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Glossary of terms

ACMD Advisory Council on the Misuse of Drugs

BBV Blood-borne virus

CI
Confidence Interval – this is a probability that an estimated value for a statistical test falls between a set of 
values a certain proportion of times

DCR Drug Consumption Room

DTES Downtown Eastside (of Vancouver, Canada)

EMCDDA European Monitoring Centre for Drugs & Drug Addiction

HCV Hepatitis C Virus

HIV Human Immunodeficiency Virus

IDU Injecting drug use/user

M Mean or the mathematical average of two or more numbers

MP Member of (UK) Parliament

MSIC/MSIR Medically supervised injection centre/room 

NIMBY Not in my back yard

n Number

OPC/OPS Overdose Prevention Centre/Overdose Prevention Sites

OR/aOR
Odds Ratio, a measure of how associated two variables are, it represents the odds that an outcome will occur 
given a particular exposure compared to the odds of the outcome occurring in the exposure’s absence. An 
adjusted odds ratio controls for another variable when looking at the relationship

OST Opioid substitution treatment

p
The p value or probability value tells you how likely it is that your data could have occurred under the null 
hypothesis (that there is no change or difference between two populations)

PWID People who inject drugs

PWUD People who use drugs

r Regression coefficient which represents the strength of association between two variables

SCF/SCS Supervised Consumption Facilities/Supervised Consumption Sites

SD Standard Deviation

SIF Safe Injection Facilities/Supervised Injection Facilities

SIS Safe Injection Sites

SSF Safe Smoking Facility

STI Sexually transmitted infection

t
A t-value is a statistical test which compares the mean of two samples and determines if they are different to 
each other

TB Tuberculosis

UK United Kingdom

YIMBY Yes in my back yard
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1. Introduction

2. What is an overdose prevention centre (OPC) and 
what do they do? 

This rapid review on overdose prevention centres (OPCs) aims to collate and 
summarise existing evidence. It describes the impact of OPCs on individuals 
who use drugs, communities, and public health. 

This is to support decision making and understanding of service provision for 
health departments, potential providers, researchers, and elected officials (1). 
This document also covers some practical matters of running a service including 
day-to-day matters, costs, and any cost savings from their operation. We conclude 
with information on evaluation; services should be robustly evaluated. 

This review is largely based on existing resources provided by the International 
Network of Drug Consumption rooms who host a Zotero database of ~300 articles 
and resources, including linked papers identified through forward and backward 
searching of papers, and papers known to the author team. It is not a complete 
summary of the literature (any exclusions are unintentional), but it is the largest 
of its kind at present worldwide, with over 550 citations. We have not formally 
assessed the quality of research presented, and we encourage readers to access 
studies cited directly as part of their own critical appraisal. Whilst we designed 
this document in response to queries from those interested in OPCs in the UK, 
we hope it will have value to the international community. Authors of evidence 
(included and not) are warmly welcomed to contact the author team (via the 
email above) to continue the conversation.

OPCs are community facilities which provide a safe, hygienic space for people 
to consume their own drugs in the presence of trained individuals who can 
intervene if an overdose occurs. They are non-judgemental environments 
which facilitate and promote voluntary access to social, health, welfare, and 
drug treatment services (2, 3). 

An OPC operates under the logic that those who use drugs are safer and less 
likely to die of an overdose if observed when drugs are consumed and do not feel 
forced to rush drug use in public spaces. If there are any signs of an overdose, 
a swift and effective intervention by trained persons can occur, and a life can 
be saved (4, 5). Principally, this is a harm reduction service grounded in a public 
health model which aims to reduce individual, community, and societal harm and 
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to preserve life. These are very low threshold services; by this we mean that there 
are very minimal barriers to entry, that these are free at the point of access, and 
with few or no demands in exchange for the service aside from following some 
basic rules and guidelines (6) (see 4.1 and 4.3). OPCs often aim to:

Prevent overdose deaths through:

• Advice which minimises risk of overdose occurring,

• Overseeing drug use in the centre,

• Offering swift, immediate intervention using naloxone, high-flow oxygen, a 
calming environment, cooling, or other appropriate methods,

• Offering the time and space to avoid rushed and concealed drug use,

• In some cases, offering opportunities to check drugs before use. 

Reduce the transmission of HIV, HCV, or other blood borne diseases and/or 
support those with existing infections through:

• Advice which minimises risk of transmission,

• Supplying sterile drug use equipment or other paraphernalia,

• Links to, or on-site testing services for HIV, HCV, STIs, and TB,

• Safe disposal of used drug use equipment or other paraphernalia.

Reduce public drug use and drug related litter through:

• Providing a safe and hygienic space for people to use drugs,

• Providing a space to deposit used drug use equipment and other 
paraphernalia,

• Providing a welcoming space that people who use drugs want to use,

• Having some place for police officers responding to community concerns to 
refer people to rather than simply moving people on e.g. (7).

Reaching the most marginalised members of our communities through:

• Providing a welcoming space to those who typically do not use other services 
potentially through stigma, lack of awareness of service offered, or services 
which do not meet their needs,

• Integration of people who use drugs in the design and operation of the 
service model and its evolution, 



3

• Providing basic amenities including clothing, water, tea, coffee, snacks, 
washing facilities etc.

Supporting the uptake of voluntary access to relevant services through:

• Provision of specialised support and referral pathways to providers who 
understand the challenges facing the population who use the OPC as part of 
the wider service provision,

• Identifying and creating referral pathways that are external to the OPC 
including provisions for gender-specific services, sex workers, neurodiverse, 
or physically diverse individuals, provision of physical or mental health care, 
housing and shelter support, social welfare support, etc.

Create real-time surveillance data through:

• Understanding the nature of substance use in an area,

• Provision of and feedback from drug checking services,

• Feeding information to service providers, public health, non-governmental 
organisations, researchers, law enforcement, and community and voluntary 
sector organisations who would benefit from better and detailed knowledge 
of drug supply in a local area.

Various names exist for OPCs which include supervised injecting facilities, 
supervised consumption sites, safe injecting facilities, safe injecting sites, 
supervised injecting centres, medically supervised injection centres, overdose 
prevention services, and drug consumption rooms (8). We deliberately choose 
the term overdose prevention centres to mirror the international literature and 
identify their primary function as a place to save lives, provide healthcare, and 
provide wellbeing support engaging the most marginalised in society (9). We 
recognise internationally or amongst individuals there may be a preference for 
different terms, including important legal implications for their operation and 
permanence (e.g. in Canada see (10)), but for consistency throughout, we use 
only OPC here. Findings have shown public support increases for OPCs when 
described as reducing overdoses rather than other terminologies (11, 12). Using 
the term “overdose prevention” echoes the urgency of the ongoing public health 
emergency (13).

Today, there are over 200 OPCs worldwide, based in 17 different countries: France, 
USA, Germany, Netherlands, Canada, Australia, Denmark, Greece, Belgium, Spain, 
Portugal, Norway, Luxembourg, Switzerland, Mexico, Iceland and most recently 
Columbia (14). The number of countries, and facilities can vary as services open 
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and close, for an overview map see (15). Most are in a city-centre close to a 
population of individuals who use drugs (16). Services can host drug inhalation, 
injecting, or both. For those who have injecting spaces, it typically ranges between 
7-12 injecting spaces at one time; for those with smoking capacity, they have 
between 6-7 smoking places on average. Services approximate between 20-400 
visitors per day (17, 18). In unsanctioned services that operate without official 
permission, this may vary as a function of the resources available to those running 
the service (16, 17). Drugs used in OPCs are most often heroin, other opiates, 
cocaine, amphetamines, derivatives of these substances, and contaminants to the 
expected substance (19).

2.1 Why are OPCs needed?

The UK faces a severe drug-related deaths crisis with thousands of fatalities 
each year; it is estimated that people who use drugs in the UK are 13 times 
more likely to die from an overdose compared to the European average. OPCs 
can provide space, a safe and hygienic environment, reduce public drug use, 
help address unmet healthcare and welfare needs, and reduce overdose 
deaths.

