
www.amfar.org

ISSUE BRIEF 
June 2017

The Foundation  
for AIDS Research

amfAR Public Policy Office    1100 Vermont Avenue, NW • Suite 600 • Washington, DC 20005 • T: +1 202.331.8600     F: +1 202.331.8606

In the United States, people who use drugs (PWUD) continue 
to be at elevated risk for HIV, according to the Centers for 
Disease Control and Prevention.1  At the same time, a surging 
epidemic of overdoses from heroin and prescription painkillers 
(i.e., opioids) claimed nearly 50,000 lives in 2014 alone.2  To save 
lives, there is a pronounced need to implement scienti�cally 
validated harm reduction programs, which reduce the risks 
associated with drug use and facilitate access to addiction 
treatment and medical care.  Among the newest and most 
innovative interventions to reduce overdoses are supervised 
consumption services.

What are supervised  
consumption services?
   
Supervised consumption services (SCS)* are a public health 
intervention that provide a hygienic space for people to use  
illicit drugs under the supervision of trained staff.  SCS are 
designed to reduce the risk of HIV/hepatitis C virus (HCV) 
transmission, prevent overdose fatalities, and connect PWUD 
with addiction treatment and other social services.  SCS may 
also decrease drug use in public places, reduce improperly 
discarded syringes, and diminish crime sometimes associated 
with open-air drug scenes. 

Other well-established harm reduction interventions include 
opioid substitution treatment (OST) and syringe services 
programs (SSPs), which, along with clean injecting equipment, 
generally provide outreach, peer education, and health 
promotion services.  SCS evolved primarily as one of several 
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A surging epidemic of overdoses from heroin 
and prescription painkillers (i.e., opioids) 
claimed nearly 50,000 lives in 2014 alone.

responses designed to address health and public order concerns 
associated with public drug use.  The �rst SCS facility was 
established in Switzerland in 1986, and currently almost 100  
are operating in Europe, Australia, and Canada. 

*Over the past three decades, a variety of terms have been used to describe SCS, 
including safe(r) injection facilities (SIF), drug consumption rooms (DCR), and others. 
The term SCS acknowledges both evolving drug use patterns and the prevalence of 
polydrug use.

• Drug overdose fatalities have reached epidemic 
proportions in the U.S., the majority associated with 
opioids, particularly prescription painkillers and heroin. 

• In addition, people who inject drugs account for 11%  
of all men and 23% of all women living with HIV, but  
many lack access to sterile injection equipment to keep 
them from acquiring HIV.  The vast majority of Hepatitis 
C (HCV) cases in the U.S. are also associated with 
injection drug use.

• The absence of private, secure, and hygienic spaces 
often drives people who inject drugs to do so in public, 
with discarded syringes posing a health hazard, and 
overdose fatalities increasingly occur in bathrooms  
in fast food restaurants, hospitals, public libraries,  
and churches.

• Supervised consumption services (SCS) provide a 
hygienic space for people to use illicit drugs under 
the supervision of trained staff.  SCS are designed 
to reduce the risk of HIV/HCV transmission, prevent 
overdose fatalities, and connect people who use drugs 
with addiction treatment and other social services.  

• Research has shown that SCS are associated with 
greater access to medical and social services and 
reduced public drug use.  Moreover, there are no 
persuasive data to suggest that SCS increase drug  
use or the frequency of injecting, or that they result  
in higher rates of local drug-related crimes.
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Most SCS target people who are homeless or in insecure 
housing, such as shelters, and have limited options for hygienic 
injecting without the risk of disease transmission or overdosing.  
Each functioning SCS typically provides staff as well as sterile 
injection equipment, counseling services, referrals to medical, 
addiction treatment, or social services, and emergency care in 
the event of overdose.  Most restrict access to registered users 
who meet certain requirements, such as minimum age and local 
residency.  The vast majority are integrated into low-threshold 
facilities that offer other services, such as food, showers, and 
clothing, along with harm reduction materials including ‘sharps’ 
containers and condoms.  While most SCS target drug injectors, 
an increasing number also accommodate users who smoke or 
inhale drugs.

