, who have generally been 
insufficiently funded to deliver NDD services. Several respondents noted the inadequate and 
inconsistent financial support by DHW for NDD programs. This results in NDD programs and CBOs 
being unable to keep up with the demand for harm reduction services. Respondents found it 
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unacceptable that CBOs have had to struggle to 
purchase adequate harm reduction supplies when 
they are providing an essential public health service 
for Nova Scotia. Ad-hoc, inadequate and piecemeal 
funding for essential NDD services reinforces a 
message to the community—including to PWUD 
themselves—that drug use issues are low priority and 
that PWUD are not worthy of health services.   

A key priority for many of the respondents is to 
stabilize long-term funding support for the CBOs so 
that they may have predictable, adequate and 
sustainable NDD programming for their community 
members.  As stated by one key informant, “In Nova 
Scotia, I think we are small enough and have it figured 
out if we just support it in the right way.”   

(2) Inadequate access to services 

The second identified challenge relates to accessibility of services. While the three community-based 
NDD programs are safe to walk into and have predictable hours, smaller communities do not have 
consistent and reliable access to NDD. While there is outreach and delivery to rural areas, these services 
are not frequent or predictable. In the northern zone and other rural areas, as noted by respondents, 
there is a “patchwork system of access” that is affected by stigma around drug use, lack of anonymity, 
irregularity of services and transportation issues. This also affects people living in First Nations 
communities. PWUD noted that NDD needs to be provided outside of regular business hours, for 
example, on weekends and at night. 

The location of NDD programs is important and decision makers should be mindful of where they are 
placed. For example, although it is helpful that the public health office in Sydney Mines provides needle 
disposal in the back of the building, a police station subsequently relocated across the street, 
presenting a potential barrier for PWUD. Some respondents called for NDD in places like soup kitchens 
and food banks and suggested that, within such settings, NDD services should be made more visible so 
that PWUD do not have to ask about them. That said, a balance must be reached between keeping 
NDD services discrete for PWUD, and having them visible enough to ensure people are aware that they 
exist. More work is needed to effectively advertise services and get information out about NDD within 
communities without triggering “NIMBY” — Not in My Backyard — backlash.  

Where NDD services do exist, hours and distribution are too limited. PWUD noted that services need to 
be provided outside of regular business hours, for example, on weekends and at night. Some 
respondents called for satellite sites in various parts of the province, and better engagement of other 
parts of the health system in NDD and naloxone services, including public health clinics, hospitals, 
pharmacies, and MH&A offices. One observation made was that since the health system reorganization 
and merger of the health authorities, some MH&A offices that were previously giving out needles or 
collecting used ones are no longer doing so. Lack of NDD services, along with less welcoming physical 
spaces, and the switch to an auto attendant phone system, has made MH&A less welcoming for PWUD.  

(3) Improperly discarded needles 

A third challenge discussed relates to the public health risk of giving out needles but not getting them 
back. Many service providers (such as pharmacies, public health clinics, and hospitals) are unwilling to 
collect and dispose of needles that have been used for illicit drug use. Ideally, every community 
pharmacy could act as a NDD site, but not all pharmacists have the capacity or willingness to 
participate. Community members have been known to blame the NDD program for the odd needle 
found improperly discarded in the community and police are often called to pick up needles.  

“Community-based outreach really works 
but funding is a real concern. This is a public 
health concern and needs to be addressed 

as such. In BC, the health ministry provides 
needle exchanges with the supplies they 
need through a warehouse type system. 

They don’t need to go around chasing 
grants…. They just call a number asking for 

what they need and then go pick them 
up and drop off used needles. We need to 

put the right people in the right places to do 
needle distribution and disposal. The 

government needs to support the 
intervention by community-based 

organizations. End of story.” 
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Respondents attributed the unwillingness of members of the general public and business owners to 
pick up discarded needles to stigma and lack of education. One respondent stated that people working 
in housing, policing, and education need to know that a used needle has a low infectivity. An example 
of this stigma is a notice on the Cape Breton Regional Municipality (CBRM) website, stating “we accept 
needles from diabetics only”. These observations led respondents to suggest that stronger relationships 
between CBOs and public health, law enforcement and municipalities are necessary. 

(4) Lack of information, data and surveillance 

The fourth challenge identified by participants is a lack of information, data, and surveillance efforts to 
inform NDD programs. Service organizations need to know population characteristics, needs, and risk 
factors to design interventions and know they are reaching the right target groups. As noted by 
respondents, while each of the CBOs operating NDD programs are vigilant in record keeping, there is 
no coordinated provincial data collection system to measure the impact of the NDD services from a 
prevention perspective, as well as with regards to their impact in connecting PWUD to other services 
such as MMT or other MH&A programs.  

(5) Lack of understanding about harm reduction 

A fifth challenge highlighted is a lack of understanding by communities and the health care system 
about the harm reduction philosophy of care. In general, the public has a very low level of understanding 
of how HCV and HIV are transmitted, and therefore does not understand the important role of harm 
reduction programs in reducing rates of transmission. There is a tendency towards moralizing and 
condemning people and society has a poor understanding of the challenges experienced by PWUD.  

This stigma is compounded by the lack of policy and practice guidelines for health care providers. For 
example, while the Nova Scotia College of Pharmacists has a clear statement on harm reduction,8 the 
province’s College of Nurses, College of Family Physicians, and College of Physicians and Surgeons 
have no statements on practice in relation to harm reduction. Clear position statements on harm 
reduction in public health are also needed. A key gap in NDD delivery is the absence of a unified public 
health approach.  

(6) NDD not considered a priority in addressing the opioid crisis 

Lastly, several respondents pointed out that NDD is not considered a priority in addressing the root 
causes of the opioid crisis. While considering themselves strong advocates of harm reduction 
philosophy and interventions, these respondents perceive NDD as important but neither adequate to 
fix the upstream problems of the opioid crisis, nor helpful with the downstream blockages to addiction 
treatment and access to MMT. Without rapid access to low threshold treatment services — i.e., not 
requiring a health card, and no waitlist — stand-alone NDD services are limited in their ability to 
improve the lives of PWUD. 

                                                                    
8 The NS College of Pharmacists Council Policy “Harm Reduction: Sale of Needles and Syringes” (January 16, 2013) states that, 
in the interests of harm reduction and public safety, there is a need to ensure that barriers do not exist for injectable drug users 
to be able to purchase clean, safe needles and community pharmacists are in an ideal position to provide that service. 
Registrants are expected to: 

 Support public health by selling clean, safe needles to all injectable drug users in quantities necessary for purposes of 
prevention of blood-borne infections, regardless of the drug being used. 

 When appropriate, provide information about local resources such as needle exchange programs, addictions treatment 
programs and services, methadone treatment programs and information about safe sex practices. 

 Ensure that those purchasing needles in pharmacies are informed of the importance of safe sharps disposal. 

http://www.nspharmacists.ca/?page=policiesguide#policiesAccordion7452460975Collapser12
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4.8 Enhancing Nova Scotia’s NDD Services 

4.8.1 Core Principles and Features  

Participants were asked to describe the key features of NDD services that should be incorporated in order 
to best meet the needs of PWUD in Nova Scotia. Three core principles emerged from this discussion:  

 Providing equitable access to NDD for diverse PWUD across Nova Scotia, based on what is most 
appropriate for different types of settings 

 Ensuring that PWUD are meaningfully engaged in identifying barriers and solutions to NDD access 

 Recognizing how stigma blocks PWUD from accessing NDD services, and working to eliminate the 
stigma that surrounds issues of drug use and addiction 

A number of key features were identified — some of which already exist, others not. These included:  

 Locations that are accessible, discrete 

 Personnel who are non-judgmental and knowledgeable, and who treat PWUD with respect and 
compassion, and are able to identify when clients are ready for intervention  

 Commitment to employ people with lived experience, and providing honoraria to peers, natural 
helpers who are so essential to NDD services’ success 

 Use NDD services as a portal for PWUD to connect with additional services (e.g., housing, peer 
support, addiction treatment services, addiction counsellors, and education/interventions to “break 
the cycle of addiction”) 

 Expanded hours – ideally 7 days per week and open until midnight 

4.8.2 Delivery Models  

According to participants, the most appropriate delivery models will depend on each setting. Some 
elements of redesign that were suggested related to access and a variety of NDD services such as: 

 Hybrid models in pharmacies and organizations, as done at Northern Healthy Connections Society  

 Mobile services, especially for methadone and NDD 

 Increased use of peer/natural helper models 

 An integrated system of satellite centres, partnering with health care settings or other CBOs to 
reach people in rural areas  

 One-stop shop models (e.g., social services, methadone, and NDD all in one place)  

4.8.3 Improving Reach 

Participants underscored that raising the profile of NDD services and having them more universally 
available across the province will contribute to destigmatizing injection drug use and harm reduction 
services.   

More specific examples of how to improve the reach of NDD service included:  

 Sharps containers in the washrooms at MH&A buildings 

 A drop-in wellness centre in the community where people can do needle exchange 

 NDD at opioid treatment sites 

 Clearly communicating existing NDD services to PWUD in a wide variety of settings (e.g. in detox 
centres, jails, shelters) 

 Vending machines in public areas (but in discrete locations) 
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 Normalizing needle distribution by delivering services in places like community kitchens and 
housing organizations  

 Broadening access through other sectors/locations such as First Nations, women’s centres, sexual 

assault centres, emergency rooms, hospitals, public health nurses and clinics, law enforcement, and 

pharmacies. 

While increasing the role of pharmacists in NDD was highlighted by some key stakeholders across the 
province, there was concern that not all pharmacies are welcoming towards PWUD, and have been 
known to be disrespectful. Even within one location, different pharmacists may have disparate 
attitudes towards PWUD, with one pharmacist willing to provide NDD services in a safe and non-
judgmental way, and another treating PWUD with disdain and stigma. 

Some of the ways suggested to encourage and foster their participation included:  

 Removing any regulatory barriers to their involvement 

 Involving pharmacists in health promotion strategies created by the government and NSHA 

 Removing any expectation that pharmacists volunteer their time – costs should be covered by the 
province 

 Motivating pharmacists to be engaged by tapping into their sense of purpose and the importance 
of their work 

 Educating pharmacists on their professional obligations (as per the NS College of Pharmacists’ 
Harm Reduction Policy) to provide harm reduction services, and provide sensitivity training so that 
these services are delivered in non-stigmatizing ways 

Participants suggested that building broad community buy-in and support for NDD services could be 
facilitated by engaging in discussions about how to prevent people from dying, acknowledging that 
drug use is a community issue that affects everyone, and that everyone has a stake in effective harm 
reduction programming.  

4.8.4 Institutional Support 

Last but not least, many respondents agreed that leadership is required by Nova Scotia’s health system –
particularly DHW and NSHA – to commit to fully funding and supporting harm reduction programs 
delivered by CBOs, with sustainable and sufficient resources. While DHW is responsible for the overall 
governance and funding of the health system, including the setting of the strategic directions and 
priorities, and the overall monitoring of health system performance, NSHA is responsible for the delivery of 
health programs and services, and the implementation of the strategic direction set by the department.9 

Respondents suggested that NSHA should be responsible for bulk purchasing of harm reduction 
supplies in order to ensure cost effectiveness. To make this possible, the Government of Nova Scotia 
(DHW) will have to designate funding for NSHA to fund NDD programs, including resources for 
administrative support for the bulk purchasing and space to store supplies. It was suggested that NSHA 
could also take the lead in supporting NDD delivery through means such as mobile units, family 
physicians, public health clinics, emergency rooms, and public health nurses. It was also recommended 
that the health system establish and support a unified data collection system to provide province-wide 
evidence of NDD outcomes. More specifically, DHW/NSHA should actively collect and apply 
surveillance data with robust methodology to help all stakeholders understand and respond to local 
realities and contexts. 

                                                                    
9 The delivery of health programs and services is also the responsibility of the IWK, whose focus is primarily on children and 

youth. Adapted from the DHW Business Plan 2016/17 retrieved from https://novascotia.ca/government/accountability/2016-
2017/2016-2017-DHW-Business-Plan.pdf 

http://www.nspharmacists.ca/?page=policiesguide#policiesAccordion7452460975Collapser12
http://www.nspharmacists.ca/?page=policiesguide#policiesAccordion7452460975Collapser12
https://novascotia.ca/government/accountability/2016-2017/2016-2017-DHW-Business-Plan.pdf
https://novascotia.ca/government/accountability/2016-2017/2016-2017-DHW-Business-Plan.pdf
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5. Safer Consumption Sites (SCSs) 

5.1 Overview  

For more than two decades, safer consumption sites (SCSs) 
have been part of a wider range of harm reduction programs 
in many places worldwide, including Canada. Internationally, 
Switzerland was the first country to legally establish a SCS 
(1986); in Canada, the first SCS – Insite – opened in 
Vancouver’s Downtown Eastside in 2003. There are currently 
close to 100 SCSs globally, the majority of which are in 
Western Europe, most commonly in the Netherlands and 
Germany (EMCDDA, 2017).  

As explained by the Canadian Drug Policy Coalition (2017), 
the aim of a SCS is “to allow for people who use drugs to use their drugs safely and securely in the 
presence of health-care professionals, without the fear of arrest or accidental overdose”.   

SCSs have been extensively evaluated, and have been found to not only reduce mortality and 
morbidity, but also to reduce public disorder. SCSs have been shown to be cost effective, and to create 
safer environments for PWUD and the broader public.  They can also effectively promote and link 
PWUD to a broad continuum of other essential health and social services (BC Centre on Substance Use– 
BCCSU, 2017).  

5.2 Basic Components of a SCS   

There are various ways to design and implement a SCS. The type, range, and scope of services offered 
are contingent on the characteristics and needs of the client population, as well as the existing local 
services, and resources available to establish a site.   