The continued level of drug-related deaths in the UK remains a public health 
crisis (20-23). The most recent data which included all regions of the UK (2021) 
included drug-related death figures for England and Wales of 3060 related to 
‘drug misuse’ (24), 1330 for Scotland (25), and 212 in Northern Ireland (26). These 
are not just numbers; each one of these deaths is someone’s child, sister or 
brother, a relative or loved one, someone’s someone (27, 28). In the UK, people 
who use drugs are 13 times more likely than the European average to die from a 



5

fatal overdose (29). People who use drugs, or are working with people who use 
drugs, for example in treatment centres, as support workers, and as emergency 
personnel, have witnessed and felt considerable grief and trauma from overdose 
deaths (28, 30-34). The connected circumstances of drug use, poverty, 
criminalisation, and homelessness results in a life expectancy for some of the 
most vulnerable people between 45-49 years old (35). The impact of overdose 
deaths on family, friends, and witnesses (including bystanders and emergency 
service personnel) to those that died cannot be overstated; our inability to prevent 
or substantially reduce these deaths creates an extraordinary burden for many 
(36). OPCs can prevent some of these deaths, and Section 3 and 4 summarise this 
evidence.

In the UK, local authorities 
responsible for commissioning 
drug treatment services and 
relevant supports have seen 
consistent decreases in budgets 
(37). Priorities have shifted, 
and treatment facilities have 
often prioritised those who 
are engaged with treatment 
services, or those with long-
term heroin use (38). There 
are often a group of high-risk 
people who use drugs who 
are missed in treatment and healthcare services, and these form the typical 
clientele for overdose prevention centres around the world (see Section 3.2.2 for 
a breakdown of the typical clients for OPCs). There are currently no facilities of 
this type in the UK. Following a review of evidence on OPCs in other countries, 
commissioned research, site visits, and consultations with drug users, a report 
from an Independent Working Group commissioned by the Joseph Rowntree 
Foundation recommended that OPCs should be piloted in the UK back in 
2006 (39). Nearly 20 years later, there is no permanent facility although there 
has been one unsanctioned facility showing proof of concept. A mobile OPC 
operated in Glasgow in 2020-1; however, this closed due to lack of resourcing for 
the unsanctioned service including for the service users and facility volunteers 
(9). A Private Members Bill was brought before Scottish Parliament in 2018 by 
Alison Thewliss MP to introduce a pilot OPC and evaluation in her constituency 
of Glasgow Central. The Home Office response was to emphasise treatment 
and prevention in contradiction to its own advisory committee; the Advisory 
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Council on the Misuse of Drugs (ACMD). This is an expert panel which advises 
the government on drug-related issues, recommending that safe consumption 
spaces such as OPCs should be trialled to assess whether they can reduce 
overdose deaths (40). The European Monitoring Centre for Drugs & Drug 
Addiction (EMCDDA) and the Advisory Council on Misuse of Drugs support their 
use and note the significant body of evidence to show the effectiveness of these 
facilities, much of which is outlined below. Just at the time of press, the Lord 
Advocate for Scotland Dorothy Bain KC issued a ruling in relation to OPCs which 
stated: 

“On the basis of the information I have been provided, I would be prepared 
to publish a prosecution policy that it would not be in the public interest to 
prosecute drug users for simple possession offences committed within a 
pilot safer drugs consumption facility.” (41)

As such, it would appear to be possible to pilot a facility in Glasgow; what this 
means for the rest of the UK and legislative support is unclear; however, delays in 
piloting facilities in the UK and elsewhere they are needed costs lives.

2.2 OPC models of care 

There are typically four models of care for OPCs. These include integrated, 
fixed/specialised, mobile, and tent/temporary sites. 

The different models share some common features; they are based in areas of 
high drug use or close to an open drug scene, service users register or otherwise 
“check in” when they use the service, and they use hygienic booths or similar 
spaces where drugs can be smoked, injected, or ingested under supervision by 
trained persons. Woods provides a helpful introduction to the different models of 
care and a logic model of their operation (17). They can provide a range of services 
(see Section 5 for an overview). In some cases, it can be a challenge to classify 
services, unsanctioned services for example may not provide enough detail to the 
reader to understand their type in order to keep a service running; and services 
can evolve e.g. Dogherty and colleagues describe an outdoor OPC integrated into 
a hospital setting for inpatients and outpatients, which was later relocated (42). 
We list a few of the worldwide facilities after the description of the service. Please 
note this is not an exhaustive list of all facilities or allied research papers.

2.2.1 Integrated OPC

In this type, the OPC is integrated into a wider network of services and support 
at the same location. 
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These can be in or next to hospitals, in or next to treatment services, or in or 
next to socio-medical centres, which can provide a range of health or social care 
supports for OPC clients on site. They can offer a broad range of services such as 
drug and medication assisted treatments and medical services such as primary 
care, blood-borne viral infection testing, and wound care and as drop-in centres 
providing showers, laundry, case management, and employment programmes 
(14, 43, 44). A benefit of these types of facility is removal of barriers to access such 
as difficulties with travel, or a client finding out about a useful service they were 
not previously aware of (45).

However, for some, the provision of drug or medication assisted treatment in the 
same space as drug use can make these treatments challenging or less attractive, 
as service users attending to pick up medication may try to avoid spaces where 
drug use is occurring (46). Some services have physically separate consumption 
and treatment areas to counteract this (44). In addition, some have also showed 
some concerns about the loss of privacy and anonymity in integrated services 
(45).

Some papers which describe integrated services include the Ontario Integrated 
Supervised Injection Services which have onsite opioid agonist treatment (harm 
reduction sites) and community healthcare embedded OPCs (45). Others include 
in-hospital facilities (47, 48); housing services (49); services linked to primary care 
(50); or HIV/AIDS care facilities (51).

2.2.2 Specialised or fixed site OPC 

A fixed, specialised site provides only the OPC service with needle and other 
relevant equipment exchange services. 
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Usually, fixed site services form alliances with health and social care support and 
are found close to other services, but the client would have to travel to these for 
the other support they require. Depending on the staffing model, they may 
provide some support on site. Fixed site OPCs usually serve an area where there is 
a high level of drug use, and often formerly an open drug scene. The single focus 
of these services reduces organisational complexity, making them less expensive, 
although they cannot facilitate direct access to a range of services which are 
available in integrated services (44). A fixed site may vary in cost. An expansion of 
an existing service may incur little cost, depending on the change. At the least, as 
with a mobile facility, a table, chair, and equipment are required. There may also 
be a reception area, and a place for individuals to be following use. Space in 
relation to smoking provision may also be provided, and many jurisdictions have 
anti-smoking legislation which would require ventilation to be costed in. 
Equipment provided should be not dissimilar to current needle exchange 
facilities. It is worth understanding the profile of the substances used by potential 
clients, as this will determine what equipment is required. It should also be kept 
under review as drug scenes and risks can change. Some have even converted 
bathrooms to OPCs; however, these can often lack formal support staff or 
checking on the person consuming substances (see examples of good practice 
and an evaluation (52, 53)). Other examples of fixed site OPCs include those in 
Frankfurt or Copenhagen (54, 55).

2.2.3 Mobile OPC 

Specially designed mobile OPCs operate from vehicles such as specially fitted 
vans or repurposed ambulances to provide space for safe drug consumption. 
They can travel around specific areas or remain parked at a specific site in a 
single area.
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These services can be useful in mobile drug markets or when drug scenes are 
geographically spread, as they can reach those in different locations in each 
geographic area. Other advantages include ensuring that a single building does 
not become the focus of activity in a locale, and some people who use these 
services have reported feeling less likely to be identified as an OPC user e.g. (56). 
This may be useful in areas where people who use drugs are under threat from 
local paramilitary organisations (57).

Mobile OPCs can be a complementary service to a fixed site or integrated OPC or 
run as an independent unit. Staff may offer a limited range of complementary 
services, such as referrals and syringe exchange. They may have a smaller capacity 
than a fixed site and are likely to service fewer daily clients e.g., Barcelona, Berlin, 
and Glasgow services hosted three booths each (9, 58). Seats, tables, and 
equipment should be comfortable but easy to clean, ensuring a hygienic space for 
each person who uses it. A mobile OPC is the lowest cost solution for initial costs; 
however, the cost per person may be higher. Any mobile vehicle will need to be 
roadworthy (e.g., in the UK, they must have a valid MOT or be new enough not to 
require one) and will need to be taxed and insured for travel. Most vehicles are not 
at least initially suitable for an OPC, and will need to provide seats, a table, and 
equipment for those who use it. Given the lower capacity of a vehicle, there may 
be queuing whilst individuals wait for a spot in the vehicle or as they wait for 
another to finish their administration (59). It may not eliminate street-based 
injecting as there may not be somewhere else for individuals to go. However, they 
should reduce street-based drug scenes (60). While cost per client may be higher 
for mobile sites because of their smaller capacity, they can function as first steps 
in setting up a fixed site service (56). The operation of mobile sites should be 
guided by a needs assessment including location, hours of operation, and other 
service provision (59). Some papers which describe mobile OPCs include (9, 58-62).



drugscience.org.uk

10

2.2.4 Tent or temporary structure OPC 

Tent or temporary structure OPCs are agile and nimble services often arising 
because of delays in meeting the needs of people who use drugs in an area 
(63). These delays can often be in planning or other political blocks which de-
prioritise the needs of people who use drugs. 