Making the case: The need for SCS  
in the United States

People who use drugs continue to be at high risk for HIV 
infection, but have low access to sterile syringes.
While the rate of new HIV transmissions associated with injection 
drug use decreased from 2010 to 2014, people who inject drugs 
(PWID) account for 11% of all men and 23% of all women living 
with HIV.  Moreover, survival is lower among people diagnosed 
with HIV whose infection is attributed to injection drug use, 
compared to all other transmission categories.3  But many 
PWID lack access to sterile injection equipment to keep them 

from acquiring HIV.  For example, in the U.S., SSP coverage (the 
capacity to provide one sterile syringe per injection) is estimated to 
be minimal (only 3%).4 

The vast majority of Hepatitis C (HCV) cases in the U.S. are 
associated with injection drug use.
Cases of acute HCV infection increased 2.5 times between 2010 
and 2014, predominantly among young persons who are white,  
live in non-urban areas (particularly in Eastern and Midwestern 
states), have a history of injection drug use, and previously used 
opioid agonists such as oxycodone.  Mortality among HCV-
infected persons is increasing, and in 2007, the number of HCV-
related deaths exceeded the number of HIV-related deaths for  
the �rst time.5 

There is an epidemic of overdose fatalities among people 
who use drugs.
Overdose fatalities have reached epidemic proportions in the U.S.  
There were nearly 500,000 in the U.S. between 2000 and 2014—
the majority (61%) associated with opioids, including prescription 
painkillers and heroin.  During that time, drug overdose deaths 

In 2007, the number of HCV-related deaths 
exceeded the number of HIV-related deaths 
for the first time.
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tripled, with 47,055 in 2014 alone, more than any previous year 
on record.  The rise in overdose fatalities is driven by two distinct 
but interrelated trends: a 15-year increase associated with 
prescription opioids and a more recent surge driven largely by 
heroin.6

The large increase in heroin use across the country is closely 
related to prescription opioid misuse and dependence.  In fact, 
past misuse of prescription opioids is the strongest risk factor 
for heroin initiation and use.7  The increased availability of high-
purity heroin, combined with its far lower price (compared to 
diverted prescription painkillers), appears to be driving the 

Drug Poisoning Mortality†: United States, 1999-2014

Estimated Age-adjusted Death Rates§ for Drug Poisoning
by County, United States: 2014

U.S. Trends: 1999-2014 State Trends: 1999-2014 County Estimates: 1999-2014

trend.8  An in�ux of illicit fentanyl, a synthetic opioid that is often 
mixed with or sold as heroin, has further exacerbated the drug 
overdose fatality rate; deaths associated with synthetic opioids 
doubled from 2013 to 2014.9 

Overdose fatalities represent only the worst possible outcome of 
a much larger problem—non-fatal overdoses may occur 20–30 
times more frequently than fatal ones10,11 and result in signi�cant 
drug-related morbidities.12  
 
Injection of drugs in public spaces is commonplace.
Public injection has been associated with a greater risk of 
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overdose and HIV transmission.  Many PWUD are homeless or 
in insecure housing and are forced to inject in public settings, 
such as streets, parks, or mass transit, or in semi-public spaces, 
such as bathrooms, abandoned buildings, methadone clinics, 
or hospitals.  Furthermore, the lack of privacy compromises 
the health, well-being, and safety of the injection drug user 
and the surrounding community.18  For example, the absence 
of private, secure, and hygienic spaces often drives PWUD to 
inject in public, with discarded syringes posing a health hazard, 
and overdose fatalities increasingly occur in bathrooms in fast 
food restaurants, hospitals, public libraries, and churches.19  In 
a survey conducted by the Injection Drug Users Health Alliance, 
among 447 SSP participants in New York City who reported 
injection drug use in the past three months, nearly half (49.9%) 
reported injecting in a public bathroom and more than a third 
(35.6%) reported injecting in a street or park.  For 13.6% of 
participants, a public bathroom was their most frequent location 
for injecting.20

Are SCS effective?  What does the 
research say?