According to the BCSU (2017), the basic components of a SCS include: 

(1) A reception area, separate from where drugs are injected, and where potential users of the SCS can 
learn about the service and its operation;  

(2) A dedicated drug injection area, which is well ventilated and equipped with drug consumption 
equipment, and a receptacle for the disposal of used equipment. This area should be closed off 
from the rest of the facility; and  

(3) A common  “chilling out” area, where clients can relax, and interact with professionals and peer 
support workers to  receive after-care, referrals, education, and counseling. 

A SCS may also provide a range of ancillary services. Again, the type, range, and scope of these services 
depend on client needs, services available in the area, and the site’s overall budget and capacity. When 
designing a SCS, it is recommended that referral pathways to other local existing services be 
established to avoid the unnecessary duplication of services (BCCSU, 2017).  

 

5. 

Safer consumption services (SCSs) 
provide hygienic environments in 

which people who use drugs (PWUD) 
can consume illegal drugs under the 

supervision of a health care 
professional (or a trained allied 

service provider or peer), without the 
risk of arrest for drug possession 
(adapted from BCCSU, 2017, p.8) 
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5.3 SCS in the Canadian Context  

5.3.1 A Snapshot 

In Canada, Insite was first established in response to an HIV epidemic and record number of overdose 
deaths in British Columbia, particularly in Vancouver’s Downtown Eastside. Policy makers and the 
public were beginning to understand the need to view drug use as a public health issue that required 
related evidence-based interventions. While SCSs do not address the underlying societal factors that 
are associated with drug use in Canada – e.g., poverty, mental health issues, trauma, homelessness, 
lack of affordable housing, colonization, and residential schools – they are vitally important. 

There is increasing interest in opening SCSs in a number of cities across Canada. With the passing of Bill 
C-37 in May 2017, the application process for supervised consumption sites has been streamlined to 
reduce the information burden and time required to complete the process. In order to operate a SCS in 
Canada, an organization must obtain an exemption under the Controlled Drugs and Substances Act by 
demonstrating that they meet five criteria, down from 26 in the previous application process. In short, 
applicants must provide evidence of the intended public health benefits of the site and any information 
regarding the: (1) impact of the site on crime rates; (2) local conditions indicating a need for the site; (3) 
regulatory structure in place to support the site; (4) resources available to support the maintenance of 
the site; and, (5) expressions of community support or opposition (Government of Canada, 2017).  

While the number of criteria has been reduced, getting an exemption is by no means a quick and simple 
process. Obtaining Health Canada’s approval for a SCS is slow and cumbersome (BCCSU, 2017). This 
continues to frustrate those at the forefront of Canada’s worst overdose crisis who, since December 
2016, have resorted to opening unsanctioned overdose prevention sites (OPS). The majority of these 
sites are currently operating in British Columbia, and differ from legally sanctioned sites in that a health 
care professional does not “supervise” consumption.10 There is no requirement for a registered nurse or 
other health professional. Many are pop-up tents or trailers, and staffed by people with lived experience 
and other concerned community members who are trained in naloxone administration in the event of 
an overdose.  

5.3.2 The Quickly Changing Landscape 

Keeping up on the status of safer consumption sites in Canada has proven challenging over the course 
of this project, as the landscape is constantly changing. In May 2017, there were only two SCSs 
operating in Canada, both in Vancouver (Insite and Dr. Peter Centre). In June, an additional site opened 
in Surrey (SafePoint). As of mid-August 2017, a number of additional sites had opened – i.e. three in 
Montreal, one in Kamloops, and another one in Surrey. An additional eight sites had received 
exemptions but were not yet in operation, and 10 other sites had applications pending.  

Health Canada maintains a list of supervised consumption site applications, indicating the status of 
each application, on its website.11  As of September 10, 2017, there were a total of 16 SCSs approved 
across Canada: British Columbia (8); Ontario (4); and Quebec (4). As shown below, nine official and one 
interim site were in operation and providing services; seven had obtained exemptions but were not yet 
operating; and 10 were in the screening or review stage. A number of other jurisdictions are exploring 
the possibility of applying for SCS approvals, but are not included on the Health Canada website 
(Government of Canada, 2017a). While detailed information is not publicly available for all of the 16 
approved SCSs, it is generally available for those already in operation in BC, and for seven of the 
pending SCSs.  

                                                                    
10 As of Sept 10/17, overdose prevention sites were also running in Toronto and Ottawa. 
11 https://www.canada.ca/en/health-canada/services/substance-abuse/supervised-consumption-sites/status-
application.html#open 

https://www.canada.ca/en/health-canada/services/substance-abuse/supervised-consumption-sites/status-application.html#open
https://www.canada.ca/en/health-canada/services/substance-abuse/supervised-consumption-sites/status-application.html#open
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5.3.3 SCSs Currently in Operation  

British Columbia (6) 

 Kamloops: Kamloops Mobile Unit (Interior Health Authority) 

 Surrey: Quibble Creek Sobering and Assessment Centre; SafePoint (Fraser Health Authority) 

 Vancouver:  Dr. Peter Centre (Dr. Peter AIDS Foundation and Vancouver Coastal Health Authority); 
Insite; and Lookout Society - Powell Street Getaway  (Vancouver Coastal Health Authority) 

Ontario (1) 

 Toronto: The Works (Toronto Public Health) – opened as an interim site August 21, pending the 
renovations of Toronto’s three approved sites 

Quebec (3) 

 Montreal: CACTUS; Dopamine; Mobile Site (Centre intégré universitaire de santé et de services 
sociaux du Centre-Sud-de-l'Île-de-Montréal) 

5.3.4 SCSs Exempted but Not yet in Operation  

British Columbia (2) 

 Kelowna: Kelowna Mobile Unit (Interior Health Authority) 

 Victoria: Pandora Community Health and Wellness Centre  (Vancouver Island Health Authority) 

Ontario (4) 

 Ottawa:  Sandy Hill Community Health Centre (Sandy Hill Community Health Centre) 

 Toronto: The Works (Toronto Public Health); Parkdale Queen West Community Health Centre 
(Parkdale Queen West Community Health Centre); South Riverdale Community Health Centre  
(South Riverdale Community Health Centre) 

Quebec (1) 

 Spectre de Rue (Centre intégré universitaire de santé et de services sociaux du Centre-Sud-de-l'Île-
de-Montréal) 

5.3.5 SCS Applications Under Review  

British Columbia (2) 

 Vancouver: Heatley Integrated Care Centre (Vancouver Coastal Health Authority) 

 Victoria: Johnson Street Community  (Vancouver Island Health Authority) 

Alberta (6) 

 Calgary: Sheldon M. Chumir Health Centre (Alberta Health Services)  

 Edmonton: Boyle McCauley Health Centre, Boyle Street Community Services, and George Spady 
Society (Access to Medically Supervised Injection Services Edmonton); Royal Alexandra Hospital 
(Alberta Health Services) 

 Lethbridge:  ARCHES    

Ontario (2) 

 Ottawa: Ottawa Inner City Health (Shepherds of Good Hope); Somerset West Community Health 
Centre  (Somerset West Community Health Centre) 
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5.4 Overview of SCS Models 

The recent guideline document for SCS (BCCSU, 2017) outlines five models of SCSs:  

(1) Fixed stand-alone SCSs (primarily focus on safer drug consumption); 

(2) Integrated SCSs (also provide ancillary care and services); 

(3) Embedded SCSs (operate within settings where non-medical drug use is traditionally disallowed, 
such as hospitals and housing environments); 

(4) Mobile outreach SCSs (modified vans that travel to high traffic areas of PWUD); and  

(5) Women-only SCSs (sites that serve women exclusively or, more commonly, dedicate space/hours 
for women only).  

It should be noted that sites serving women exclusively are very rare. The literature review revealed 
only one officially sanctioned facility worldwide (located in Germany), and one unsanctioned facility in 
Vancouver, named SisterSpace Overdose Prevention Site. According to the BCCSU (2017), women and 
trans-only hours need to be considered in all facilities, as women and trans people are subjected to high 
rates of gendered violence in places where people are accessing drugs and PWUD services. 

As described in more detail below, there are different ways to plan, design and implement a SCS, 
depending on a variety of factors such as the preferences and patterns of drug use among the local 
PWUD, size and geographic concentration of the local population of PWUD, existing network of 
services for PWUD, and the resources available (financial, space and human resources). Depending on 
the model of delivery, SCSs can range considerably in size, structure, and staffing (BCCSU, 2017).  

5.5  SCS Fixed Stand-Alone Models  

5.5.1 Overview  

Fixed stand-alone SCSs are specialized in that they are distinct facilities dedicated to SCS services. 
Typically, stand-alone SCSs are strategically located in areas known to have high traffic of PWUD, 
within local drug scenes, and in proximity to other services for PWUD. While a stand-alone facility’s 
primary goal is to provide SCS, these facilities may also offer a range of ancillary services (e.g., showers, 
refreshments, meals, primary health care services, counseling, shelter, and OAT). Stand-alone facilities 
may be closely connected to other local service organizations for PWUD via established referral 
pathways. These models are best suited to areas with large and concentrated populations of PWUD 
(BCCSU, 2017). There are numerous examples of these models throughout Western Europe and 
Australia.  

5.5.2 British Columbia’s Fixed Stand-Alone Models  

Insite and SafePoint in Vancouver and Surrey, respectively, are good examples of fixed stand-alone 
models offering low-barrier access to supervised injections in high traffic areas where PWUD frequent 
other services and access the local drug scene – i.e. Vancouver’s DTES and Surrey’s “Walley Strip”.  
Both facilities are funded by their respective regional health authorities. Low-barrier access removes 
systemic barriers that leave people feeling judged, mistrusted, or ashamed when they access care.  

Currently, SCSs in Canada are for injection drug use only, however, pending Health Canada’s approval, 
supervised intra-nasal and oral substance consumption will be added at SafePoint, making it the first 
facility in Canada to offer this service (Reid, 2017).  With 33% of overdoses in British Columbia from oral 
substances and 23 % from intranasal consumption, safer inhalation rooms, which are a part of many 
SCS facilities in Europe, including the Netherlands, Luxemburg and Denmark, are an important 
component in preventing overdose fatalities (Lupick, 2017). 

http://www.atira.bc.ca/sisterspace-overdose-prevention-site
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Governance and Funding  

In operation since 2003, Insite is co-managed by 
Vancouver Coastal Health (VCH) and the PHS 
Community Services Society (PHS). VCH funds 
all of the senior administrator and health care 
worker positions and contracts the PHS for the 
peer support workers (Vancouver Coast Health, 
2017).  As mentioned previously, PHS also 
operates the Needle Depot, the Mobile Needle 
Exchange, and Onsite in partnership with VCH 
(PHS Community Service Society, 2017).  

SafePoint, BC’s only other fixed stand-alone 
SCS, opened June 8, 2017. It is funded by Fraser 
Health, who contracts the Lookout Emergency 
Aid Society to operate the safer injection site 
(The Canadian Press, 2017, June 6).  

Insite’s Operation  

Insite is open 9:00am to 3:00am, seven days a 
week and around the clock on Wednesday 
through Friday the week social assistance 
cheques are distributed. It is known as the 
busiest SCS in the world (Vancouver Digital 
Studio, 2017). In 2016, 8040 individuals 
accessed services, and there were an average of 
514 injection room visits per day (Vancouver 
Costal Health, 2017).  

The key to Insite’s success is low-barrier access.  
Clients or service users are referred to as 
participants. They must be at least 19 years of 
age and give a name (real or made up) at 
reception that they will use each time they visit.  
Clients are not interviewed or asked about their 
HIV status, involvement in sex work, or risk 
behaviours. If it is their first visit, however, staff 
will speak with them about Insite’s services and 
inquire about any needs they may have 
(Lightfoot et al., 2009). 

While Insite is staffed by nurses, community 
workers and peer workers make up the majority 
of the staff (Vancouver Digital Studio, 2017).  
When clients enter the injection room, they let 
the health care team know what pre-obtained 
drugs they are planning to inject. They then 
wash their hands at one of the sinks, pick up a 
disposal tray of varied sterile injection 
equipment, and choose one of twelve, stainless 
steel injection booths (Lightfoot et al., 2009 ).  

Vancouver Costal Health. (2017). Insite.  Retrieved from 
http://www.vch.ca/public-health/harm-
reduction/supervised-injection-sites 

Lupick, T. (2017, June 6) Retrieved from.  
http://www.straight.com/news/920736/bcs-second-low-barrier-
supervised-injection-site-safe-point-opens-week-surrey 

Ghoussoub, M. (2017, June 8). Retrieved from 
http://www.cbc.ca/news/canada/british-columbia/surrey-s-first-
supervised-injection-site-experiences-steady-first-day-1.4152878 

http://www.vch.ca/locations-services/result?res_id=964
http://www.straight.com/news/920736/bcs-second-low-barrier-supervised-injection-site-safe-point-opens-week-surrey
http://www.straight.com/news/920736/bcs-second-low-barrier-supervised-injection-site-safe-point-opens-week-surrey


TOWARD A PROVINCIAL MODEL FOR NDD & SCS 

   29 

Clients spend about 25 mins in the injection room and the staff team, headed by a nurse, is available if 
anything goes wrong, overdose occurs, or if clients have questions or need information on safer 
injection practices (Vancouver Costal Health, 2017).   

The central location of the nursing station and the well-lit mirrored booths allows clients to see what 
they are doing and to see what is going on behind them without having to turn around, while allowing 
the health care team to monitor many clients at once for signs of trouble or overdose (Lightfoot et al., 
2009).  An adjoining treatment room is available for one-on-one consultations with the nurse, or 
counseling if requested and then clients move to the chill out lounge where they can relax, have a 
coffee, make a phone call, or seek treatment options if they so choose (Vancouver Digital Studio, 2017).  