Most tent or temporary OPCs are unsanctioned, grassroots services, but have 
demonstrable ability to engage with those people who are particularly 
marginalised in society and change their risk environment (64). Sometimes, tents 
can facilitate smoking facilities as an adjunct to another type of OPC, even if they 
are temporary structures (63). There is often limited evaluation of tent/temporary 
sites given they are at risk of closure, operated by local community activists, have 
fewer resources and services, and have limited funding to support evaluation (65). 
There are some notable exceptions such as the Moss Park OPS evaluation which 
described the site as very low threshold with few or evolving rules, operated by 
community members, and offering both smoking and injection options. The site 
later became permanent (64). Other temporary sites include an OPC for the 
duration of a conference where people who use drugs were in attendance (66) or 
repurposing of toilets (67).

2.3 Preferences for models of care 

OPCs should provide a sense of social acceptance and community to support 
people who use drugs to use them more safely (55), and the atmosphere 
can vary from a clinical, hospital environment, to like a living room (54). The 
importance of surveying the local population of people who use drugs and 
who might use a facility in an area is essential to designing the right service. 
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It may be helpful to use GIS mapping to understanding where a service should 
be located using patterns of public substance use, or locations of drug related 
litter (68, 69). Three studies reported in a review suggested that between 61-93% 
of people who use drugs would prefer an OPC integrated with health or social 
services (70). The strongest preference was for a community/public health centre 
(70-90%) with less but still high support for primary care locations 50-73%. About 
68% said they would access an OPC in a supervised injecting facility in a hospital 
(71), but other, earlier work noted a low proportion of agreement that a OPC near 
a medical facility would be helpful (18%; (72)). To prepare for a service in Alberta, 
Canada, people who used drugs showed a preference for an integrated service 
and one with a particular provider, e.g. 83% preferred one provider over 46% for 
another provider (73).

Studies on OPC implementation noted common preferences related to 
operational factors such as capacity, staffing, and opening hours, location factors 
such as proximity to existing health services and distance from schools and 
recreation areas, appropriate models of operation, and policing factors (70, 74-78). 
Indeed, poor policing practices can limit access to OPCs as established by a wide 
body of qualitative literature (47, 79-84) and quantitative literature (85). For more 
information on service detail, see Section 5.

There are some differences internationally between sanctioned and unsanctioned 
sites. As Davidson and colleagues note (86) there can be advantages and 
disadvantages to both. Sanctioned sites can link more closely to wider supports 
like treatment, social services, and welfare support. They typically have larger 
capacity. Unsanctioned sites more easily respond to the needs of people who use 
drugs, can set and change rules more easily, and are less at risk of direct challenge 
from political concerns, but can be isolated from support which can sustain the 
service (9, 64, 87, 88).

Location is very important, with research in London, Ontario suggesting that 
the following are important considerations (89); central location (to an existing 
public drug scene), close to a bus route, and discrete and minimal signage. The 
distance individuals can travel is a key consideration (90) with the maximum 
distance most commonly up to 1.1 miles (91, 92). Others, such as (75, 93) suggested 
a more conservative estimate of around 0.29-0.59 miles were distances 
individuals could walk to a facility. Public transportation may also be a barrier 
to accessing the service (94). There are additional challenges for OPCs opening 
in rural communities where OPCs and other harm reduction initiatives are less 
established. For a summary of issues raised by stakeholders, see (90). Others, such 
as (75, 93) suggested a more conservative estimate of around 0.29-0.59 miles were 
distances individuals could walk to a facility. Public transportation may also be 
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a barrier to accessing the service (94). There are additional challenges for OPC 
opening in rural communities where OPCs and other harm reduction initiatives 
are less established. For some issues raised by stakeholders, see (90). One study 
in Lethbridge, Canada described changes in OPC provision from a fixed site to 
a mobile site and this led to lower use of the site because of concerns about the 
location, a lack of smoking provision, and a lack of social space (95).

Some services such as those in Rotterdam provide passes to those who wish 
to attend their drug consumption rooms; this is almost like a ‘members only’ 
club approach (96). These have been seen as positive as they convey a sense of 
ownership and place, with the potential rebuilding of trust with addiction support 
and society, but also potentially negative, as those who qualify for these passes 
may feel marked as marginalised by society. All models of care must pay attention 
to potential marginalisation opportunities, OPCs should aim to support and 
develop community cohesion, not create division (97-99).

3. What is the evidence that OPCs are effective?
This section summarises evidence from reviews and individual studies to 
understand the landscape of evidence as it relates to OPCs. 

It begins with a summary of existing reviews on OPCs and their conclusions. 
The following section subdivides the evidence into several parts; first we discuss 
who the clients of OPCs are, followed by the impact on health, communities, and 
costs. We acknowledge the varying quality of evidence on this topic, some by the 
design of the study, and some for which it is difficult to tell as the report lacks 
methodological detail.

3.1 Summary of existing reviews on OPCs

Many studies of overdose prevention centres in several countries, over many years 
have shown the effectiveness of these services in reducing drug-related harms for 
individuals and communities. 

Individual studies are summarised in the below reviews which bring together 
the evidence from multiple studies to address a research question. Reviews have 
found improvements in health and wellbeing, and in access to drug treatment 
and other health services. Several authors have noted there is sufficient evidence 
they work, and asked the question of how much evidence is required to convince 
some e.g., (100, 101). However, some critics have argued that the evidence for 
OPCs is weak or even non-existent (102). This latter claim, by the Stanford-Lancet 
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Commission on the opioid crisis in North America, is referenced to a review 
published by RAND (4). However, this review did not find ‘no evidence’ on the 
population-level of impact of overdose prevention centres on drug-related deaths, 
as claimed by the Stanford-Lancet Commission. Rather, it showed an absence 
of the type of research that is often considered to be of the highest quality for 
attributing causal effects to medical interventions; randomised controlled trials 
(RCTs). 

There are several reasons for the absence of RCTs on overdose prevention centres. 
Prime among them is the practical difficulty of randomising either individuals or 
sites to receive or not receive this intervention. OPCs are low threshold services, 
which create minimal barriers to access, often including no need to provide 
identifying information. It would be hard to prevent people who were randomised 
not to access the service from doing so, even if it were ethical to do so. On ethical 
grounds, it is unlikely we could claim equipoise, i.e. that we do not know if one 
treatment is safer than the other- this is an essential ethical prerequisite for a trial 
(100, 103). The opening of these services is the result of political decisions which 
are often not amenable to randomisation of the sites where they occur and/or it 
may be unethical to randomize if the community desires implementation (104). 

Another reason for the absence of RCTs in this field is that such studies aim to 
isolate the effect of a particular well-defined intervention to study the causal 
effect on outcomes, such as the effect of a medicine in reducing a particular 
symptom. RCTs are less well suited to studying complex interventions with 
multiple, interacting outcomes. Just as OPCs cannot be abstracted from their 
environment to randomise them, they also form part of complex, interweaving 
systems of stigmatisation, deprivation, support, and care. The users of OPCs are 
often targeted by other services, including the police. They tend to have complex 
health and social needs. It is therefore very difficult to identify an ‘independent’, 
direct, linear effect of providing OPCs on a particular outcome (4).

As with other interventions that have not been randomised for theoretical, 
practical, or ethical reasons, we cannot just state we have no evidence on their 
effects (104). Many highly effective interventions have been established based 
on observational studies, from clean water, to smoking reduction initiatives, to 
parachutes (105). Whilst parachute analogies speak to equipoise, they can be 
misleading given the complexity of medical (or public health) interventions, and 
the effect size difference (106). OPCs may also open rapidly in crisis situations, 
and the varying level of resource (time, personnel, knowledge) may prohibit 
independent and complex evaluation. It may eventually prove possible to design 
randomised studies of OPCs, or to find instrumental variables that enable 
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rigorous causal inference of their effects. These studies may eventually provide 
support or contradictory findings to the published effects of OPCs. We can use 
existing observational, counterfactual, and quasi-experimental studies to gain a 
better understanding of what these effects may be.