The most thoroughly studied programs, as well as systematic 
reviews of programs, have shown that the implementation of 
SCS is associated with safer and more hygienic drug use among 
regular clients, greater access to medical and social services, 
and reduced public drug use.  Moreover, there are no persuasive 
data to suggest that SCS increase drug use or the frequency of 
injecting, or that they result in higher rates of local drug-related 
crimes.21,22,23  A wealth of credible scienti�c research has been 
generated from SCS programs that have been operating for a 
decade and a half in Sydney, Australia (the Uniting Medically 
Supervised Injecting Centre [MSIC], established in 2001), and 
Vancouver, Canada (Insite, established in 2003).  Both were 
initially implemented as pilot projects and have incorporated 
numerous modi�cations based on extensive evaluations.

SCS are effective at reducing overdose fatalities.  
During an 18-month study at Insite in 2004–2005, there were 
336 overdoses—none fatal.24  In an examination of all overdose 
deaths in Vancouver between 2001 and 2005, 89 occurred within 
500 meters of Insite; after Insite opened, fatal overdoses within 
this area decreased by 30%, compared to 9% in the rest of 
Vancouver.25  In another study in Sydney, fewer overdoses were 
reported to emergency response services at times when the 
MSIC was open.26  Most often, SCS are implemented in  
settings with signi�cant numbers of PWUD who are at high  
risk for overdoses.  

SCS contribute to lower rates of syringe sharing, sharply 
reducing the risk of HIV/HCV transmission.27,28   
SCS reduce syringe sharing and thus HIV/HCV transmission 
by providing sterile injection equipment and promoting 
safer injection techniques.  For example, among 431 Insite 
participants, use of the facility was independently associated 
with a decline in needle sharing.29  Because the reduction of HIV 
and HCV transmission among SSP participants has been well 
documented,30,31,32,33,34  it is likely to hold true for SCS, which also 
attract populations at elevated risk for HIV or HCV.  For example, 
among 904 Insite participants who were tested for HCV, 88% 
were HCV positive.  Among other factors, those participants with 
a previous history of borrowing syringes were more likely to have 
acquired the hepatitis C virus.35

The implementation of SCS is associated 
with ... greater access to medical and social 
services and reduced public drug use.

Recently, HIV and overdose outbreaks among 

PWUD have raised public awareness of the need 

for interventions.  In 2015, Indiana health of�cials 

diagnosed HIV infection among 135 people in a 

community of 4,200, the majority associated with the 

injection of oxymorphone, a powerful opioid painkiller.13 

Immediately following the outbreak, Indiana permitted 

the implementation of SSPs for the �rst time—and the 

chain of HIV transmission ceased.

The increase in drug overdoses, in particular, is 

dramatically illustrated by local outbreaks.  For example, 

in June 2016, there were 16 overdoses in a single 

night in New Haven, CT; at least two were fatal.14   In 

August 2016, Huntington, WV, police responded to 26 

heroin overdose cases in a span of four hours.15  That 

same month, Cincinnati health of�cials reported 174 

overdoses associated with adulterated heroin in six 

days.16  In September 2016, local authorities recorded 

21 overdoses in a single Friday night in Akron, Ohio, one 

day after four people in the city died from overdoses.17 

LOCAL COMMUNITIES CAN BE 
AT PRONOUNCED RISK
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SCS are an effective strategy to reach people at greatest 
risk of overdose or blood-borne infections,36  and may 
improve access to HIV care.    
In the Vancouver Injection Drug User Study, participants who 
were at elevated risk of HIV infection, including younger daily 
cocaine users, or those at increased risk because of unstable 
housing, frequent heroin injection, non-fatal overdose, or public 
drug injection, were significantly more likely to use SCS.37  In 
qualitative interviews, participants and staff reported that the 
program enhanced access to HIV care by building open and 
trusting relationships and facilitated delivery of treatment.38 