Low-barrier access facilitates the building of relationships and trust between clients and health care 
providers. Clients decide what they are willing to share. After a number of visits, and the establishment 
of trust, clients may seek other services (e.g., wound care, immunization, detox, counseling and other 
addiction recovery services).  If clients choose to go into treatment for addiction, they go next door to 
Onsite, a wraparound facility that offers detox, transitional housing and a full range of allopathic 
services (e.g., mental health, counsellors, nurses and doctors) and complementary therapies (e.g., 
acupuncture, yoga, art therapy, music therapy, mindfulness training, talking circles, life skills, etc.) to 
assist them in the healing process (PHS Community Service Society, 2017). 

SafePoint’s Operation  

SafePoint is modeled after and operates similarly to Insite, although considerably smaller with seven 
injection booths and no adjacent treatment rooms. It also operates 18 hours/day, but its hours are from 
7:00am to 1:00am.  Upon registration, clients sign a waiver, are read the code of conduct, and give a 
name that they use every time they visit.  Safe Point is staffed by a minimum of four workers, consisting 
of nurses from Fraser Health and harm reduction staff from the Lookout Emergency Aid Society, who 
are all trained in overdose response and CPR and have built relationships with the service user 
population.  

As with Insite, SafePoint is strategically located in a hotspot, a high traffic area of drug use and close to 
a myriad of other services for PWUD and other marginalized populations (e.g., shelters, street 
outreach, food banks, 24-hour drop-in centre, needle exchange, community health centre, OAT clinic).  

SafePoint is also situated in close proximity to an RCMP detachment. While this could be a potential 
barrier, law enforcement partners have provided assurance them that they will not interfere with clients 
coming to SafePoint for care, and will concentrate their efforts on organized crime and individuals 
dealing large quantities of drugs (Reid, 2017, June 6). While it is too early to know if proximity to the 
new detachment will actually pose a significant barrier to SafePoint, Surrey’s experience with its 
unsanctioned overdose prevention site indicates otherwise. Also nearby the RCMP, the OPS was 
receiving more than 500 visits a week (Canadian Press, 2017, June 6). Proximity to a supportive police 
detachment that does not criminalize PWUD for accessing NDD services may actually be advantageous 
for building trust and reducing stigma.  

Linking Clients to Prescription Heroin and Hydromorphone  

While beyond the scope of this report, it is worth noting that both Insite and SafePoint support 
programs focused on the provision of prescription hydromorphone and/or heroin by linking and 
referring clients to nearby clinics. This form of treatment has been available in Europe for decades and 
is prescribed to treat long-time addictions where people have repeatedly failed with more traditional 
treatments such as methadone or Suboxone. Like Insite, SafePoint’s proximity to the adjacent clinic 
means that clients can be referred immediately and be accompanied to the clinic by SCS staff (Lupick, 
2017).     

http://news.fraserhealth.ca/News/June-2017/two-supervised-consumption-sites-surrey.aspx
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5.6 SCS Integrated Models 

5.6.1 Overview  

Integrated facilities are the most common type of SCS around the world, are smaller than stand-alone 
fixed sites, and tend to be most appropriate in settings where the local PWUD population is dispersed 
(BCCSU, 2017). In this model of delivery, SCS services are provided within larger facilities that offer a 
variety of services for people who inject drugs or are otherwise marginalized. Clients who access 
integrated SCS facilities are able to access comprehensive health and medical care, as well as social 
services, comprising a “one-stop-shop” for harm reduction and related health care services.  In an 
integrated model, the SCS is one service among several different interconnected services to meet the 
needs of street-involved PWUD (see Ancillary Services for further discussion of the range of related 
services that could be offered). In terms of staffing, integrated facilities tend to be run by 
interdisciplinary teams of health and social service providers.    

According to the BCCSU (2017), the benefit of an integrated model of SCS is that clients are able to 
access a variety of services without having to leave the facility. This helps to: reduce barriers in access 
to care, decrease loss to care, and facilitate continuity of care. This is particularly advantageous when a 
SCS is integrated with a facility that clients already trust and feel is safe. In short, the provision of wrap-
around care for PWUD facing complex health and social challenges is facilitated by an integrated SCS.    

In terms of physical layout, an integrated SCS is usually located in a dedicated area of the shared 
facility, with access limited to clients who have been appropriately screened for eligibility. The SCS 
guideline document (BCCSU, 2017) advises that it is important to clearly differentiate spaces within the 
facility where the consumption of drugs is permitted and where it is not. Clients who are not at the 
facility to use SCS services must be able to easily avoid these areas. Given the nature of integrated 
models, some clients may be in recovery or trying to reduce their use of drugs.  

5.6.2 The Dr. Peter Centre  

The Dr. Peter Centre (DPC) in Vancouver is Canada’s first 
integrated SCS. Operated by the Dr. Peter AIDS Foundation, 
the DPC specializes in services for people who are living with 
HIV and experiencing a range of complex health and social 
problems, including poor mental health, trauma, poverty, 
homelessness, HCV, and substance use. The DPC serves 
approximately 400 individuals annually and has three main 
programs: (1) A day health program; (2) A 24-hour licensed 
nursing care residence, providing acute through to palliative 
care; and (3) A supportive housing program.  

While the DPC has been providing harm reduction education 
and supplies since its inception (1997), it began integrating 
SCS into its nursing care residence and day health program in 
2002.PWUD must be accepted into one of these two 
programs to use the SCS services at the DPC. For people in 
the day program, injections are supervised by registered 
nurses in a room dedicated to SCS; for people in 24-hour 
care, SCS is provided in the residents’ private rooms. Roughly 
20% of the clients use the SCS, totalling approximately 2500 
injections annually (BCCSU, 2017).  

Drews, K. (2014, February 13). Retrieved from 
http://globalnews.ca/ news/ 1149424/west-end-medical-
centre-performing-supervised-injections-wants-exemption/ 
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The day program operates daily from 9 am to 3 pm. It supports people living with HIV with their daily 
medications – including antiretrovirals and opioid agonists – and offers a range of holistic programs, 
such as counseling, art and music therapy, as well as practical services, such as access to laundry, meals, 
phones, and computers. Adjacent to the nursing area, the SCS room is equipped with three injection 
stations, sterile injection equipment, seating for a nurse, and an emergency bell.  

5.6.3 Canada’s Most Recently Approved SCSs 

Many of the SCS sites that opened in Canada in the summer of 2017 are integrated models, including 
the Quibble Creek Sobering and Assessment Centre in Surrey, Lookout Society – Powell Street 
Getaway in Vancouver, The Works interim site in Toronto, as well CACTUS and Dopamine in Montreal.  
There are also several integrated sites that have recently received exemptions from Health Canada but 
are not yet operating — e.g. Vancouver’s Pandora Community Health and Wellness Centre; Ottawa’s   
Sandy Hill Community Health Centre; and Toronto’s Parkdale Queen West and South Riverdale 
Community Health Centres.  

There is evidence indicating that SCSs can have a positive impact on NDD programs, suggesting that 
the two services may benefit from sharing space or being located in close proximity to one another. A 
2014 Danish study, for example, found that once a SCS was established in Copenhagen, service users 
reported a significant increase in the return of used syringes to the needle exchange or safer injection 
site and a significant decrease in dangerous needle disposal practices (Kinnard et al., 2014). This finding 
is especially promising for several of the recently approved SCS sites which are integrated with existing 
NDD programs (e.g. The Works, CACTUS, Sandy Hill Community Health Centre – CHC). 

The proposed model for integrating a SCS into the Oasis Program at the Sandy Hill CHC is outlined 
herein as an example quite different from Insite and SafePoint, and to illustrate the types of 
considerations that may arise in the planning stages of a SCS. The Oasis Program offers a range of 
services for PWUD living with or at risk of HIV and hepatitis C – e.g., primary health care, health 
promotion, testing for STBBIs, NDD, Housing First, substance use and mental health counseling/ 
treatment. Based on the proposal, the SCS at the Oasis Program will operate from 8 am to 8 pm, 7 days 
a week and include an injection room with 5-6 private stations, accommodating between 80-150 
injections a day. In contrast to the low-barrier intake process at Insite and SafePoint, it is proposed that 
needle exchange staff screen for eligibility, and that a nurse do an assessment of health needs and risk 
of overdose at pre- and post-injection (Sandy Hill CHC, 2016, September).  

While the program has yet to open, concerns arose during the community consultation process that clients 
accessing the Oasis Program for MMT could be triggered by sharing common space with clients who are 
still actively using and accessing the Oasis Program for the safer injection room. The concern of mixing 
people who are on treatment and those who are actively using has also been expressed in the report for the 
proposed SCS service in Ireland (Ana Liffey Drug Project, 2017, January 20). Nonetheless, people on 
methadone and other treatments are at high risk for overdose in the first 4-6 weeks as they wean 
themselves off opioids and onto methadone and need to have the opportunity to inject in a safe place.  

There was also concern expressed about people accessing the Oasis Program who inject drugs in high 
risk areas like the neck and groin, or need other people to inject them. According to the BCCCU (2017), 
however, since the goals of SCS are to prevent overdoses and to promote safer injecting practices, 
people who are injecting into high risk areas need care. Due to prolonged drug use, veins in the neck 
and groin may be the only veins available to them and many female injectors need assistance with 
injecting. These practices heighten the risk for infection, injury and overdose and these individuals need 
to have access to supervised injection services, rather than injecting at home, in a public bathroom or 
on the street. The Sandy Hill CHC has indicated that, once the SCS is operational, it will be conducting a 
trauma-informed assessment of the centre’s common areas and practices to determine any changes 
that need to be made.    
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5.7 SCS Embedded Models 

5.7.1 Overview  

The embedded SCS model refers to programs that are situated in facilities, such as acute care settings 
and supportive housing environments, which traditionally do not allow illicit drug use – e.g., emergency 
departments, community health clinics, shelters. These settings are well suited as SCSs because they 
are commonly accessed by PWUD, yet are not easily identified as such, thereby reducing the stigma 
with entering a stand-alone harm reduction facility. The embedded model is most appropriate in 
facilities where, despite abstinence-based policies, drug use is occurring on site (BCCSU, 2017). 

SCSs located within supportive housing environments (e.g., overnight shelters or longer-term 
residential care) tend to be similar to integrated facilities, in that they provide a multitude of low-
threshold services for marginalized and unstably housed individuals who may or may not use drugs. 
Similar to integrated SCSs, it is important that embedded SCSs are clearly separated from the other 
programs and services and establish eligibility and criteria for SCS access (BCCSU, 2017) 

One option for embedded SCSs is hospitals or other large health care facilities. Because hospitals 
generally operate under an abstinence-based policy, PWUD needing these services are compelled to 
avoid hospitals together, leave against medical advice, or engage in the very risky practice of using 
alone in a locked washroom (McNeil et al., 2014; cited in BCCSU, 2017). Research has shown that many 
PWUD are willing to access a SCS in a hospital (Ti et al., 2015).12  Providing SCS services within acute 
care settings that embrace a harm reduction approach has the potential to remove barriers for PWUD 
who require acute care, and to reduce stigma associated with accessing facilities that are dedicated to 
street-involved populations of PWUD.  

5.7.2 A Few Examples from Europe 

The first known embedded SCS to operate in a hospital is at the Lariboisière Hospital in Paris, which 
opened in October 2016 in an effort to reduce the high rates of drug-related crime at the neighbouring 
train station. The SCS is located within the hospital but has a separate entrance. With the ability to 
accommodate up to 400 clients per day, it consists of a waiting room, a consumption room, and a resting 
area (UNAIDS, 2016). Led by a team of doctors, nurses, social workers, and security personnel, there are 
12 spaces for injection and an inhalation room. While the hospital setting may not be as low-barrier as 
community settings, it may be useful for clients who do not identify with the marginalized and/or street 
involved population. A small space in a local hospital with two staff may be all that is required (Fox, 2016).   

Two other examples of embedded SCSs in Europe are the Eastside Facility (Germany) and Abrigado 
(Luxembourg), both incorporated into housing environments. The Eastside, located in Frankfurt, 
opened in the early 1990s as the first SCS in the city, and became the largest rehabilitation centre and 
support program hub for PWUD in Europe. It offers injection spaces, beds for 80-100 PWUD, medical 
care, opioid agonist treatment, counseling, a café, needle distribution, laundry and showers.  The 
residents of the facility are tasked to maintain the facility’s premises, including the garden. The facility 
also offers a work and training program, where clients learn skills and apply them to participate in the 
community. For example, it offers a workshop where clients can learn carpentry and then help restore 
and replace park benches in Frankfurt (Duff, 2016).  

Luxembourg’s “Abrigado” is a low-threshold centre that offers seven injection spaces, 42 beds, a 
nursery, and a drop-in centre with primary care. The facility also offers HIV and viral HCV testing, as 
well as needle distribution programs and harm reduction counseling. The facility sees an average of 96 
PWUD per day, and is staffed by an interdisciplinary team, consisting of medical staff, psychologists, 
social workers and educators (Schatz and Nougier, 2012). 

                                                                    
12 This finding was corroborated by some of the PWUD consulted for this project. 
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5.8 SCS Mobile Outreach Models 

Less common than fixed sites, mobile outreach models are well-suited for contexts in which there is no 
centralized or clustered local drug scene, but rather, PWUD are dispersed across a large geographical 
area. Mobile SCSs can also be used as a complementary mode of outreach for larger fixed SCS 
programs – stand-alone, integrated, or embedded facilities – that are out of reach for some PWUD 
(BCCSU, 2017). Mobile SCSs are delivered through modified vans, motorhomes, or buses that contain 
injection booths or rooms that can move between locations where public drug consumption is known to 
occur. In some jurisdictions it has been found that local stakeholders, such as police, policy makers, and 
neighbourhood business associations, find mobile facilities more socially acceptable than a fixed site. 
Known models operate out of Barcelona (Spain), Berlin (Germany), Copenhagen (Denmark), and 
recently in Montreal.