Studies of the effect of overdose prevention centres on mortality are scarce. 
This may partly be due to the difficulty of creating studies that have sufficient 
statistical power to detect real, important but small changes in outcomes that 
are extremely harmful, but relatively rare. It is easier to study effects on more 
common outcomes, such as ambulance callouts (107, 108). Multiple studies have 
been done on OPCs, using various methods, looking at difference mechanisms 
and outcomes. This enables us to build up a suggestive picture of how these 
services work, and what they do. The positive results found for ambulance callouts 
and many other outcomes supports the idea that OPCs are effective in meeting 
their aims, as are the multiple reports from users of these services that they have 
saved their lives. These studies, as described below, create a compelling case 
that overdose prevention centres have beneficial effects for their users, local 
communities, and health systems.

This body of research does have limitations which make it difficult to prove 
causal links between OPCs and outcomes (4). These include the lack of baseline 
measures or comparator groups in many of the studies referenced in this report, 
and difficulties in defining and measuring internationally prioritised outcomes 
from a core outcome set for evaluation (109-112). Some potential outcomes are 
poorly defined such as the lack of a stable measurement of what constitutes an 
overdose. We need more studies to be carried out, ideally by researchers who are 
independent of service providers (101).

Considerable research in this field is qualitative, which tends to be thought of 
– by policy makers at least – as less persuasive than quantitative research (113). 
But observational and qualitative research can be extremely valuable – often 
more so than RCTs – in identifying the contexts, mechanisms and contingencies 
through which public health interventions produce their effects (114). The 
available evidence does not allow for definitive causal inference. However, across 
multiple studies, countries, and sites, it points towards generally positive effects 
caused by plausible generative mechanisms, in contexts where other services 
have failed to meet the needs of the people who are most vulnerable to drug-
related deaths. Other research designs may provide better information such 
as cohort studies, especially in the study of complex interventions of which the 
outcomes are highly contingent on local contexts and features of implementation 
(114). Reviewed evaluations report favourable or null effects on most outcomes, 
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including overdose, ambulance callouts, access to healthcare or other support 
service referrals, public drug use, drug-related crime, and drug-related litter. 
One review ongoing is exploring how OPCs work, for whom they work, and for 
what circumstances (115). Economic studies have shown positive benefit: cost 
ratios from the provision of these services. Reviews from the past 15 years, which 
focused on OPCs, with a summary of their findings, are listed below in Table 1.
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Table 1: Summary of reviews on OPCs in the past 15 years listed in alphabetic order

AUTHORS 
AND TYPE  
OF REVIEW

AIM INCLUDED 
STUDIES MAIN FINDINGS AND CONCLUSIONS

Allen and 
NYC Health 
(6)*
(Narrative 
review)

To summarise international 
literature and assess feasibility 
of setting up a New York OPC 
including public acceptability, 
potential benefits including 
cost savings, and how an OPC 
might legally operate.

Unclear

They described four main conclusions:
1) It was legally possible to open an OPC in partnership across New York city; 
2) An OPC could avert 130 overdoses and save around 7 million USD annually in public health costs;
3) There was a recognition of the benefits of OPCs across key community leaders in reducing 
overdose events and crime; 
4) OPCs were evidence based on a range of health and crime benefits.

Armbrecht 
et al. (116)
(Narrative 
review with 
some meta-
analysis)

To understand the net health 
and economic benefit of 
implementing an OPC with 
syringe service programs 
compared to syringe service 
programs alone to inform the 
opening of services in the US

48

They, like others, noted the lack of RCTs, and reliance on cohort, time-series, and other pre-post 
observational work. They acknowledged the importance of understanding communities, and what 
works for one community may not be for another. Benefits were incremental with improvements 
in overdose mortality, access to healthcare, blood-borne infections, and reduced unsafe injecting 
practices, public injecting, drug-related litter, and equipment sharing. OPCs did not change crime 
levels. In cost-effectiveness terms, it was more expensive to run an OPC than not to run one; however, 
these costs were offset by savings in avoiding costly healthcare (especially around overdose and 
BBV). The report aimed to provide some meta-analytic data, but inconsistent outcomes restricted 
the application to only economic impact.

Belackova 
and Salmon 
(117)
(Narrative 
review)

To summarize international 
literature findings on all 
relevant papers and reports on 
OPCs internationally updating 
an earlier review (118)

219

The evidence summarised showed OPCs attract high-risk drug users, managed overdose and 
reduce drug-related deaths, improved injecting practices, reduced drug use and drug related litter, 
increased access to treatment and other services, prevented BBV transmission, saved money, did 
not increase drug use, and did not increase crime. Qualitative studies explored perceptions of staff 
and service users, and explored how OPCs could be established. Other findings have established 
health status, referral pathways, and attendance patterns and other characteristics of OPC users. 
The review described laws and regulations on OPCs with views from Canada, Australia, and US, and 
discussed implementation challenges including new sites and scaling up OPCs. Cost-effectiveness 
and acceptability concluded this comprehensive, readable summary.

Belackova  
et al. (119)
(Systematic 
review)

To summarise the 
methodologies in literature on 
overdose prevention centres

219

Methods used to show effectiveness included ecological studies, modelling techniques, cross-
sectional designs, service records, and cohorts of individuals followed over time. There was a call for 
more research to focus on OPC operational matters, implementation factors, and policy transfer. 
Recommended research designs to strengthen the literature included including a control group of 
individuals who would be eligible but do not currently use the OPCs, validation of self-reported data 
in some studies, and stepped-wedge or cluster trials comparing localities. We should only consider 
these where it is ethical to do so.
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AUTHORS 
AND TYPE  
OF REVIEW

AIM INCLUDED 
STUDIES MAIN FINDINGS AND CONCLUSIONS

Bouzanis 
et al. (120) 
(Systematic 
Review)

To identify programmes 
in Canada addressing the 
prevention and management 
of infectious disease in PWID 
including supervised injecting 
facilities

19

Of the studies on OPCs, most related to HIV prevention (53%), or HCV and HIV prevention (32%). 
Most studies were from British Columbia. Benefits of OPCs included improving access to infectious 
disease care, reducing healthcare costs, and reducing harms associated with drug use. All sites, 
despite their differences in service models, demonstrated cost savings in their Canadian context. 
They make several recommendations for future research including wider outcomes of effectiveness 
such as diagnostics, impact of extended hours etc, and recognise gaps in understanding street-
involved youths and the intersection with social determinants.

Caulkins  
et al. (104)
(Narrative 
review)

To summarise the nature 
and quality of evidence on 
implementing OPCs via the 
lens of decision makers and 
researchers

Unclear

The authors focused on ‘high quality studies’, the method of finding studies was unclear. They 
summarised millions of supervised consumption events with no reported overdose deaths. Support 
for OPCs was almost universal, and most evidence was from Canada and Australia. They recommend 
more work on spillover effects outside the OPC to the surrounding area, more focus on outcomes 
relating to other offered services including needle and syringe or naloxone programmes, distinctions 
between causation and association particularly since the effect of an OPC can be on multiple 
indicators, and more work on effectiveness and cost-effectiveness. They noted the importance of 
who was viewing the evidence base; politicians may be most convinced where their voters have 
sympathies, an interest in reducing drug-related deaths, and/or saving money.

De Vel-
Palumbo 
et al. (118) 
(Narrative 
review)

To summarise the literature 
published on OPCs to date 
including reviews, outcome 
studies, policy analyses, and 
descriptive studies.

134
Authors found reductions in overdose, fewer risky injection episodes, improved access to treatment, 
health and welfare services, improvements in public amenity and crime reduction primarily from 
Sydney and Vancouver locations. It was later expanded, see (117).

Dow-Fleisner 
et al. (121) 
(Scoping 
review)

To examine the impact 
and effectiveness of OPCs 
in relation to individual, 
community, and cost-
effectiveness outcomes

24 

They summarised OPCs reduced blood-borne viruses and disease transmission, reduced overdoses, 
and did not increase drug use. There were increases in access to addiction treatment and other 
health services. They noted a delineation between qualitative studies which focused on community 
building and improved self-worth, whilst quantitative works focused on disease prevention or 
transmission, overdose, and public impact of drug use.