SCS promote safer and hygienic drug use, thus 
preventing adverse health outcomes, such as  
abscesses and infections.39   
At Insite, consistent participants were more likely to make 
positive changes in injecting practices, including less reuse of 
syringes, increased use of sterile water, swabbing injection sites 
with alcohol, cooking/filtering drugs prior to injection, and less 
rushed injecting, all of which may reduce the risk of infection 
and/or overdose.40 

SCS help to reduce public injecting and the inappropriate 
discarding of syringes.41   
For example, there were significant reductions in public order 
problems (public drug use, discarded syringes, and injection-
related litter) following the opening of Insite, independent of law 
enforcement activities and changes in rainfall patterns.42 

SCS provide an effective referral mechanism to 
detoxification and addiction treatment.43    
Among a cohort of 1,031 PWID in Vancouver, there was a 30% 
increase in the use of detoxification services following Insite’s 
opening, compared to the previous year, after controlling for 
age, gender, years injecting, and prior year injection drug use. 
Detoxification service use was also associated with increased 
use of methadone and reduced injecting.44  Among Sydney 
MSIC participants, those who used the facility frequently were 
more likely to be referred to drug treatment than non-regular 
clients.45  In a subsequent analysis of Insite participants, regular 
SCS use and having contact with a counselor were associated 
with treatment enrollment, which was positively correlated with 
injection cessation.46 

Do SCS promote drug use or increase 
drug-related crime?

Like SSPs, since SCS were first proposed as a harm reduction 
intervention more than 30 years ago, critics have argued that 
they will inadvertently increase drug use among current users, 
initiate new users, and increase drug-related crime in the areas in 
which they operate.

There is no evidence that SCS encourage increased drug 
use or initiate new users.47   
Most Insite participants, for example, are longtime injection 
drug users.  In a study conducted among 1,065 participants, 
the median number of years of injection drug use was 15.9, 
higher than among non-participants from a community cohort. 
Furthermore, there was no evidence to suggest that the SCS 
facility prompted drug use in the community.48  Another study 
conducted before and after the opening of Insite found no 
substantial increase in the rate of relapse among those who had 
stopped injection drug use.49   

There is no evidence that operation of SCS leads to an 
increase in drug-related crimes.50   
The opening of the MSIC in Sydney was not associated with 
an increase in the proportion of drug use or supply offenses.51 
In a follow-up study five years later, there was no evidence that 
robbery, property crime, or drug offenses had increased in the 
immediate vicinity.52  Similarly, in the year following the opening 
of Insite, no increases in drug trafficking, assault, or robbery 
were detected, while vehicle break-ins decreased compared to 
the previous year.53 

What does public opinion say about SCS?

As the rate of overdose fatalities has escalated in the U.S., local 
communities have been increasingly open to new interventions.  
In Ithaca, NY, Mayor Svante Myrick proposed implementing SCS 
in the context of The Ithaca Plan: A Public Health and Safety 
Approach to Drugs and Drug Policy,”54  which was extensively 
covered by CNN’s Fareed Zakaria GPS.55  Similarly, in Seattle, 
the mayor’s Heroin and Opioid Task Force recently included SCS 
among its recommendations to confront a heroin and opioid 
epidemic,56  and a pilot SCS is underway.57  In New York, State 

Assemblymember Linda B. Rosenthal, Chair of the Committee 
on Alcoholism and Drug Abuse, recently endorsed SCS, the 
first state-level official to do so, and announced her plans to 
draft legislation to permit the services in the state.58  Soon after, 
the New York City Council approved the study of SCS,59 and a 
proposal is underway to establish a SCS site in Buffalo.60  And 
on June 2, 2017, the California State Assembly became the first 
state body to pass a bill approving the establishment of SCS in 
the state.61 

As the rate of overdose fatalities has 
escalated in the U.S., local communities 
have been increasingly open to new 
interventions.
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In-depth articles exploring the implementation of SCS to address 
overdose fatalities have appeared prominently in The Washington 
Post62 and The New York Times,63 while the editorial boards 
of The Boston Globe64 and The Seattle Times65 have endorsed 
the approach.  In 2016, The Baltimore Sun urged the Maryland 
General Assembly to thoroughly examine a bill to legalize SCS.66 
(The bill was subsequently defeated.)