There are a few drawbacks of mobile SCS 
facilities, in comparison to fixed sites:  

 Given their smaller capacity, they are 
typically not able to serve as many clients 
each day.  

 Because they tend to move from location to 
location, they are not well-suited to PWUD 
who inject multiple times per day.  

 They can require similar levels of staffing as 
larger fixed-site facilities, thereby resulting in 
higher cost per client than fixed-sites (Dietz 
et al., 2012, as cited in BCCSU, 2017, p.15).  

Mobile outreach models are gaining in 
popularity in Canada, with Montreal opening its 
first safe injection site and two-booth mobile 
outreach unit in June 2017. In addition to 
working well where the PWUD population is 
spread out, they are useful in the context of 
frequently shifting public drug scenes or 
hotspots, and when police, policy makers and 
other stakeholders are opposed to having fixed 
sites in their communities (Kerr, Mitra, 
Kennedy & McNeil, 2017). The Interior Health 
Authority in BC, for instance is moving to a 
mobile model for the municipalities of Kelowna 
and Kamloops, as community stakeholders 
appear to have impeded the process to have a 
fixed site (Kerr, et al 2017; Global Platform for 
Drug Consumption Rooms, 2017, January 16).   

Mobile units can take the form of remodeled or 
modified vans or buses. In Copenhagen, the 
Mobil Fixerum is a remodeled ambulance. 
While mobile outreach units usually 
complement a fixed site, the Mobil Fixerum 
operated independently as an NGO until a fixed 
SCS was established (Kinnard, et al., 2014). 

Mobil Fixerum. (2017). Mobil injection-room + first-aid 
service for the drug users of Vesterbro. Retrieved from 
http://fixerum.dk/mobile-injection-room-first-aid-service-
drug-users-vesterbro 

Fixelancen. Denmark’s first mobile injection room 
https://www.tv2lorry.dk/files/styles/16_9_huge/public/m
edia/2014/37/8231.jpg?itok=2uDltJUH  

Kassam, A. (2017, June 19). Retrieved from 
https://www.theguardian.com/world/2017/jun/19/montreal-
mobile-supervised-injection-clinic-north-america 

https://www.santemontreal.qc.ca/en/public/support-and-services/service-dinjection-supervisee/
https://www.youtube.com/channel/UCguvi6RcfB85G8eOY2xzPfQ
https://www.youtube.com/channel/UCguvi6RcfB85G8eOY2xzPfQ
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5.9 SCS Feasibility and Acceptability for Nova Scotia 

The information for this section comes from the consultations (interviews and focus groups) with policy 
makers, service providers, and PWUD.    

5.9.1 Vast Majority Supportive of SCS for Nova Scotia 

While there are currently no SCS facilities available in Nova Scotia, all respondents were familiar with 
Insite, Vancouver’s fixed stand-alone SCS. The vast majority of respondents (all but two) were highly 
supportive of introducing SCSs to Nova Scotia and see them playing an essential role in helping PWUD 
who are at highest risk of overdose.  As noted by several participants, SCSs can also send the message 
to community members – both PWUD and the general public– that multiple steps are being taken to 
address drug use issues. Some service providers and policy makers noted that SCSs would be a valuable 
addition to the harm reduction continuum in Nova Scotia, but did not feel that a stand-alone fixed site 
model like Insite would be appropriate for our province due to the low population and lack of large 
concentrated drug scenes. 

PWUD also referred to Insite’s model and strongly supported the idea of a place where people can use 
drugs in a safe environment, where they feel comfortable, are not judged, and someone is there if they 
overdose. Using alone is particularly high risk for fatally overdosing. As stated by one participant who 
has overdosed, “an addict alone is in bad company…   a SCS would have been a safe place for me to go.”  

All seven of the PWUD stated that they would use a SCS if it was available to them. Reasons for using a 
SCS varied. Beyond the added safety in case of overdose, and the decreased potential for violence and 
fights, PWUD also noted the value in the human connection provided by a SCS to caring professionals 
and peers.  

PWUD explained that they have injected in public washrooms and on the street and/or that other 
people injected for them. Some inject alone in their homes. Two mothers who are addicted to opioids 
living in a smaller centre commented that a SCS, particularly one located within a health facility such as 
the local hospital, would be a way for them to keep their injection practices away from home where 
they have teenaged children. These respondents remarked that having a SCS would mean getting 
drugs out of their houses and away from their children and provide a safer environment for drug use.   

Most respondents felt that SCSs can play a role in the community by filling gaps in care and saving lives. 
While they also see addressing inadequate access to treatment (due to waitlists and lack of options) as 
a priority, they pointed out that SCSs could, in the meantime, help to provide primary health care 
services to keep PWUD healthy. SCSs are seen to save lives by treating overdoses and linking PWUD to 
opioid substitution therapy. They can also decrease health complications experienced by PWUD by 
preventing and treating abscesses, testing for HIV and HCV, and preventing major infections such as 
endocarditis. Based on the example of Insite, they commented that SCSs can also provide primary 
health care, supportive services like income and housing assistance, connections with peers, and 
connections to detox and treatment services.  

It was noted that, for certain populations, SCSs could have the unintended consequence of bringing 
drug use that happens more privately into the open, thereby exposing PWUD to stigma and 
discrimination within their communities. For example, a respondent talked about a First Nations 
community where the “SCS” is in someone’s basement where people gather to use drugs. Introducing a 
SCS in a First Nations community would be a complex endeavour, as approval would be required from 
Chief and Council, and keeping SCS services discrete (even through mobile units) could be difficult.  

Participants underscored the health promotion, disease prevention, and overdose reversal benefits of 
SCSs, noting that they can prevent fatal overdoses, HIV, HCV, abscesses, other soft tissue infections, 
and endocarditis. In addition, SCSs could allow for PWUD to connect to other important health and 
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social services. Many noted that SCSs have been shown to save people’s lives. One respondent stated 
that while SCSs may not have the prevention of HIV, HCV and other related harms as a primary 
purpose, they do facilitate access to treatment for addiction and co-morbidities. Respondents also 
pointed out that SCSs can situate the issue of drug addiction within the context of public health, by 
“taking it out of the shadows” and showing that people can be helped.  

A few respondents stated that the most important benefit of SCSs is the connections PWUD can make 
and the potential to begin a dialogue with somebody.  As summarized by one service provider, the 
overarching benefit to any harm reduction service is that it offers connections — “Connection is about 
engagement. With engagement, sometimes people see a different path… People are sorely lacking 
connections.” 

 

Summary of Respondents’ Reasons for Supporting the Introduction of SCS to Nova Scotia 

 Saving lives – play an essential role in helping PWUD who are at highest risk of overdose 

 Sends message of hope  

 A place where people can use drugs in a safe and comfortable, non-judgmental environment 

 Someone is there with naloxone if they overdose 

 Gets drugs out of houses and away from children 

 Filling gaps in care and saving lives 

 A link to primary health care 

 Treating overdoses and linking PWUD to opioid substitution therapy 

 Decreasing health complications (e.g. preventing and treating abscesses, testing for HIV and HCV, and 
preventing major infections such as endocarditis) 

 Linkage to supportive services like income and housing assistance 

 Linkage to detox and treatment services 

 Provides connections with peers  

 Overall health promotion and disease prevention 

 Takes drug use “out of the shadows” and show that people can be helped 

 Facilitates connections for PWUD and the potential to begin a dialogue toward a different path 

  

5.9.2 Minority Not Supportive (or Unsure) of SCS for Nova Scotia 

Three respondents indicated that they did not think that a SCS would address the opioid crisis in Nova 
Scotia and did not support resources being put into a SCS. More specifically, two respondents 
perceived SCSs as “giving up” on PWUD being able to address their addiction, and strongly felt that 
resources should instead be invested in the prevention and treatment of addiction. Another respondent 
felt that until the waitlist for addiction treatment is eliminated, SCSs take lower priority. SCCs have 
great potential for linking clients to detox and addiction services, this respondent explained. A 
bottleneck in those services would mean that a SCS could not operate to its potential as a fully 
integrated component of the harm reduction continuum.  

Some respondents were uncertain if SCSs have a role to play in Nova Scotia until we have more 
detailed data about which drugs are being used, and the number of PWUD who would use a SCS. They 
also mentioned gaps in information about how SCSs would work across the urban/rural divide, as well 
as the need to ask a broad range of PWUD if SCSs have a role in the community or their region, and 
whether or not they have any interest in coming to and using SCSs.   
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5.9.3 Key Features of SCSs 

To be successful, respondents envisioned the following as key features of potential SCSs in Nova 
Scotia:  

 a safe, clean environment 

 strong peer presence and people with lived experience who can build relationships with clients 

 “a sterile environment without a sterile approach” 

 links to primary health care services 

 links to other services such as housing and employment supports and food security 

 strong community support and buy-in 

 strong mechanism to link people to care 

 a facility that is accessible, well-located, and discrete 

 staffed by health and social service professionals and peers who are trustworthy, reliable, 
accepting, compassionate and respectful, who do not stigmatize 

 strong measures to ensure privacy and confidentiality 

 all the equipment necessary to consume (snort, smoke, inhale, ingest, inject) safely 

 naloxone on hand 

 hours of operation based on times of greatest need, or ideally open 24 hours per day, 7 days per week 

 located close to ambulance access 

 personnel are trained to provide navigation to treatment but do not coerce people into treatment 

 on-site drug checking13 for contaminants and adulterants (e.g., Fentanyl) 

 prescription of opioid replacements 

Several respondents noted the valuable opportunity presented by SCSs to engage PWUD in care, 
conduct health status testing, give people a sense of community, provide space for people who are at 
risk of overdose or need education on how to inject, and give immediate primary health care.  

5.9.4 Prescription of Opioid Replacements 

Many respondents pointed to the risk of toxic street drug supplies — e.g. “As wonderful as a SCS can be, 
people will still ultimately be using drugs that they’ve bought on the streets.” They discussed the 
importance of integrating prescribed replacement opioids, such as methadone, Suboxone, morphine, 
medical heroin, or hydromorphone. Several respondents suggested that SCSs are an ideal setting for 
transitioning PWUD away from a street supply of drugs to a medical supply, and the health system 
should provide PWUD with a safe supply of their drug. PWUD also expressed the need for reliable 
access to predictable drugs which would help them manage their chronic pain better. They noted that 
as more health professionals cut back on prescribing opioids, the more dangerous it becomes for PWUD. 

5.9.5 Staffing and Location of Fixed-Site SCSs 

Respondents discussed the importance of SCSs that are both peer-driven and at least partly run by 
peers. PWUD supported this idea and wanted people who worked at SCSs to have experience with drug 
use, on the condition that it does not trigger peer workers to relapse in their own recovery. PWUD and 
other respondents suggested that nurses or physicians who have experience working on drug use issues 
and knowledge about overdoses should also staff SCSs. Additionally, PWUD mentioned the importance 
of having mental health counsellors in SCSs.  

                                                                    
13 There is an excellent guide created by ANKORS (based in Nelson BC) regarding drug testing best practices.  
Sage C & Michelow W (2016). Drug checking at music festivals: A how-to guide  

http://michelow.ca/doc/drug-checking-guide-online-v1.pdf
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PWUD and other respondents emphasized the importance of SCSs that are safe, positive, and provide a 
sense of community where PWUD are not judged and are treated with respect. Many PWUD desire a 
location that is central, downtown, and easy to walk to. Respondents talked about the importance of 
having a SCS in a place where a variety of users would be willing to access services. Suggestions 
included being connected to food banks, the Salvation Army, or existing, established harm reduction 
programs such as Mainline and the Ally Centre that PWUD trust and are already comfortable and 
familiar with. One respondent discussed locating the SCS “outside the hood” instead of in an area 
already populated with harm reduction/NDD services because, while this would attract a lot of people, 
it could have a “ghettoizing” impact as well.  

Some PWUD and several policy makers were interested in attaching a SCS to a medical facility. They 
reasoned that medical facilities are accessible and that linking a SCS to the health system would lend 
legitimacy to the service and make it more acceptable to the public. They also thought there would be 
less backlash than if the SCS was located next to businesses where people may congregate, and that 
medical facilities are already set up and equipped. Some PWUD liked the idea of a SCS attached to a 
hospital but had concerns about how far out of the way that may be, and the discomfort with using 
mainstream medical services. It was also noted that having a SCS embedded within a large medical 
facility would provide a sense of privacy, as it is not possible to discern what particular medical service 
people are entering the building to access. Regardless of what the SCS is attached to, respondents 
agreed that decision makers/service providers should work with the clients in those communities, and 
survey them to find out the best location for everybody.   

5.9.6 Mobile SCS  

Respondents had mixed opinions about fixed versus mobile SCSs. One respondent felt that a fixed site 
was better than a mobile one because it looked more professional and made a statement about the 
SCS’s place in the community: “it creates a sense of place, rather than a sense of transience”. In addition, 
a fixed site allows PWUD to use the facility multiple times in a day versus a mobile van that may only 
drop by once or twice a day. Another respondent pointed out that having a mobile SCS creates an 
image of something that comes in and out of the community instead of staying there, with no chance 
to develop human connections.  

Reasons given by respondents in favour of mobile sites included: Increased access to rural areas; 
meeting the needs of diverse communities; giving a sense of comfort, security, and anonymity; offering 
the service when there is greatest need instead of only during fixed hours; and greater flexibility. One 
key informant pointed to the gentrification of North End Halifax, and that many low-income people can 
no longer afford to live in the area.  With many moving to Dartmouth, this has resulted in a much more 
dispersed PWUD population, which could benefit from a mobile service.  