EMCDDA (2)
(Narrative 
review)

To summarise drug 
consumption room provision 
and evidence of effectiveness

30 approx
Benefits were summarised as improvements in safe, hygienic drug use, increased access to health 
and social service, reduced public drug use and litter with no evidence of increasing drug use or 
injection frequency. OPCs facilitate access to treatment, and do not lead to increases in crime
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AUTHORS 
AND TYPE  
OF REVIEW

AIM INCLUDED 
STUDIES MAIN FINDINGS AND CONCLUSIONS

Garcia (122)
(Narrative 
review)

To summarise literature on 
OPCs in Spain from 2000-2013

45

This review summarised the literature from two databases and known linked websites which 
focused on OPCs in Spain including articles, reports, and presentations. They aimed to describe OPC 
clients (primarily male, aged 30 years or over, and with a long history of injecting drug use), and 
the impact of different OPCs. They echoed international research in prevention of BBV, providing 
space, reducing overdose deaths, and improving the wider community through reduced public drug 
use and abandoned equipment. Several recommendations included feasibility studies to reduce 
challenges to implementation, evaluation of social and health impact, satisfaction with the service 
from the point of view of the service user, and greater support to specialised groups who may not 
have their needs met at present [Note: translated from Spanish]

Gehring 
et al. (123)
(Scoping 
review)

To understand OPC provision 
for non-injecting drug use, 
describe the literature in this 
area, and develop a research 
strategy 

40

Most studies were feasibility or needs assessment papers (80%). They found a strong willingness to 
use non-injecting OPC facilities where they were needed, a need to account for the social nature 
of non-injecting use and reduce risks of passive inhalation, and positive outcomes for those who 
used them. Provision supported improved health and safety amongst people who used drugs and 
reduced public drug use. The quality of the evidence was described as variable.

Ivsins 
et al. (124)
(Scoping 
review)

To understand and summarise 
the findings from qualitative 
studies of people who use 
drugs in overdose prevention 
centres

42

From the 42 papers included they found four key shared themes across papers; 1) the influence of 
OPCs on health and wellbeing; 2) how the physical environment of OPCs can support or prevent 
their use; 3) the role of social resources; 4) the role of other intersecting forces or identities in the OPC 
experience. OPCs need to be agile to changing times and trends to support their clients and make it 
a welcoming space for all who attend.

Kennedy 
(103)
(Systematic 
review)

To summarise the health and 
community aspects of OPCs

47 

They found OPCs form a core element of the public health continuum of care for people who use 
drugs and meet their goals of service. The objectives of OPC include reducing harm, overdose 
morbidity and mortality, and drug related risk behaviour. They connect people with treatment, 
health, and social services. Other evidence included reducing public drug use and discarded 
equipment with limited impact on crime. They indicated cost-effectiveness from Vancouver studies. 
They also called for more research to optimise the effectiveness of OPCs to try and continually 
improve the service and understand the long-term impact of services.

Kerr  
et al. (125)
(Narrative 
review)

To understand the role of OPCs 
in reducing the harm from HIV 
infection and how care could 
be optimised amongst people 
who use drugs

Unclear

They found OPCs can complement HIV/AIDS related services, are effective at reducing HIV 
transmission, and help people who use drugs improve their health. This was achieved by engaging 
those who are most at risk of harm, providing education and support, reducing syringe sharing, and 
promoting treatment services. They recommended including testing for HIV, HIV disease monitoring 
and treatment, and substitution therapies to enhance the OPC to realise the potential for improving 
HIV outcomes.
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AUTHORS 
AND TYPE  
OF REVIEW

AIM INCLUDED 
STUDIES MAIN FINDINGS AND CONCLUSIONS

Kerr  
et al. (76)
(Narrative 
review)

To understand the Canadian 
experience of OPCs, how it 
began, the status in 2017, and 
recommendations for the 
future

Unclear

Authors concluded OPCs have been integrated into the continuum of care for people who use drugs 
in Canada, brought about in part by activism, radical action, research advocacy, and legal challenges. 
They emphasised the need to amend federal legislation to support OPC expansion where needed 
and to tackle the increasingly urgent overdose crisis. Although the authors concluded the services 
had positive impacts, they recommended other advances including peer-run models and services 
in other settings such as hospitals to maximise the potential of OPCs in Canada to tackle harm and 
health inequity.

Kryszaitys 
et al. (70) 
(Scoping 
review)

To summarise the literature 
on feasibility studies planning 
OPCs and show what service 
design stakeholders would 
prefer

26

The studies they included focused on location, hours, and waiting times. Fewer studies reported 
on security, space allocation for different ways to use drugs, and onsite opioid substitution therapy. 
People who used drugs preferred a harm-reduction orientation, while other interested parties (not 
people who used drugs) preferred a treatment goal for a service.

Lange  
and Bach-
Mortensen
(126)
(Narrative 
review)

To summarise the perceptions 
of stakeholders on OPCs

47

Themes identified in this narrative synthesis included increased safety and education for and with 
OPC users, concerns about facilities including their location and rules of operation, and suggestions 
for improvement. They also separated out these stakeholder views to those which related to 
sanctioned, unsanctioned, and not yet developed services. Stakeholders were broadly defined but 
included people who used drugs, workers in substance use field (including OPC workers), advocates, 
health professionals, researchers, outreach workers, government and city employees, police, public, 
emergency services, OPCs, policy makers, businesses, and social services. Those who had first-hand 
experience of people who have used drugs were more favourable in their views, underscoring the 
importance of social integration for communities.

Larson  
et al. (127)

Understand literature on OPCs 
in relation to overdose deaths, 
infections, and community 
harm

Unclear 

Literature was summarised to inform models in relation to developing a model of the likely impact 
of a Philadelphia OPC. They found OPCs reduced overdose deaths and lead to less blood-borne 
infections, fewer soft-tissue injuries, less discarded injection equipment, less perceived disorder, and 
cost savings.

Levengood 
et al. (128)
(Systematic 
review)

To determine the effectiveness 
of OPC compared to control 
settings (e.g. areas without 
OPCs or comparing before and 
after OPC opening) focusing 
on community and harm-
reduction outcomes

22

OPCs were shown to reduce morbidity and mortality, improve injecting behaviours and harm 
reduction practices, and improve access to treatment and did not change crime or result in an 
increase in ‘public nuisance’ compared to the control areas. They found the strongest evidence in 
reducing overdose morbidity and mortality and improving access to treatment. It focused only on 
injecting spaces.
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AUTHORS 
AND TYPE  
OF REVIEW

AIM INCLUDED 
STUDIES MAIN FINDINGS AND CONCLUSIONS

MacArthur 
et al. (129) 
Review of 
Reviews

To identify and summarise 
reviews of the literature 
on reducing HIV and HCV 
including OPCs

1 core 
6 other 
reviews

Literature from 2000-2007, with a core paper from Tilson et al. (130) (i.e. found in the search not linked 
to other papers) suggested there was tentative evidence of reduction in injecting risk behaviour. This 
was considered tentative as mechanisms of action were not clearly laid out (however, injecting in a 
sterile environment would automatically confer less risk). The authors found insufficient evidence at 
this time to support or discount the effectiveness in preventing HCV or HIV from these papers. 

Magwood  
et al. (8)
(Review of 
reviews)

To review interventions 
including OPCs and others 
which target those who are 
homeless and vulnerably 
housed

3

They summarised findings from three systematic reviews on OPCs (19, 103, 131) and summarised 
OPCs reduced drug-related deaths and high-risk of harm behaviours in people who were homeless 
without corresponding increases in harm. They were also found to increase access to healthcare and 
wider supports.

May (132)
(Review of 
reviews)

To thematically analyse the 
findings of reviews found in 
the areas of effectiveness, cost-
effectiveness, and summarise 
key findings

12

This was a review of reviews on the effectiveness of OPCs to prepare for the Advisory Panel on 
Substance Misuse for the Welsh Government in the UK. It concluded OPCs reduce overdoses, reduce 
equipment re-use and sharing, increase safer injecting behaviours, and improve access to treatment. 
The greatest gains in cost-effectiveness are found around HIV and HCV infection reduction. Other 
benefits include reduced crime, trafficking, public injecting, and discarded equipment. The political 
challenges in the UK around implementation are noted, with a recommendation that continued 
evidence for effectiveness particularly around overdoses, drug-related harms, public drug use and 
discarded equipment, and cost-savings may help convince those who are sceptical.