Many HIV organizations have endorsed SCS.  For example, the 
AIDS United Public Policy Committee recently called for the 
local implementation of SCS as part of a comprehensive public 
health approach to reducing overdose deaths, preventing the 
transmission of HIV and HCV, and improving quality of life  
among PWID.67  
 

What are the policy implications of SCS?

In the U.S., there is increasing recognition of the need for a 
non-punitive, comprehensive approach to drug use and misuse 
to save lives.  Following the 2015 Indiana outbreak, Congress 
reversed the longstanding prohibition on states and local 
communities from using federal funds to support SSPs, though 
still under fairly limited circumstances.  

Based on public health imperatives, states and some 
municipalities have the authority to sanction the operation of 
SCS to address the risks posed by injection drug use.  A similar 
rationale has underpinned authorizations of SSPs since the 
1980s.  However, the federal government could impede the 
implementation of SCS by enforcing provisions of the Controlled 
Substances Act.68  Ultimately, state legislation authorizing SCS 
would be desirable, but it is not required.  Still, implementing 
SCS anywhere in the U.S. will require at least tacit acceptance 
from the federal government.

Aside from the legal issues regarding SCS, support among 
stakeholders is critical.  The 30-year success of SCS in Europe, 
Canada, and Australia has been dependent on local support and 
cooperation among key stakeholders, including health workers, 
law enforcement, businesses and commercial interests, and 
advocates.  In most cases, champions from academia, medicine, 
and sometimes government played a key role.69   

In Sydney, local residents and business operators have 
perceived significant improvements in public nuisance indicators 
(e.g., reduced publicly discarded injecting equipment and 
fewer reports of public injecting) since the opening of the 
MSIC and are cognizant of both the public health and public 
order benefits.70  In a survey conducted among neighborhood 
residents and business owners, the proportion who agreed with 

the establishment of the King’s Cross MSIC increased steadily 
from 2000 (before the MSIC opened) to 2010, from 68% to 78% 
and 58% to 70%, respectively.71   

Are SCS cost-effective?

While the efficacy of SCS in improving health outcomes among 
participants and reducing public order nuisances has been 
well demonstrated, the savings associated with averted HIV 
and other drug-related medical costs must still be sufficient to 
offset operating costs.  In the case of Insite, a number of studies 
have shown that the benefits far exceed the costs, even using 
conservative estimates of efficacy.72,73  A 2010 study concluded 
that benefits surpass $6 million per year, after accounting for 

program costs.74  It is important to note that because all of these 
studies measure only a limited number of variables, usually 
HIV infection and overdose fatalities, they do not account for 
other outcomes that are harder to judge monetarily, including 
reductions in public drug use, improvements in public order, or 
increased uptake into detox or opioid substitution treatment.75 

Conclusion:  The time for SCS is now

With the capacity to reach and maintain contact with PWUD, 
reduce and prevent adverse health outcomes including overdose 
fatalities, facilitate entry into addiction treatment or medical 
care, and diminish the consequences of public drug use, 
supervised consumption services are an important component 
of a comprehensive harm reduction strategy.  Local and state 
governments should actively explore the implementation of 
SCS to complement existing drug prevention and treatment 
interventions, in consultation with stakeholders, including PWUD, 
affected communities and businesses, healthcare and addiction 
treatment professionals, and law enforcement.  The evidence 
is clear that supervised consumption services are a remarkably 
effective and cost-effective approach to improving the lives 
of  people who use drugs and the health and security of the 
communities in which they live.

The evidence is clear that supervised
consumption services are a remarkably
effective and cost-effective approach to
improving the lives of people who use
drugs and the health and security of the
communities in which they live.

This brief was prepared by Derek Hodel.
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