Many PWUD appreciated the value of mobile sites but worried that mobile vans would not be discrete 
enough and suggested, for anonymity and confidentiality, that vans not be labelled externally. One 
PWUD talked about the pressure mobile SCSs could take off of local service providers and the ability of 
these units to meet the needs of communities without PWUD having to travel long distances. A fixed 
site is more limited in the geographic area it can serve. Given that many service providers like Mainline 
have developed outreach services for NDD, SCSs may be better off looking at where street-based drug 
use is happening, where PWUD naturally congregate and ask, how do we bring a program to them, 
versus a program that they have to get to? 
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5.9.7 Community Benefits 

Public health and community respondents noted many benefits of SCSs, including:  

 provide PWUD with a supportive and sterile place to use drugs around people they trust, and 
reduce the chances of fatal overdose 

 develop trusting relationships with service providers, so that individuals—once they are ready—can 
get the help they need (e.g., housing and income assistance) and generally embarking on a path 
towards better health and social inclusion 

 decrease sharing of injection equipment and transmission of blood-borne pathogens 

 give PWUD the option of getting off the street and into a safe place to use and avoid conflict with 
law enforcement 

 increase community safety, being “good for optics” and “cleaning the community up” by reducing 
public injecting and disposal of needles in public spaces such as streets and alleys  

 create meaningful partnerships among various CBOs and strengthen their connections with PWUD 
populations.  

Respondents noted that because there are waitlists and not enough treatment spots to offer those who 
are ready to address their addiction, SCSs can provide important resources for PWUD to build better 
quality of life, stay alive and healthy, and build connections and engagement that may eventually lead 
to treatment. They noted that, similar to the NDD programs currently offered by CBOs, SCSs provide a 
way for service providers and peers to “keep an eye on people,” particularly those who are homeless or 
more likely to inject in isolation.  

5.9.8 Public Perception 

SCSs can promote understanding in the general population about the value of a harm reduction 
approach to drug use and addiction issues, helping to keep PWUD safe despite experiencing a serious 
health challenge, while also keeping drug use out of public areas. Because SCSs are controlled and 
contained, “addressing the plight PWUD are in,” they may help create empathy towards, and reduce 
stigmatization of, PWUD. By supporting SCSs, community members are contributing to solutions, even 
if in a very passive way.  

Multiple respondents agreed that to be most acceptable to the general public, a SCS must be discrete 
and well-organized. They also noted that the public may view SCSs more positively if they are 
incorporated into existing services or attached to a medical facility, implicitly legitimizing the services 
as part of the health system. To increase public approval, respondents suggested that images 
presented to the public of SCSs demonstrate a clean, professional facility that looks very clinical and 
similar to a medical clinic. PWUD suggested that having health professionals working there would 
increase legitimacy and acceptability of SCSs.  On the other hand, some respondents noted that the 
general public can be very conservative and want the SCS tucked away unseen and unheard.  

PWUD and respondents also stressed the importance of educating the general public and forcing 
people to “face the facts” regarding the opioid crisis in NS. They suggested that greater community 
buy-in could be created if law enforcement, justice, and public health had common messages about 
why SCSs are good for communities and why harm reduction works for keeping dirty needles off the 
streets.  
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5.9.9 Key Partners 

Respondents listed the following people and organizations that they would like to see involved in 
planning and operating SCSs in Nova Scotia: 

 PWUD, both current users, as well as former and recovering 

 organizations that work with PWUD populations (e.g., Mainline, NHCS, Ally Centre, Direction 180, 
MOSH) 

 local law enforcement authorities 

 allied health and social service providers, including community-based and governmental 

 NS Advisory Commission on AIDS 

 policy makers in health, justice and law enforcement, community and social services, education 

 local community residents who want to be engaged in finding solutions 

 faith-based organizations 

Several respondents suggested that the NSHA and DHW should provide leadership, support and 
coordination while also bringing in a diverse and broad group of stakeholders such as those listed 
above. One respondent was hesitant about having the government involved beyond providing funding 
and had concerns about them dictating programming and imposing policies. Another respondent noted 
that regional representatives of the federal government (Health Canada and the Public Health Agency 
of Canada) need to be involved in sanctioning the SCSs. 

5.9.10 Ancillary Services  

Listed below are the numerous programs and services that respondents felt should be connected to the 
SCSs in order to ensure their effectiveness, supplemented with the Ancillary Services listed in the 
document titled, Supervised Consumption Services Operation Guidance (BCCSU, 2017):  

 

Ancillary Services Identified by Respondents 

Services related to 
addictions 

distribution of safe injection supplies, and other drug paraphernalia, and disposal 
services; rapid access to evidence-based opioid addiction treatment (MMT or 
Suboxone); community detox (i.e., medically managed withdrawal management); 
peer support; harm reduction education; Naloxone provision and training; and timely 
access to addiction and mental health counselors and therapists 

Primary health services wound care, vein care, abscess management; dental care; testing for HIV, HCV and 
other sexually transmitted and blood-borne infections; immunizations; access to 
health system navigators; well-women clinics and pregnancy screening; health 
education; chronic illness management; mental health care; psychosocial treatment 
interventions (i.e., cognitive behavioural therapy); sexual health education 

Community and social 
services  

access to low-threshold, safe, affordable housing under the Housing First model; 
peer support; food banks; employment programs; access to Department of 
Community Services income support; nutrition programs; laundry facilities; 
counsellors/social workers; and shuttle services to improve access to health and other 
services 

Other supports and 
programs  

Meals, snacks, coffee/tea; education and skills building opportunities; possibility to 
use phone/Internet; shower, laundry; GED testing; lockers, postal addresses; access 
to community college or vocational school; recreational activities; and for people 
involved in sex work, access to legal advice. 
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Many respondents felt that providing a wide range of programs and services in connection to the SCS 
will help PWUD stabilize their lives and enable them to benefit from SCSs more effectively. The more 
services PWUD access, the more likely they are to develop relationships with service providers which 
may lead to readiness for treatment and eventual recovery. SCSs provide an important place where 
PWUD can develop connections with service providers, where they are treated with respect and dignity 
and there is potential for reducing stigma. Respondents repeatedly pointed out that services attached 
to SCSs must be supportive and non-judgmental. Offering a wide range of programs and services in 
conjunction with SCSs is a holistic approach advocated by multiple respondents. One suggested that a 
coordinated service such as a drop-in wellness centre would be ideal. This would comprise numerous 
services in one location that PWUD could access on a regular basis – a “one-stop shop model”. A 
respondent discussed the importance of linking health promotion and harm reduction approaches, and 
taking a systems approach. Another respondent noted that attention also needs to be paid to the use of 
drugs other than opioids, such as the snorting and injecting of Dexedrine, benzodiazepines and 
antidepressants.  

PWUD emphasized the importance of NDD services, confidential counseling, non-judgmental services, 
involving peers who have had similar experiences, and links to MH&A in order for SCSs to be effective. 
PWUD also talked about SCSs supplying prescription opioids (e.g., prescribed heroin and morphine) in 
set doses as maintenance for PWUD to live normal, productive lives. 
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6. Recommendations 

6.1 Key Principles 

Before presenting recommendations for improved NDD services and introduction of SCSs in Nova 
Scotia, we outline some key principles which have guided these recommendations. One can interpret 
the following as core essential elements, factors for success or prerequisites:    

1. People living with drug addiction – including both those in active drug use and those in recovery –
are the experts and the foundation for our response. Policies, programs and services need to be 
driven and led by community members with first-person experience. The capacity-building needs of 
PWUD so that they can actively participate, and acknowledgment of their contribution with 
financial remuneration must be considered.  

2. Nova Scotia needs a coordinated, integrated and multi-faceted approach to harm reduction 
services that spans the full range of effective services to keep PWUD healthy. This requires working 
through and with existing health system infrastructures while retaining and supporting the trusted 
position of community-based organizations. Harm reduction, mental health and addiction services 
must be coordinated within a systems perspective, based on a strong policy framework, rather than 
relying on piecemeal efforts based on the good will and charitable orientation of community 
members and organizations.  

3. Nova Scotians are entitled to equitable access to harm reduction services, wherever in the province 
they may reside. This implies addressing the issue on a province-wide basis, rather than putting the 
responsibility on smaller jurisdictions. 

4. The most appropriate array of harm reduction services, and how they are structured and delivered, 
will vary by location and by context (e.g., rural versus urban). This means that there must be 
flexibility within a model of harm reduction services that provides equitable access for all Nova 
Scotians. However, the delivery of harm reduction services must remain in the control of 
community based organizations. Organizations such as Mainline and the Ally Centre, for instance, 
have decades of expertise as service providers and it is essential that they maintain their autonomy 
in order to meet the needs of their clients.  

5. To be successful, we need meaningful, supportive and mutually respectful partnerships between 
community-based organizations, Nova Scotia Department of Health and Wellness, the Nova Scotia 
Health Authority, and the IWK. Vocal endorsement and public education around harm reduction 
approaches must come from public health leaders as well as leaders in the fields of justice and law 
enforcement. 

6. Rigorous ongoing research, evaluation and surveillance processes are essential for continuous 
learning, quality assurance, accountability and program improvement. With adequate resources 
and supports, NDD and SCS programs can integrate data collection and analysis functions 
seamlessly with service delivery, ensuring a constant feedback loop of assessment, 
implementation, and improvement.  

6. 
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6.2 General Recommendations 

Based on the document review, consultation findings and expert opinion, the following are 
recommendations for improvement of Nova Scotia’s NDD services, and introduction of SCSs. For the 
sake of clarity, the recommendations outlined in section 6.3 and 6.4 below discuss NDD and SCS 
separately. It is important to note, however, that these services should not be considered in isolation. 
They are complementary to one another, as well as to a much broader array of harm reduction and 
primary health care and ancillary services, including rapid access to addiction treatment.  

1. The NDD service models expertly tried, tested and delivered by the three CBOs (Mainline, Ally 
Centre, NHCS) are the trusted and credible foundation upon which NDD services must be expanded 
and enhanced, and upon which SCS programs can be built. 

2. An expert panel of PWUD and harm reduction experts in each location should be established and 
financially supported in order for people with lived experience to have meaningful input in planning, 
monitoring and improving NDD and SCS programs.  

3. Establish an implementation team that will be informed by the expert panel, and will be responsible 
for developing a concrete multi-year action plan for completion of the recommendations. The 
implementation team will clearly delineate budgets/funding levels, stakeholder roles and inputs, 
and establish a cooperative governance model that incorporates a broad range of perspectives:  
PWUD, CBOs and harm reduction experts, public health, mental health and addictions, primary 
health care, and the Department of Health and Wellness.  

4. While our mandate was to address preferred provincial models of NDD and SCS, we were cognizant 
that a community-based study co-led by Dr. Lois Jackson and Diane Bailey was also planned in 
Halifax and Sydney to understand the perceptions of PWUD and key local stakeholders concerning 
the implementation of additional harm reduction services, including NDD and SCS. Once 
completed, this research will be complementary to this report, and it should be taken into 
consideration for additional insight into the delivery of NDD and SCS in these two areas. 

6.3 Recommendations for Improving Nova Scotia’s Needle Distribution and 
Disposal Services  

1. As the cost-effective cornerstone of Nova Scotia’s NDD service (AIRN 2016), the existing CBOs 
(Mainline, Ally Centre, NHCS) delivering NDD services require sustainable operational funding at a 
level required to maintain and build on their successes toward an enhanced provincial NDD service.  

2. A province-wide “fan-out” model for NDD should be established. Building on the expertise and 
excellent work of these CBOs, NDD services could be greatly br0adened through satellite locations, 
better support of Natural Helpers to conduct NDD outreach, and enhanced mobile outreach. With 
core/operational sustainable funding and adequate access to the necessary NDD supplies, the CBOs 
could work with stakeholders and key partners to broaden the delivery of core services through 
their fixed sites and existing mobile outreach programs. Satellite sites would integrate and 
supplement specific services within existing organizations/locations, and peers (aka Natural 
Helpers) would supplement beyond the satellite sites. As deemed appropriate by local PWUD 
community members, NDD satellite locations should be established through a variety of partners 
(e.g., community-based organizations, pharmacies, health centres).   
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3. Novel approaches to NDD should be advanced, but barriers to implementation must be reconciled. 
Effective use of pharmacies requires that pharmacists meet the standards of services as set out in 
the College’s own Harm Reduction Policy, whereby PWUD are treated in a nonjudgmental manner 
with respect and compassion. Natural Helpers are an essential corps of experts who have been and 
can continue to be effectively mobilized to reach PWUD across the province, including individuals 
who are unwilling or unable to directly access the CBOs for NDD services. These Natural Helpers 
must be provided with fair financial compensation, in the form of honoraria, for their essential 
public health service.  

4. For too many years, it has been an unacceptable and inefficient practice to require the CBOs to 
seek unpredictable and insufficient grants on an annual basis in order to each separately purchase 
harm reduction supplies. As the CBOs are providing an essential public health service, with proven 
high quality of service to PWUD across the province, they should be provided with harm reduction 
supplies so that they can focus their efforts on service provision. The NSHA should support options 
to reduce pricing related to purchasing of harm reduction supplies, and explore measures such as 
bulk-purchasing and “warehousing” supplies for the CBOs to access free-of-charge as needed.  

5. The provision of NDD services should be constantly monitored against established best practices. In 
particular, the expansion of supplies to include the distribution of the full range of injection, 
smoking, and other harm reduction equipment should be a priority. 

6. Disposal services should be provided free of charge through all public health centres and hospitals. 
These bodies of the public health care system should be mandated to accept discarded injection 
equipment regardless of how that equipment was used or by whom. 