McNeil and 
Small (131)
(Qualitative 
meta-
synthesis)

To understand the 
effectiveness of safe 
environment interventions, 
which included OPCs amongst 
other harm-reduction 
interventions.

29 articles 
of which 
11 were on 
OPCs

Findings included providing a haven from public drug use settings, reshaping the social and 
environmental context to enable safer drug use, being an intermediary for resource and healthcare 
access, and being constrained by legal position and legal enforcement by police.

Monico (133)
(Narrative 
review)

To examine literature on OPCs 
and understand benefits and 
challenges of opening an OPC 
in the United States.

27

The review showed people who inject drugs wanted to use an OPC, particularly those at highest 
risk of health harm. There was evidence that overdoses could be prevented and/or successful 
interventions applied. Included studies showed that people who used drugs could improve their safe 
injecting practice and connect to wider services. They concluded that improvements in quality of life 
for people with living experience of drug use could benefit the quality of life of others in the USA.
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AUTHORS 
AND TYPE  
OF REVIEW

AIM INCLUDED 
STUDIES MAIN FINDINGS AND CONCLUSIONS

Pardo  
et al. (4)
(Narrative 
review)

To summarise the evidence 
for OPCs

150

They identified several limitations from the literature, including lack of randomised control trials, 
which is understandable as they are often opened in response to crises not to test a research 
hypothesis. Natural experiments were commended but noted as rare, based in only Sydney, 
Vancouver, and Barcelona. They prioritised overdose, drug related litter, and crime as outcomes. They 
also noted Sydney and Vancouver were the only locations which had comparison groups comparing 
fatal population level overdoses with comparator areas summarising reductions in overdose for 
Vancouver, and emergency call outs in Sydney. They also raised questions on the size of the effect 
of reduced BBV transmission and other harms on OPC attendance as it is influenced by individual 
heterogeneity and risk practices, and the causal pathways are often unexplored.

Potier 
et al. (19)
(Systematic 
review)

To summarise evidence of OPC 
benefits and harms to date

75

They summarised OPCs fulfilled their aims to attract the most marginalised individuals in 
communities, but noted how rules might exclude those who could benefit. Benefits of OPCs 
summarised included safer injecting conditions and equipment, overdose management and 
prevention, education, BBV virus prevention, and referral to other services including treatment. 
Communities benefit through fewer injections in public spaces and drug related litter, and no 
enhanced levels of drug use or trafficking. There is the potential for cost savings primarily through 
prevention of overdose and reduced BBV transmission. They noted the predominance of evidence 
from Canada and Australia although more facilities exist in Europe.

Schatz and 
Nougier (3)
(Briefing 
review)

To summarise the background, 
history, objectives, and 
evidence for OPC

Unclear

Locations covered by this review include Switzerland, Germany, Netherlands, Australia, Canada, 
Spain, Luxembourg, and Norway, with helpful service summaries on the location, staffing, rules/
eligibility, services provided, nature of the consumption event and substances used, and outlined the 
findings and impact of each site. The political and policy challenges in diffusing policy beyond and 
within these countries is acknowledged, and the authors stress the importance of OPCs to adapt to 
the evolving needs of their clients.

Semaan et 
al. (134)
(Narrative 
review)

To understand the public 
health need for OPCs in the 
USA and determine ethical 
and operational factors for 
implementation

Unclear

OPCs offer a hygienic space, provide sterile equipment, and allow disposal of used equipment. 
Trained staff provide on-site overdose intervention, support, counselling, and referral to treatment 
(healthcare or addiction). They can reduce transmission of HIV and viral hepatitis, bacterial infections, 
and overdose mortality without negative health or social consequences. People who use OPCs 
get their drugs before arriving at the centre, and may inject in public or inject frequently, or be 
unknown to other public health programs. The Kass framework which assesses the implications 
of public health activities illustrated the importance of dialogue between public health providers, 
law enforcement agencies, representatives of local communities, people who use drugs, and policy 
makers to implement services that work and are ethically appropriate.
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AUTHORS 
AND TYPE  
OF REVIEW

AIM INCLUDED 
STUDIES MAIN FINDINGS AND CONCLUSIONS

Speed  
et al. (135) 
(Systematic 
scoping 
review)

To describe OPC models which 
incorporate non-injection 
routes of administration and 
describe their clients

39

Most of the facilities which permitted non-injection routes including oral, intranasal, and inhalation 
routes were in Germany, with similar models of care to OPCs who focus on injection spaces. 
Differences included shorter duration of consumption events and infrastructure differences 
including ventilated indoor spaces and covered outdoor spaces. Typical clients are males aged over 
30 and facing housing instability. The review encouraged those who were running these spaces 
and evaluating them to describe them in greater detail to support the uptake of alternate routes of 
administration and facilitate innovation in services.

Tran  
et al. (136) 
(Systematic 
review)

To understand the long-term 
impact of OPCs five years or 
longer

4

Studies from Canada and Australia showed they facilitated access to drug treatment or other health 
service access, reduced use over time, reduced injecting related harms. Community and business 
owner evidence showed lower public drug use and drug related litter. Calls were made for more 
long-term research internationally to help strengthen and extend the evidence base of what works.

Vander 
Laenen  
et al. (137)
(Narrative 
review)

To explore the context of OPCs 
as part of a wider feasibility 
project to inform the Belgian 
healthcare setting

Unclear

This was a narrative evidence review which explored the context as part of a wider feasibility project 
in Belgium. The review was one chapter of the report and summarised drug related harms, the 
nature of harm reduction, what drug consumption rooms are and how they work, their effectiveness, 
challenges to operation, and the importance of local acceptability. The rest of this extensive and 
comprehensive document focused on the Belgian context.

Xavier  
et al. (138)
(Scoping 
review)

To understand stakeholders’ 
opinions of rules and eligibility 
criteria

19

Criteria used to determine eligibility vary per location and OPC type but can include age, opioid 
substitution use status, and pregnancy. Behavioural recommendations included handwashing, 
how drugs were consumed (e.g., injecting, smoking, oral etc), assisted injection, drug sharing, pill 
injecting, supervision, number of consumption events, time limits, and children. The lowest possible 
number of rules are recommended to increase the likelihood of the OPC being used by those who 
need it most. People who use drugs must be centred in the setting of behavioural norms and rules, 
and in their maintenance over time; however, the role of jurisdiction, legal position, and application 
processes may reduce the likelihood of OPCs meeting the needs of their clients.

Yoon  
et al. (139) 
(Systematic 
review with 
thematic 
synthesis)

Summarised qualitative 
studies on the sustainability 
and implementation of OPCs

10

OPCs were described as facilities which could reduce public drug use scenes and support inclusion. 
They were also seen as places which could develop community relations between those who used 
the service and other community members and that they could be welcoming spaces for people 
who use drugs. They recommended additional works which include OPC staff and wider community 
perspectives particularly on service sustainability.

*Best approximation of report authors
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3.2 OPCs are used by people who use drugs

This section reports on studies of who will use an OPC before the service is 
established, and whether, when a service opens, individuals most at risk attend 
the service. We cannot realise potential benefits unless people will use the 
service when it opens and continue to attend the service. To maximise the value 
of the service, the service should support the rights of and meet the needs 
of the most marginalised in society who are often not served elsewhere in 
provision. An OPC is a very low threshold community service that provides a 
broad spectrum of services beyond viewing the consumption event.

3.2.1 Willingness to use an OPC before it opens 

Many studies suggest that well designed OPCs which meet the needs of 
communities will be used by people who use drugs. Willingness to use is 
particularly high amongst those who inject in public spaces, and amongst 
those most marginalized. OPCs are viewed as a safe haven to reduce risks 
including violence, police encounters, and stigma.

There is a considerable need for people who use drugs to have space in their 
communities. In Sydney, 66% of people who last injected in a private place and 
83% who last injected in a public place reported being willing to use a OPC (140). 
Similarly, in Montreal, Canada, 76% of people who injected in public or semi-public 
places reported willingness to use a OPC if it were established (141). Of 400 people 
who inject drugs in Australia, 77% said they would use an OPC in Melbourne and 
thought it could help reduce personal and community harms (72). Those who 
were unwilling from this cohort described concerns about safety, privacy, and 
police presence (72). Those who routinely injected publicly were more willing to 
use an OPC, suggesting a need for space in communities that is not being met. 
This was echoed in Marseille, where the most vulnerable individuals were willing 
to attend primarily to use in more hygienic conditions (142). This proportion 
concurs with findings from Kerr and colleagues (143), with 71% of people who 
injected cocaine publicly willing to use an OPC if one was available. There is much 
evidence to suggest those who inject in public spaces are keen to try OPCs when 
they open.