6.4 Recommendations for Establishing Safer Consumption Sites in Nova 
Scotia 

We recommend a phased approach for implementing SCS that includes the following steps. It should 
be noted that these steps are not necessarily mutually exclusive or sequential:  

1. An information gathering stage is recommended to review existing data – including available 
findings from the community-based harm reduction study currently underway in Halifax and 
Sydney – and determine any essential gaps in moving forward.  

a. CBOs and PWUD are the experts in determining what will work best for them and will be 
accepted by PWUD.  

b. Program planners have to establish a thorough understanding of the precise needs of PWUD 
including documentation on the magnitude of the problem in various regions, and the 
populations most affected using good surveillance systems. This information will provide 
important baseline data for monitoring and evaluation of the SCS outcomes, and will prioritize 
the locations where the need is greatest. 

c. There is considerable frustration and impatience with “yet another” consultation. There is 
widespread support for moving quickly to put into action what we already know, and to get 
ahead of the crisis, rather than waiting for it to get worse before we act. 

2. An engagement phase during which service providers connect with appropriate community-based 
partner organizations, as well as establish/develop relationships with municipal governments, town 
councils, NSHA, and MH&A partners is recommended. This phase will focus on securing the local as 
well as provincial-level commitment from key stakeholders who will be implicated in establishing, 
promoting, supporting and operating the SCSs.  

http://www.nspharmacists.ca/?page=policiesguide#policiesAccordion7452460975Collapser12
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3. A public messaging phase to build community understanding, support and buy-in for SCSs in Nova 
Scotia will be important. A comprehensive education and communications approach will aim to 
change the narrative around drug use in our communities, convey messages about the 
effectiveness of harm reduction initiatives, and share stories of people who are affected by drug use 
and how their lives are impacted. This phase will require strong direction, coordination, 
commitment and responsibility from both the grassroots community level as well as from the 
provincial level. While SCS services need to be organized and coordinated from the ground up, clear 
and vocal supportive messaging must come from provincial leaders. 

4. A planning phase will be required to formalize partnerships, establish infrastructures, develop 
detailed program plans, develop policy and procedures, develop budgets and surveillance / 
evaluation frameworks. 

5. An application should be made to Health Canada in fiscal year 2018-19 to establish two or three 
SCSs in diverse contexts/settings around Nova Scotia where there is greatest need with 
underserved populations of people who use drugs. Given the dynamic situation of drug use in the 
province, this number may change as the provincial context evolves. These SCSs will be staffed by 
current experts in harm reduction services and in working with PWUD. In order to achieve equity of 
services across NS, these three models are recommended. 

a. One integrated SCS in Halifax at the Mi'kmaw Native Friendship, to be staffed with additional 
resources by Direction 180 nurses, Mainline staff and peers.   

b. One mobile SCS that will circulate on a regular set route in the Cape Breton Regional 
Municipality, serving areas such as Sydney, New Waterford, Glace Bay, Sydney Mines, North 
Sydney. Additional resources will be provided to the Ally Centre for staff and peers. 

c. One embedded SCS located inside a health centre or local hospital in Amherst, Truro, or 
Shelburne. Although located inside these health facilities, they will be staffed by CBO workers 
and peers.   

6. Once approved by Health Canada, establish three SCSs, building in rigorous research and 
evaluation systems to understand who uses the SCS services, health and social outcomes of clients, 
and broader community outcomes.  

Acknowledging that different models of SCS will be appropriate for different PWUD, we will learn 
from the initial SCSs implemented through rigorous monitoring and evaluation, and scale up as 
appropriate and needed.   



TOWARD A PROVINCIAL MODEL FOR NDD & SCS 

   45 

 
 

7. References  
 

AIRN. (2016). Program Evaluation for Mainline Needle Exchange: Contributing to a Harm Reduction 
Landscape in Nova Scotia. Retrieved from http://www.airn.ca/uploads/8/6/1/4/86141358/ 
mainline_evaluation_report_final_2018.pdf 

AIRN. (2008). Harm Reduction Models – Cape Breton’s Natural Helper Needle Exchange Model. AIRN 
Newsletter, Issue #2. Retrieved from http://www.med.mun.ca/getattachment/a3618c62-b5ed-
4e3c-815f-3bc5f6f9273f/AIRN-Newsletter-2.aspx  

Ana Liffey Drug Project. (2017, January 20). Dublin Drug Policy Summit. Retrieved from 
http://www.salledeconsommation.fr/irish-literature.html 

BC Centre for Disease Control. (2017, September). Harm Reduction Supply Requisition Form. Retrieved 
from http://www.bccdc.ca/health-professionals/clinical-resources/harm-reduction 

BCCSU (British Columbia Centre on Substance Use). (2017, August). Supervised Consumption Services 
Operation Guidance. Retrieved from http://www.bccsu.ca/wp-content/uploads/2017/07/BC-SCS-
Operational-Guidance.pdf 

British Columbia Ministry of Health. (2012). Guidance Document - Supervised Injection Services.  
 Retrieved from http://www2.gov.bc.ca/assets/gov/health/managing-your-health/mental-health-
substance-use/guidance-document-for-sis-in-bc.pdf  

CCSA – Canadian Centre on Substance Abuse. (2004). Needle Exchange Programs (NEPs) FAQs. 
Retrieved from http://www.ccsa.ca/Resource%20Library/ccsa-010055-2004.pdf 

Canadian Drug Policy Coalition. (2017). Supervised Consumption Services. Retrieved from 
http://drugpolicy.ca/issues/harm-reduction/supervised-consumption-services/  

Centre for Addiction and Mental Health. (2002). CAMH and Harm Reduction: A Background Paper on 
its Meaning and Application for Substance Use Issues. Retrieved from 
http://www.camh.ca/en/hospital/about_camh/influencing_public_policy/public_policy_submissio
ns/harm_reduction/Pages/harmreductionbackground.aspx  

Department of Health and Wellness, Government of Nova Scotia (2017).  Nova Scotia’s Opioid Use and 
Overdose Framework. Retrieved from https://novascotia.ca/opioid/nova-scotia-opioid-use-and-
overdose-framework.pdf  

Dooley, J., Asbridge, M., Fraser, J., & Kirkland, S. (2012). Physicians’ attitudes towards office-based 
delivery of methadone maintenance therapy: results from a cross-sectional survey of Nova Scotia 
primary-care physicians. Harm reduction journal, 9(1), 20. 

Dr. Peter AIDS Foundation. (2017). Day health program. Retrieved from http://www.drpeter.org/dr-
peter-centre/programs-and-services/day-health-program/ 

EMCDDA (European Monitoring Centre for Drugs and Drug Addiction. (2017, June 6). Drug 
consumption rooms: an overview of provision and evidence.  Retrieved from 
http://www.emcdda.europa.eu/topics/pods/drug-consumption-rooms 

European Monitoring Centre for Drugs and Drug Addiction. (2017) Denmark County Drug Report 2017. 
Retrieved from http://www.emcdda.europa.eu/system/files/publications/4515/TD0416913ENN.pdf 

7. 

http://www.airn.ca/uploads/8/6/1/4/86141358/%20mainline_evaluation_report_final_2018.pdf
http://www.airn.ca/uploads/8/6/1/4/86141358/%20mainline_evaluation_report_final_2018.pdf
http://www.med.mun.ca/getattachment/a3618c62-b5ed-4e3c-815f-3bc5f6f9273f/AIRN-Newsletter-2.aspx
http://www.med.mun.ca/getattachment/a3618c62-b5ed-4e3c-815f-3bc5f6f9273f/AIRN-Newsletter-2.aspx
http://www.salledeconsommation.fr/irish-literature.html
http://www.bccsu.ca/wp-content/uploads/2017/07/BC-SCS-Operational-Guidance.pdf
http://www.bccsu.ca/wp-content/uploads/2017/07/BC-SCS-Operational-Guidance.pdf
http://www2.gov.bc.ca/assets/gov/health/managing-your-health/mental-health-substance-use/guidance-document-for-sis-in-bc.pdf
http://www2.gov.bc.ca/assets/gov/health/managing-your-health/mental-health-substance-use/guidance-document-for-sis-in-bc.pdf
http://www.ccsa.ca/Resource%20Library/ccsa-010055-2004.pdf
http://drugpolicy.ca/issues/harm-reduction/supervised-consumption-services/
http://www.camh.ca/en/hospital/about_camh/influencing_public_policy/public_policy_submissions/harm_reduction/Pages/harmreductionbackground.aspx
http://www.camh.ca/en/hospital/about_camh/influencing_public_policy/public_policy_submissions/harm_reduction/Pages/harmreductionbackground.aspx
https://novascotia.ca/opioid/nova-scotia-opioid-use-and-overdose-framework.pdf
https://novascotia.ca/opioid/nova-scotia-opioid-use-and-overdose-framework.pdf
http://www.drpeter.org/dr-peter-centre/programs-and-services/day-health-program/
http://www.drpeter.org/dr-peter-centre/programs-and-services/day-health-program/
http://www.emcdda.europa.eu/topics/pods/drug-consumption-rooms
http://www.emcdda.europa.eu/system/files/publications/4515/TD0416913ENN.pdf


TOWARD A PROVINCIAL MODEL FOR NDD & SCS 

   46 

European Monitoring Centre for Drugs and Drug Addiction. (2017) Drug treatment overview for 
Netherlands. Retrieved from http://www.emcdda.europa.eu/data/treatment-
overviews/Netherlands 

Global Platform for Drug Consumption Rooms. (2017, January 16). Interior Health Authority Mobile Drug 
Consumption Rooms Press Conference [Video File]. Retrieved from 
https://www.youtube.com/watch?v=vEfhO7ttDJw&list=PLhKqjMMmE7pG-b-
1ydgiu7fuuyFNfw8QM 

Gouvernement du Québec (2017, September). Portail santé mieux-être. Retrieved from 
http://sante.gouv.qc.ca/en/programmes-et-mesures-daide/distribution-de-materiel-d-injection-
neuf/#centres-d-acces-au-materiel-d-injection-cami 

Government of Canada. (2017). Supervised consumption site: Guidance for Application Form. Retrieved 
from https://www.canada.ca/en/health-canada/services/substance-abuse/supervised-
consumption-sites/guidance-document.html#ae  

Government of Canada. (2017a). Supervised consumption sites: status of applications. Retrieved from 
https://www.canada.ca/en/health-canada/services/substance-abuse/supervised-consumption-
sites/status-application.html#open  

Kappel, N., Toth, E., Tegner, J. & Lauridsen, S. (2016).  A qualitative study of how Danish 
drug consumption rooms influence health and well-being among people who use drugs. Harm 
Reduction Journal, 13 (20). Retrieved from http://www.salledeconsommation.fr/danish-
literature.html 

Kassam, A. (2017, June 19). Montreal opens first mobile supervised injection clinic in North America. 
The Guardian. Retrieved from https://www.theguardian.com/world/2017/jun/19/montreal-
mobile-supervised-injection-clinic-north-america 

Kerr, T., Mitra, S., Kennedy, M. C., & McNeil, R. (2017). Supervised injection facilities in Canada: past, 
present, and future. Harm Reduction Journal.  Retrieved from 
http://www.salledeconsommation.fr/canadian-literature.html 

Kinnard, E. N., Howe, C. J., Kerr. T., et al. (2014). Self-reported changes in drug use behaviors and 
syringe disposal methods following the opening of a supervised injecting facility in Copenhagen, 
Denmark.  Harm Reduction Journal 11 (29). Retrieved from 
http://www.salledeconsommation.fr/danish-literature.html 

Lightfoot, B., Panessa, C., Sargent, H., Thumath, M., Goldstone, I., & Pauly, B. (2009, April). Gaining 
insite: Harm reduction in nursing. Canadian Nurse. Retrieved from http://drugpolicy.ca/wp-
content/uploads/2012/06/Lightfoot-etal_09_Gaining-Insite.pdf 

Lupick, T. (2017, June 6) B.C.'s second low-barrier supervised-injection site, Safe Point, opens this 
week in Surrey. Straight Talk. http://www.straight.com/news/920736/bcs-second-low-barrier-
supervised-injection-site-safe-point-opens-week-surrey 

Lupick, T (2017, June 13). Battling a fentanyl crisis, B.C. quietly expands access to clean drugs that 
addicts can substitute for heroin. The Georgia Straight. 
http://www.straight.com/news/923616/battling-fentanyl-crisis-bc-quietly-expands-access-clean-
drugs-addicts-can-substitute 

Mitchell, F., (2017) Glasgow, Scotland: tackling injection of drugs in public spaces through introduction 
of safer facilities. The Lancet Psychiatry, 4 (4) 280. Retrieved from 
http://www.salledeconsommation.fr/british-literature.html 

 

http://www.emcdda.europa.eu/data/treatment-overviews/Netherlands
http://www.emcdda.europa.eu/data/treatment-overviews/Netherlands
https://www.youtube.com/channel/UCguvi6RcfB85G8eOY2xzPfQ
https://www.youtube.com/watch?v=vEfhO7ttDJw&list=PLhKqjMMmE7pG-b-1ydgiu7fuuyFNfw8QM
https://www.youtube.com/watch?v=vEfhO7ttDJw&list=PLhKqjMMmE7pG-b-1ydgiu7fuuyFNfw8QM
http://sante.gouv.qc.ca/en/programmes-et-mesures-daide/distribution-de-materiel-d-injection-neuf/#centres-d-acces-au-materiel-d-injection-cami
http://sante.gouv.qc.ca/en/programmes-et-mesures-daide/distribution-de-materiel-d-injection-neuf/#centres-d-acces-au-materiel-d-injection-cami
https://www.canada.ca/en/health-canada/services/substance-abuse/supervised-consumption-sites/guidance-document.html#ae
https://www.canada.ca/en/health-canada/services/substance-abuse/supervised-consumption-sites/guidance-document.html#ae
https://www.canada.ca/en/health-canada/services/substance-abuse/supervised-consumption-sites/status-application.html#open
https://www.canada.ca/en/health-canada/services/substance-abuse/supervised-consumption-sites/status-application.html#open
http://www.salledeconsommation.fr/danish-literature.html
http://www.salledeconsommation.fr/danish-literature.html
https://www.theguardian.com/world/2017/jun/19/montreal-mobile-supervised-injection-clinic-north-america
https://www.theguardian.com/world/2017/jun/19/montreal-mobile-supervised-injection-clinic-north-america
http://www.salledeconsommation.fr/canadian-literature.html
http://www.salledeconsommation.fr/danish-literature.html
http://drugpolicy.ca/wp-content/uploads/2012/06/Lightfoot-etal_09_Gaining-Insite.pdf
http://drugpolicy.ca/wp-content/uploads/2012/06/Lightfoot-etal_09_Gaining-Insite.pdf
http://www.straight.com/news/920736/bcs-second-low-barrier-supervised-injection-site-safe-point-opens-week-surrey
http://www.straight.com/news/920736/bcs-second-low-barrier-supervised-injection-site-safe-point-opens-week-surrey
http://www.straight.com/news/923616/battling-fentanyl-crisis-bc-quietly-expands-access-clean-drugs-addicts-can-substitute
http://www.straight.com/news/923616/battling-fentanyl-crisis-bc-quietly-expands-access-clean-drugs-addicts-can-substitute
http://www.salledeconsommation.fr/british-literature.html


TOWARD A PROVINCIAL MODEL FOR NDD & SCS 

   47 

Mobil Fixerum. (2014). Mobil injection-room + first-aid service for the drug users of Vesterbro. 
Retrieved from http://fixerum.dk/mobile-injection-room-first-aid-service-drug-users-vesterbro 

Ontario Harm Reduction Program. (2017, September). Needle Syringe Programs. Retrieved from 
http://www.ohrdp.ca/about-us/needle-exchange/ 

Ontario HIV Treatment Network. (2017, February). The Ontario Supervised Injection Services Feasibility 
Study Report: London, ON. Retrieved from http://ohtn.on.ca/wp-content/uploads/2017/02/OISIS-
London-Report-Online.pdf 

Ontario HIV Treatment Network. (2017, February). The Ontario Supervised Injection Services Feasibility 
Study Report: Thunder Bay, ON. Retrieved from http://ohtn.on.ca/wp-
content/uploads/2017/02/OISIS-Thunder-Bay-Report-Online.pdf 

Origer A., (2011). National drug report 2011 “Grand Duchy of Luxembourg” new developments, trends 
and in-depth information on selected issues.  Retrieved from 
http://www.salledeconsommation.fr/luxembourg-literature.html 

PHS Community Service Society. (2017). Onsite Retrieved from 
https://www.phs.ca/index.php/project/onsite/ 

PHS Community Service Society. (2017). Needle Depot Retrieved from 
https://www.phs.ca/index.php/project/needle-depot/ 

Province of Nova Scotia. (2017). Opioid toxicity deaths in Nova Scotia. Retrieved from 
https://novascotia.ca/opioid/ 

Reid, A. (2017, June 6). VIDEO: A first look inside SafePoint, Surrey’s safe consumption site. Surrey 
Now-Leader. Retrieved from http://www.surreynowleader.com/news/a-first-look-inside-surreys-
safe-consumption-site/ 

Reid, A. (2017, June 20). Surrey’s safe injection site has reversed 11 overdoses so far, says Fraser Health. 
Surry Now-Leader. Retrieved from https://www.surreynowleader.com/news/surreys-safe-
injection-site-has-reversed-11-overdoses-hso-far-says-fraser-health/ 

Sandy Hill Community Health Centre. (2016, September).  Community consultation report on proposed 
model to add a small scale supervised injection service at 221 Nelson Street. Retrieved from  
http://www.salledeconsommation.fr/canadian-literature.html 

Sandy Hill Community Health Centre. (2017). Retrieved from https://www.shchc.ca/programs/oasis  

Sandy Hill Community Health Centre. (2017). Proposed Supervised Injection Service (SIS) at Sandy Hill 
Community Health Centre, Frequently Asked Questions Retrieved from 
https://www.shchc.ca/supervised-injection-site  

Strike, C., Leonard, L., Millson, M., Anstice, S., Berkeley, N., Medd, E. (2006). Ontario Needle Exchange 
Programs: Best Practice Recommendations. Retrieved from http://www.ohrdp.ca/wp-
content/uploads/pdf/Best_Practices_Report.pdf  

Strike, C., Hopkins, S., Watson, T.M., Gohil, H., Leece, P., Young, S., …. Zurba, N. (2013). The best 
practice recommendations for Canadian harm reduction programs that provide service to people 
who use drugs and are at risk for HIV, HCV, and Other Harms: Part1. Toronto, ON. Retrieved 
from: http://www.catie.ca/sites/default/files/bestpractice-harmreduction.pdf 

Strike, C., Watson, T.M., Gohil, H., Miskovic, M., Robinson, S., Arkell, C.,… Zurba, N. (2015). The best 
practice recommendations for Canadian harm reduction programs that provide service to people 
who use drugs and are at risk for HIV, HCV, and other harms: Part 2. Toronto, ON. Retrieved from 
http://www.catie.ca/sites/default/files/bestpractice-harmreduction-part2.pdf  

http://fixerum.dk/mobile-injection-room-first-aid-service-drug-users-vesterbro
http://www.ohrdp.ca/about-us/needle-exchange/
http://ohtn.on.ca/wp-content/uploads/2017/02/OISIS-London-Report-Online.pdf
http://ohtn.on.ca/wp-content/uploads/2017/02/OISIS-London-Report-Online.pdf
http://ohtn.on.ca/wp-content/uploads/2017/02/OISIS-Thunder-Bay-Report-Online.pdf
http://ohtn.on.ca/wp-content/uploads/2017/02/OISIS-Thunder-Bay-Report-Online.pdf
http://www.salledeconsommation.fr/luxembourg-literature.html
https://www.phs.ca/index.php/project/onsite/
https://www.phs.ca/index.php/project/needle-depot/
https://novascotia.ca/opioid/
http://www.surreynowleader.com/news/a-first-look-inside-surreys-safe-consumption-site/
http://www.surreynowleader.com/news/a-first-look-inside-surreys-safe-consumption-site/
https://www.surreynowleader.com/news/surreys-safe-injection-site-has-reversed-11-overdoses-so-far-says-fraser-health/
https://www.surreynowleader.com/news/surreys-safe-injection-site-has-reversed-11-overdoses-so-far-says-fraser-health/
https://www.shchc.ca/programs/oasis
https://www.shchc.ca/supervised-injection-site
http://www.ohrdp.ca/wp-content/uploads/pdf/Best_Practices_Report.pdf
http://www.ohrdp.ca/wp-content/uploads/pdf/Best_Practices_Report.pdf
http://www.catie.ca/sites/default/files/bestpractice-harmreduction.pdf
http://www.catie.ca/sites/default/files/bestpractice-harmreduction-part2.pdf


TOWARD A PROVINCIAL MODEL FOR NDD & SCS 

   48 

Strike, C. and Watson, T.M. (2017). Education and equipment for people who smoke crack cocaine in 
Canada: progress and limits. Harm Reduction Journal, 13 (20). Retrieved from: 
https://harmreductionjournal.biomedcentral.com/articles/10.1186/s12954-017-0144-3 

The Canadian Press. (2017, June 6). Surrey’s first supervised consumption site set to open. Vancouver 
Sun. Retrieved from http://vancouversun.com/news/local-news/surreys-first-supervised-
consumption-site-set-to-open  

Toronto Drug Strategy's Supervised Injection Services Working Group. (2013). Supervised injection 
services toolkit. Retrieved from 
http://www.toronto.ca/legdocs/mmis/2013/hl/bgrd/backgroundfile-59914.pdf 

UNAIDS (2016). Do No Harm: Health, Human Rights and People Who Use Drugs.  Retrieved from 
http://www.unaids.org/sites/default/files/media_asset/donoharm_en.pdf  

Vancouver Costal Health. (2017). Insite.  Retrieved from http://www.vch.ca/public-health/harm-
reduction/supervised-injection-sites 

Vancouver Costal Health. (2017, January). Overdose prevention site manual. Retrieved from 
http://www.salledeconsommation.fr/canadian-literature.html  

Vancouver Digital Studio. (2017). Inside Insite.  Vancouver, BC. Retrieved from 
https://www.facebook.com/pg/nfb.ca/videos/ 

Van der Poel, A., Barendregt, C, & Van de Mheen, D. (2009). Low-threshold care for marginalised hard 
drug users: Marginalisation and socialisation in the Rotterdam hard drug scene. (Published Thesis). 
Erasmus University Rotterdam, Netherlands.  Retrieved from 
http://www.salledeconsommation.fr/dutch-literature.html 

 
  

https://harmreductionjournal.biomedcentral.com/articles/10.1186/s12954-017-0144-3
http://vancouversun.com/news/local-news/surreys-first-supervised-consumption-site-set-to-open
http://vancouversun.com/news/local-news/surreys-first-supervised-consumption-site-set-to-open
http://www.toronto.ca/legdocs/mmis/2013/hl/bgrd/backgroundfile-59914.pdf
http://www.unaids.org/sites/default/files/media_asset/donoharm_en.pdf
http://www.vch.ca/public-health/harm-reduction/supervised-injection-sites
http://www.vch.ca/public-health/harm-reduction/supervised-injection-sites
http://www.salledeconsommation.fr/canadian-literature.html
https://www.facebook.com/pg/nfb.ca/videos/
http://www.salledeconsommation.fr/dutch-literature.html


TOWARD A PROVINCIAL MODEL FOR NDD & SCS 

   49 

Appendix A: Steering Committee  
 

STEERING COMMITTEE MEMBERS 

 

AIRN/Academia 

 Susan Kirkland, AIRN Director 

 Caroline Ploem, AIRN Research Manager 

 Jo-Ann MacDonald, AIRN Blended Leadership Committee/University of Prince Edward Island 

 Margaret Dechman, AIRN member/Cape Breton University  

 

Community and 1st Voice  

 Diane Bailey, Mainline 

 Cindy MacIsaac, Direction 180, Co-chair 

 Al McNutt, Northern Healthy Connections Society 

 Pete Brown, Direction 180 

 

First Nations 

 Kimberly McDonnell, Waycobah First Nation 

 Brent Musgrave, Potlotek First Nation  

 

Department of Health and Wellness 

  Teri Cole 

 

Nova Scotia Health Authority 

 Marcia DeSantis 

 

Nova Scotia Advisory Commission on AIDS 

 Michelle Proctor-Simms, Co-Chair 

  



TOWARD A PROVINCIAL MODEL FOR NDD & SCS 

   50 

Steering Committee for the Development of Provincial Service Models for  
Needle Disposal and Distribution & Safer Consumption Sites  

 

Terms of Reference 
Background 

Over the past decade, Nova Scotia has experienced a rise in opioid drug misuse and overdoses.  In 
response to this public health issue, the Deputy Ministers of Health and Wellness and Justice have 
actioned the formation of a Leadership Committee on Opioid Misuse and Overdose along with seven 
working groups, including a Harm Reduction Working Group (HRWG).14   
 
The mandate of the HRWG is to develop and implement an action plan that will make recommendations 
for the following two harm reduction services: 1) needle disposal and distribution (NDD) services, and 2) 
safer consumption sites (SCS).  To this end, funding has been provided to the Atlantic Interdisciplinary 
Research Network for Social and Behavioural Issues for HIV and Hepatitis C (AIRN) to oversee preparation 
of a report with recommendations for preferred provincial models for these two services. The final report 
will inform the DHW’s 2018/19 business case development for these two services.   
 

Project Scope 

AIRN will oversee the development of a report with recommendations for preferred provincial models for:  

1. Needle distribution and disposal services:  

 Environmental scan to assess needs, gaps, challenges, opportunities from the perspective of 
service providers, clients (focusing on rural areas), and provincial level stakeholders (e. g., 
Pharmacy Association of NS; Public Health Services in 4 zones, NSHA) 

 Literature & jurisdictional review - Best practices, standards; service delivery models including 
funding framework, governance, and accountability (monitoring and evaluation framework).  

 
2. Safer Consumption Sites (SCS):   

 Environmental scan to assess needs, gaps, challenges, acceptability, opportunities, and 
feasibility of SCSs in NS from the perspective of existing harm reduction service providers, their 
clients (focusing on rural) and provincial-level stakeholders (e. g., Justice, policing, community 
health boards, senior executive NSHA).  This environmental scan includes drug-related harms, 
existing services, willingness to use SCS among PWUD and extent of support from 
stakeholders.  

 Literature & jurisdictional review - Best practice, standards, federal legislation; service delivery 
models including funding framework, governance, and accountability (monitoring and 
evaluation framework).  
 

The final report is to be delivered to the HRWG on or before September 21, 2017. 
 
It is crucial that the project be aligned with and informed by: 

 L. Jackson’s proposed research study Moving Toward a wider-range of harm reduction services in 
Nova Scotia to explore a wider range of harm reduction services in 2 sites - Sydney and Halifax 
(pending REACH funding) 

 Mainline’s Hepatitis C and Me project 
 

                                                                    
14   The other 6 working groups are: Surveillance; Health Promotion; Access to Naloxone; Opioid Addiction Treatment; 
Enhanced Opioid Prescribing and Pain Management: Prescription Monitoring; and Justice/law Enforcement 
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Via the chair of the HRWG, the steering committee will be apprised of and consider the broader context 
with respect to the mandate of the 6 other working groups and the overall Leadership Committee on 
Opioid Misuse and Overdose.  This includes the Surveillance WG (under the Leadership Committee) 
relative to mutual data collection needs and systems for measurement, monitoring, and evaluation of 
harm reduction initiatives. 
 