Some studies have explored other reasons why individuals would use OPCs. 
In a survey of 602 people who inject drugs in San Francisco, 85% said they 
would use an OPC, with most suggesting they would use it three or more 
times per week. Those who would be most likely to use the service were those 
who injected in public or semi-public settings, and those who used stimulants 
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and heroin together (92). Park and colleagues in 2019 (85) surveyed 326 opioid 
users in Boston, Baltimore, and Providence with 77% stating they would use an 
OPC. Being female, engaging in public injecting, and being a racial minority 
was associated with increased willingness, and experiencing a prior arrest was 
associated with decreased willingness to use an OPC. In advance of the Lisbon 
OPC, there was a high level of willingness to use a mobile service specially those 
who are socially marginalized and unstably housed (144). In Massachusetts, 
those attending an inpatient opioid withdrawal management service were more 
likely to use OPCs if they provided safety from police intervention, supported 
withdrawal management, supplied sterile equipment, and provided a place to 
dispose of used equipment (145).

Shaw and colleagues in Ottawa, Canada reported that of 270 individuals who had 
injected drugs in the past 12 months, 75% said they would use an OPC, and 51% 
said they would use it daily. Those willing to use an OPC injected more frequently 
in public (OR(95%CI)=2.0(1.1-3.9)), were HCV positive (OR(95%CI)=2.1(1.2-3.9)), were 
from the LGBTQ community (OR(95%CI)=5.6(1.3-24.2)), or had experienced an 
overdose event in the past year (OR(95%CI)=2.0(1.0-3.9)) (146). In Thunder Bay, 
Ontario, 69% of 200 people who used drugs were willing to use an OPC; of these 
64% said they would always or almost always use an OPC and 36% said they would 
occasionally use it (147). Of 2490 people who use drugs in a respondent driven 
sample of 11 major cities in Iran found that 53% had a high willingness to use OPCs 
and 24% had a moderate willingness to use a facility (148). Those with the highest 
risk both individually and structurally had greatest willingness. This was similar 
to Klein and colleagues findings from Washington, who also found that those of 
most risk were more likely to use, with overall 80% of their 377 participants willing 
to use a facility if one were available (149). Public injecting (aOR(95% CI)=4.2(2.1-
8.3)) and being female (aOR(95% CI)=2.4(1.1-5.7)) was positively associated 
with willingness to use an OPC. Injecting alone (aOR(95% CI)=2.6(1.0-6.6)) was 
associated with higher intended frequency of use if an OPC was available. Using 
a similar analysis in London, Ontario, of 197 people who used drugs, 86% would 
use an OPC. Of these willing to use, they were less likely to be female (aOR(95% 
CI)=0.3(0.1-0.8)) and more likely to engage in public injecting (aOR(95% CI)=2.8(1.0-
7.6)) (150). Scheim noted the core reasons to inject in public were predominantly 
convenience (70%) and vulnerable housing situation (40%) suggesting the right 
facility in the right place can make a difference to people who use drugs (151). As 
such, a range of factors make it more likely people will attend. Those who publicly 
inject, use alone, are seeking sanctuary or space in the case of vulnerable housing 
may be particularly likely. There can be gender differences in preferences to 
attend, and those in marginalised communities are also more likely to seek space 
at OPCs.
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In Scotland, Trayner et al. (152) asked 1469 people with living experience of 
injecting drugs whether they would use an OPC. Three quarters said that 
they would (75%), highest in Glasgow city centre (83%), and other city centres. 
Willingness to use OPCs was positively associated with those injecting heroin 
(76%), or cocaine (79%), those who were homeless (86%), those who were public 
injecting (87%), and those who had experienced an overdose (80%). Those with 
increased risk of overdose (i.e. that had three or more on a cumulative risk 
variable) were significantly more likely to be interested in attending an OPC 
compared to those who had zero on the risk variable (85% vs 66% respectively). 

This was echoed elsewhere in the UK, Hunt and colleagues (153) found that 
84% of 301 intravenous drug users, most of whom were vulnerably housed and 
reported injecting in the past week, would use a OPC if one were available. Of 90 
outpatients in London on a methadone prescription, 89% described a willingness 
to use a OPC and accepted the need for rules such as compulsory supervision, 
hand washing, no drug sharing, and no help with injecting Butler et al., 2016 (154). 
Qualitative exploration in the West Midlands described a strong interest in a well-
designed service (82), firstly to save lives in their community, and also because 
they knew it has worked elsewhere; two quotes were key:

“People, my friends would use it…too many of my friends have died…its 
definitely gone up, I know four people who have died here.” (Street-Based 
Interview 15, Male)

“I’ve seen on documentaries how they do it in Amsterdam and Germany and 
Canada. It just makes me think why does our Government not care for us?” 
(Street-Based Interview 12, Male) pp.44 (82)

Whilst there is evidence that people would attend a service if provided; others 
have found this willingness before a service opens often translates to use when it 
opens. Findings from Vancouver show that willingness to use an OPC predicted 
later attendance after controlling for other factors such as age and public 
injection (155). Of those who described a willingness to use the space, there were 
72% of people who attended the facility once it had opened, as well as 54% of 
those who previously described themselves as unwilling to use it. Xavier and 
colleagues explored the influence of rules and stakeholder views on attendance 
reporting from six papers included that people were willing to be observed 
during, and after the injection event (138). 

A qualitative synthesis (131) summarised OPCs as a place of safety which reduced 
the dangers from street-based drug scenes. This included violence and a feeling 
of safety for both males and females (156, 157). It was considered to reduce a 
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broader range of everyday threats in the environment associated with injecting 
drugs in open spaces such as police encounters (157), people disturbing them 
when using (156, 158) and real or perceived stigma (159). A potential OPC user in 
Ireland noted it solved a range of issues across the community – Frank, aged 24 
stated: 

“The government and the public, the working-class, middle-class, normal 
people out there, what they hate to see is junkies on the street, so they 
must be getting pretty pissed off, so I think it’s about time that they did put 
something there, that we could use.” pp.80 (160). 

We also have evidence that individuals would use specific types of service. 
From the perspective of hospital-based services, around 68% of individuals 
in hospital would use an OPC for inpatients, to support their retention in the 
healthcare pathway they were on (161). Cortina et al (162) showed patients were 
more committed to their healthcare plan when their regular substance use was 
acknowledged by healthcare personnel and accounted for in treatment plans. 
There was also willingness for the use of safer smoking provision at OPCs. One 
study in Canada (163) found that amongst 437 cocaine smokers willingness to use 
an OPC was associated with having recently injected drugs (OR(95% CI)=1.7(1.1-2.7); 
equipment taken or broken by police (OR(95% CI)=2.0(1.2-2.9), smoking crack in 
public spaces (OR(95% CI)=2.5(1.7-3.3), borrowing pipes (OR(95% CI)=2.5(1.9-3.4), and 
burns/injuries from rushing a smoke in public spaces (OR(95% CI)=4.4(2.7-8.6).

One study looked at reasons individuals stopped attending OPCs (164). The 
predominant reasons were cessation of drug use or wanting to inject in their own 
home. This study acknowledges that OPC users do not use the service for life, but 
that the most vulnerable groups in society are typically happy to use the service 
(see Section 4.1.2 for more information). This concurs with the predominant 
reasons for not wanting to use an OPC; the preference for using at home (64%) or 
wishing to cease drug use (14%)(143).

3.2.2 Use of OPCs by people who use drugs at the highest risk of harm 

Harms facing people who use drugs are wide ranging and are influenced 
by many factors e.g. individual, physical, social, legal/policy, economic, and 
global factors. Typically, those who use OPCs are male, older, with long drug 
use histories, vulnerable housing and/or engaging in higher risk behaviours. 
They play a crucial role in harm reduction and community support in those at 
highest risk of harm. 