Mandate 

The Steering Committee will provide oversight and guidance throughout the project.  It will be co-
chaired by a community and/or first-voice representative and the NSACA representative on the HRWG.   
Steering Committee members will contribute to the success of the project by:  

 Participating in meetings and collaborative sharing of advice, ideas and information 

 Advising on the development and implementation of the project work plan and activities 

 Providing timely, constructive feedback on draft documents and the implementation process, 
and trouble-shooting during meetings and via e-mail as needed  
 

Governance 

The steering committee co-chairs will report to the Chair of the HRWG. 
 

Membership 

The Steering Committee included representatives from the following stakeholder groups:  

 AIRN/academia 

 Community and first voice  

 First Nations 

 Nova Scotia Department of Health and Wellness 

 Nova Scotia Health Authority 

 Nova Scotia Advisory Commission on AIDS 

Meetings 

The steering committee will meet monthly using ZOOM (videoconference technology) with a 
teleconference only option, or more often as determined by the co-chairs.  The co-chairs are 
responsible for coordinating the work including scheduling meetings, drafting agendas, and preparing 
and distributing meeting notes and other relevant documentation in a timely way.  
Guiding Principles  

 

 We will build and nurture an environment in which it is safe to express our ideas and opinions. 
 

 We will keep confidential information that has been identified as sensitive or private 
 

 We will engage in constructive, solution-oriented dialogue. This means: 
o Saying what you need to say, and asking thoughtful questions 
o Agreeing to disagree, and working to find resolution and consensus.  
o Sharing air space.   
o Being fully engaged and listening attentively. 
o Being inclusive of diverse points of view. 
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 We will be informed by a thoughtful assessment of the many types of evidence.  This includes 
ensuring the needs of communities of people who use drugs have a central role in our decision-
making  
 

 We will attend, be on-time and prepared for meetings.   
 

 We will take responsibility for assigned tasks and timelines.   It’s essential that committee members 
provide constructive feedback on documents (e.g., alternative or additional wording; links to 
additional documents and resource) by assigned deadlines given the short time frame of the 
project. No comments will be taken to mean approval. 

 

 We will move forward every meeting.  This includes using meeting time constructively (e.g., no re-
hashing of previous discussion or revisiting decisions without a clear need to do so.)  

 

 We will work by consensus decision-making.15  

  

                                                                    
15 Consensus decision making is a way of reaching agreement between all members of a group. Instead of simply 
voting for an item and having the majority get their way, a group using consensus is committed to finding solutions 
that everyone actively supports, or at least can live with (from http://www.seedsforchange.org.uk/consensus).  

http://www.seedsforchange.org.uk/consensus
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Appendix B: Consultation Participants & Interview 
Guides 

Focus Groups  

 
WHO 

# 
Participants 

Date Location 

 Provincial Stakeholders    

1.  Medical Officers of Health  
 Drs: Robert Strang (CMOH),  Gaynor Watson-

Creed (DCMOH), Trevor Arnason (C), Dr. Lynda 
Earle (W) 

4 July 7th Teleconference 

2.  Public Health Directors  
 Carol MacKinnon (SD), Michelle Pickles (C), 

Catherine Hebb (W), Gary O’Toole (N), Sheila 
Sears (E) 

 Plus 7 other public health managers, finance and 
communications personnel, and a student 

11 July 13th Elmsdale 

 Community Partner Consultations      

3.  Staff of Northern Healthy Connections Society (NHCS) 

 Hep C program manager, needle exchange staff, 
youth worker, program evaluator 

4 July 5th Truro 

4.  Community partners of NHCS 

 Chief of Police 

 Pharmacist (privately owned pharmacy) 

2 July 5th Truro 

5.  Community partners of Sharp Advice Needle Exchange 
(SANE)  

 Researchers, Chief of Police, public health nurses, 
community health nurse (Eskasoni First Nation), 
MH&A manager, Cape Breton Community 
Housing Association, public health nursing 
student  

9 July 19th Sydney 

 People Who Use Drugs (PWUD)      

6.  
Truro 

 1 man, 2 women  
3 July 5th Truro 

7.  
Sydney 

 1 man, 1 woman  
2 July 19th  Sydney 

8.  
Amherst 

 2 women 
2 July 21st Teleconference 

 TOTAL 37   
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Individual Interviews 

 Who Date 

1.  Dr. Linda Courey 
Senior Director, Mental Health and Addictions, NSHA 

July 7th 

2.  Dr. Tara Sampalli 
Director, Research and Innovation 
Primary Health Care & Chronic Disease Management  

July 11th 

3.  Elaine Holmes 
Director, Communicable Disease Prevention and Control, Office of the Chief Medical 
Officer of Health, DHW 
Chair, Harm Reduction Working Group 

July 13th 

4.  Dr. Lisa Barrett  
Bloodborne/ID Specialist  

July 14th 

5.  Roger Merrick  
Director, Public Safety (DOJ) 
Co-chair of the Opioid Leadership Committee  

July 11th 

6.  Dr. Gus Grant 
Registrar & CEO - College of Physicians & Surgeons of NS 

July 28th 

7.  Beverley Zwicker 
Registrar - Nova Scotia College of Pharmacists 

July 12th 

8.  Diane Bailey 
Executive Director, Mainline 

July 6th 

9.  Cindy MacIsaac 
Executive Director, Direction 180 

July 4th 

10.  Wanda Taylor  
Acting Executive Director, Stepping Stone  

July 12th 

11.  Patricia Bates-MacDonald 
Social Worker, Cape Breton Correctional Facility 

July 14th  

12.  Dr. Samuel Hickcox 
Psychotherapist, addictions physician 

July 14th  

13.  Meghan Cox 
Shelburne area Outreach worker, Mainline  

July 18th  

14.  Betsy Prager  
Social worker, clinical therapist with Mental Health & Addictions, NSHA 

July 21st  

15.  Brent Musgrave  
Community Health Nurse, Potlotek (Chapel Island) 

July 18th  

16.  Patti Melanson 
Manager, Mobile Outreach Street Health  

August 3rd  

17.  Gerard Yetman 
Executive Director, AIDS Committee of Newfoundland and Labrador 

August 4th  

 TOTAL:  17 interviews  

 

Total number of individuals consulted:  54 
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Key Informant Interview Guide – Service Providers or Policy Makers 
 

Location:         Date:       
 
Sector/Field:       
 
Preamble explaining purpose of project, confidentiality.  Introduce myself.  

 
1. Please tell me a bit about yourself – how your work is connected to issues related to illicit drug 

use/opioid use?   
 

2. Do you believe that there is a problem with drug use in your community/region, and if so, what 
problems do you believe exist?  

(Probes: What health problems have emerged? How have these impacted PWUD? How has the 
broader community been affected?) 

 
3. What do you think are the factors that drive drug-related problems in your community/region? 
 
4. What is currently being done to address drug use in your community/region? 

 (Probes: What’s working? What’s not working?) 
 
5. What else do you feel should be done to address drug-related harms in your community/region? 

 
6. Who should play a role in addressing drug-related harms in your community/region?  

(e.g. Are there specific key players, stakeholders, community members, etc.?) 
 

7. What services are available in your community/region for needle distribution and disposal?   
a) How well would you say those services are working? 
b) What are some of the key challenges in providing NDD services in your community/region? 

 
8. Are there other service delivery models of NDD that we could learn from or be adapted here? 

  
9. If we could redesign NDD services to best meet the needs of PWUD, what elements would it 

include?   
(Probes:  Who would provide them? How? Where – in what venues? Mobile or fixed sites? 
When?) 
 

10. There are a range of stakeholders who can be involved in delivering NDD services. In your opinion 
what is the role of various players in NDD?   

(Probes: community-based non-profit organizations, detox centres or clinics, public health 
nurses and clinics, private sector like pharmacies, emergency rooms and hospitals) 
 

11. Do you have any other thoughts or concerns about NDD that you would like to share? 
 

12. Next I’d like to ask you about safer consumption sites. When I use the term SCS, we are referring to 
facilities where people who use drugs can take their pre-obtained illicit drugs under supervision. Are 
you familiar with the concept of safer consumption sites?  

o If yes, please tell me what you know about SCSs? 
o What do you think are important features of SCSs?  
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13. Do you think SCSs have a role to play in your community/region? If so, why, if not why? 

 
14. In general, what would you say are the benefits of SCSs?  

a) What do you think might be the potential benefits of SCS for your particular community? 
(Probe for individual, organizational, and community-level benefits) 

 
15. What would you say are the negative effects of SCSs? 

a) What do you think might be the negative consequences of a SCS in your community?  
(Probe for individual, organizational, and community-level negative effects) 

 
16. If a SCS was going to be created in your community, how do you imagine the best way to offer it?   

a) What would it look like to be accepted and used by PWUD in your community?  How would 
it be structured to best fit their needs?  

(Probes:  where would the SCS be located? Mobile or fixed site? Hours of operation? 
Who would work there?) 

b) What would it look like to be the most acceptable to the rest of the community?  
 
17. If a SCS was going to be created in your community, who do you think should be involved in 

establishing it? 
 
18. What other programs or services would need to be in place to help ensure the effectiveness of an 

SCS? 
 
19. Do you have any remaining concerns about establishing of an SCS in your community? 
 
20. What other questions need to be answered before a SCS is established in your community?  
  
21. Do you have any other thoughts or concerns about SCSs, needle exchange or illicit drug use in 

general that you would like to share? 
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Key Informant Interview Guide – People Who Use Drugs 
 

Location:         Date:       
 
Preamble explaining project purpose, confidentiality. Introduce myself.  
 
1. Please tell me a bit about yourself and your connection to [name of local harm reduction program].  

 
2. Just so I can get a better feel for where you’re coming from, would you mind telling me about drug 

use in your life?  
a) In your day to day life, what do you worry about?  
b) Do you have any health concerns or worries in relation to your drug use?  
c) What supports do you need when it comes to drug use?  

 
3. Now I’d like to ask you a few questions about how well you’re able to access the services you need 

related to your drug use.  
a) Are you able to get enough access to clean needles and other supplies? How does that 

work? What works well or not?   
b) Have you ever been put in a situation where you’ve ever had to reuse or share injection 

equipment?  What do you do with your used needles?  
c) Are there situations or times when it’s difficult to access needle exchange? 

 
4. Do you have experience with needle exchange services in other places? What was different – better 

or worse – about the way needle exchange was offered there? 
 

5. We’d like to get your advice about the best way to offer needle exchange services in your 
community/region.   

a) What are some of the challenges in accessing services that are available? 
b) What would make needle exchange services most convenient for you?   
c) What would make needle exchange services most safe or discreet for you?  

(Probes: location, fixed/mobile, hours of operation, who should be delivering the services?) 
  

6. Besides needle exchange, what other kinds of supports or services do you use to help you around 
drug use?  What other services do you need?  

 
7. Do you have any other ideas or concerns about needle exchange that you would like to share? 

 
8. Have you ever experienced drug overdose? Or has someone you know had an overdose?  

a) What happened? Were you/they able to get the help you needed? 
 

9. Next I’d like to ask you about safer consumption sites. When I use the term SCS, I am referring to a 
place where people who use drugs can take their drugs safely, in a clean, nonjudgmental 
environment. 
a) Have you heard of safer consumption sites?  What does “SCS” mean to you?  
b) If yes, what have you heard about them? 
c) Do you have any experience with them?  

 
10. Do you think your community could use a SCS?  Why or why not?  
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11. Do you think that you would personally use a SCS?  Why or why not?  
 

12. Do you think PWUD in [town/city] would use a SCS? Who do you think would benefit the most from 
a SCS? 

 
13. If there was a SCS in [town/city], ideally where would it be located to be most accessible for PWUD? 

(mobile or fixed site?)   
 

14. What do you think would make a SCS acceptable to the rest of the community?  
 

15. Do you anticipate any problems of having a SCS in your community?  
(Probe for perspective of PWUD and other community members) 

 
16. If there was a SCS created in your community, who should be working there?  Do you see a role for 

health professionals?  and/or peers?  
 
17. What other programs or services should be connected to a SCS to make it really useful to PWUD?  
 
18. Do you have any other ideas or concerns about SCSs that you would like to share? 
 
19. Do you have any other ideas or concerns about injection drug use in general that you would like to 

share? 
 
Thank you. 
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Appendix C: Ancillary Services 
 

 

 Safe injection supplies, such as syringes, needles and other drug paraphernalia16 

 Health education, including harm reduction strategies for drug-use 

 Drug-use related medical care (e.g., wound care, vein care, abscess management) 

 Primary care (e.g., immunization, STI screening, screening for other communicable diseases 

such as HIV and viral hepatitis C) 

 Residential services (e.g., overnight shelters, residential nursing care) 

 Chronic illness management 

 Psychosocial treatment interventions (i.e., cognitive behavioural therapy) 

 Counsellors/social workers  

 Mental health care 

 Women’s health services 

 Off-site outreach program 

 Drug treatment programs (e.g., medically managed withdrawal management, opioid agonist 

treatment) 

 Employment programs 

 Peer support programs 

 Recreational activities 

 Meals, snacks, coffee/tea 

 Possibility to use phone/Internet 

 Shower, laundry 

 Lockers, postal addresses 

 Overnight shelter and other low-threshold housing 

 Support recovery housing 

 

 

                                                                    
16 SCSs often quickly become the busiest needle distribution points wherever they are located, potentially leading to other 
needle distribution programs closing. Organizers of SCSs should be prepared for a large demand for needle distribution 
services. 
 