Influences on whether someone experiences harm are shaped by physical, social, 
legal/policy, treatment, economic, and global environments at the macro, meso, 
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and micro levels (97, 98, 165). OPCs can provide safety and sanctuary from some 
of the harms and seek to reduce the impact of some others. Lack of high-quality 
support and advice, voluntary treatment which meets the needs of the person 
seeking treatment, supportive and sustainable housing, and enough money to 
meet the basic hierarchy of needs are structural and political factors which can 
change outcomes for individuals who use drugs. 

We acknowledge the impact of poverty and lack of resource in blocking 
sustainable and long-term pathways to health and wellbeing (166). Goodhew 
echoed this (167). In their study of 50 regular clients of the Sydney Medically 
Supervised Injecting Centre, 82% reported a mental health diagnosis, and nearly 
all had experienced multiple traumatic experiences both systemic and at an 
individual level.

Injection can carry an increased risk of human immunodeficiency virus (HIV), 
hepatitis C, and overdose compared to those consuming drugs through other 
routes (168). Risks aligned with other methods of consumption include the 
sharing of equipment such as pipes, and although overdose risk may be lesser, 
there are still overdose risks 
from inhalation, intranasal, oral, 
and other routes of use. Drug 
contaminants from illegal supply 
also add additional complications 
that cannot be eliminated 
without decriminalisation (169). 
Being a person at risk of harm is 
not caused by individual factors 
alone, and that a more equal 
society could ease the size of the 
group of individuals who are ‘at 
risk’.

Several reviews summarise who 
uses OPC services. There are some similarities at sites, and some unique 
characteristics in certain locations. Synthesising 14 articles, Potier et al. (19) 
summarised clients as those aged between 30-35 years of age, mostly male, and 
most experiencing housing insecurity. Sex work was also reported to be 
characteristic of between 10-39% of OPC attendees (19). Levengood et al. (128) 
summarised most were between 36-39 years, with a range of 66-75% male, and a 
quarter experiencing homelessness. Those who used OPCs in the Netherlands 
were typically disconnected with traditional ‘treatment’ services but happy to 
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engage with OPCs regularly in Amsterdam and Rotterdam (170). They found it to 
be a place of safety, for social interaction, and to avoid interaction with the police. 

Bravo and colleagues (171) found those who used OPCs in Madrid and Barcelona 
had fewer structural or personal resources available to them than those who 
did not use the OPC. Vulnerable housing situations predominated (62). This is 
echoed in repeated bulletins in Melbourne e.g. (172). A comparison of those in the 
SuperMix cohort, found those who use the OPC were more socially vulnerable, 
homeless, engaged in risky drug behaviours, were in poorer health, and lived 
close to facilities (173). Similarly, those using OPCs were more often regular 
injectors who used weekly or more often compared to sporadic users (OR(95% 
CI)=4.9(2.7-8.8))(171). In Germany, there was a high proportion of criminal history, 
public injecting, equipment sharing, vulnerable housing, history of blood-borne 
infections, and history of sex work amongst those who attended an OPC as 
part of a primary healthcare facility (50). Canadian findings agree. In the Insite 
facility in Canada, clients attending the OPC from a wider cohort of 400 people 
who inject drugs were significantly more likely to report prior public use of 
drugs (OR(95% CI)=2.6(1.7-3.9)), vulnerable housing (OR(95% CI)=1.7(1.2-2.7)), daily 
heroin (OR(95% CI)=2.1(1.3-3.2)) or cocaine use (OR(95% CI)=1.6(1.1-2.5)), and to have 
experienced an overdose event recently (OR(95% CI)=2.7(1.2-6.1)) (174). Those at 
a facility in Germany had been using drugs for around 11 years (175). Tyndall and 
colleagues (176), in their study 
of 1035 individuals enrolled in a 
prospective cohort study who 
attended the OPC in Vancouver, 
Canada, found 17% of their 
participants were HIV positive. 
They stressed the importance of 
the OPC to connect individuals 
with appropriate HIV treatment. 
Dubois-Arber and colleagues 
(177) created profiles of those 
who used a low threshold 
facility in Switzerland of 1) standard clients, 2) heroin-orientated clients, 3) high 
cocaine consumption clients, 4) 1-day clients, and 5) newcomers. Each group 
had characteristics of substance use frequency, amount, type, and wider needs 
illustrating that the OPC needs to be agile and cater to a diversity of clients and 
their needs.

Studies focusing on younger individuals also show that young people at highest 
risk of harm will use an OPC. A study in Vancouver focusing on those 29 years 
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old and younger stated that those who had used the OPC were more likely to 
be vulnerably housed or homeless, public injecting, engaging in equipment and 
needle sharing, with greater likelihood of bingeing use, daily heroin use, and 
a history with the criminal legal system. Thus, those who used the OPC were 
amongst the highest risk of drug-related harm (178). A later Canadian study of a 
prospective cohort of at-risk street youth showed that high-frequency young drug 
users, most at risk of harms including infections and overdose, aged between 14 
and 26 years old were willing to, or currently used the OPC (179). This was similar 
to a cohort of 395 people who are HIV positive in Vancouver. Those who used 
the OPC more regularly were more likely to be high-risk users, characterised as 
those who inject cocaine and/or heroin daily, be vulnerably housed, and to have 
experienced overdose events (180). Reddon et al. (180) considered OPC use could 
be enhanced by providing additional services to support people with HIV. One 
study of 31 young people who inject drugs noted that 87% would use an OPC in 
the USA, with 100% of those who injected daily willing to use a facility (91).

(50) investigated those attending an OPC in a primary care facility, and whether 
it could attract those typically underserved in local communities of Germany. Of 
the 129 individuals interviewed, 90% had some experience of drug treatment. 
On average, they had been using opioids for over 10 years, 22% shared injecting 
equipment, 53% used non-sterile equipment, 43% reported issues with stable 
housing, and 53% had consumed drugs outdoors. The type of OPC may lead to 
slight variations in use (45).

Those who use OPCs do so for a range of reasons. When resources are provided 
over time, and individuals are getting their needs met, service use tends to be 
sustained. Data trends from Frankfurt services showed a consistent number of 
drug consumption room users over time, not necessarily the same individuals. A 
consistent throughput of between 4000-5000 users annually showed consistency 
in meeting the needs of the clients from 2003 to 2019 across four services (181).

In summarising the clientele of several European OPCs, Peacey showed 
clients were an ageing cohort with extensive histories of vulnerable housing 
(170). They noted some of the main reasons to attend were to find a place of 
safety, somewhere to avoid police, and to provide important social interaction 
opportunities. Later work by Kerman and colleagues (182) and Oudshoorn et 
al. (183) also noted the that OPCs provide essential social connectedness and 
community. Even those in stable long-term housing often used the service 
to keep in contact with peers. A Toronto unsanctioned OPC described broad 
benefits of OPCs; that a range of crucial and immediate needs were being met. 
Their clients identified shelter, protection from violence, reduced overdose, ease 
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of access to hygienic equipment, food, connection with others, and links to health 
services as important and needed services provided on site (64).

Those who might be at elevated risk of harm may have potentially avoidable 
reasons they do not attend the service or only attend a service occasionally. 
In their interviews with 75 people who used drugs (81) wait times, time limits 
in the consumption area, restriction on injecting help, and client bans as 
operational barriers, and unnecessary use of naloxone and police surveillance as 
contextualisation barriers. Service co-design with potential or actual clients can 
help overcome these barriers, which may prevent access or lead to intermittent 
access (see section 4).

Whilst there may be the aim to record all consumption events at a location, it is 
not always possible to capture all (9, 178, 181). In these instances, it is likely that 
data collection is incomplete, deprioritised to make space for service provision. 
Percentages of who might use an OPC are indicative rather than absolute figures 
of use characteristics.

3.3 OPCs can prevent or manage overdose events 

One of the core reasons for OPCs is to prevent fatal overdose. They do this by 
observing drug use and supporting people to manage overdose risks before, 
during, and after the consumption event.

The opening of the OPC in Vancouver was followed by a decrease of 35% 
in overdose events leading to death in the 500m near the OPC; this was a 
reduction from 254 to 165 deaths per person years between the years of 2001-
2003 until the facility opened, and 2003-2005 during early operation (184). As 
there can be multiple factors at play during ‘natural experiments’, the sample 
catchment area was compared to other areas of Vancouver. There was only a 
nine percent decrease elsewhere in the city representing a 26% net reduction 
in the area around the OPC. Potier et al. (19) in their 2014 review, also noted in 
Vancouver, there were significantly more overdose episodes before the OPC 
opened than after (OR(95%CI)=2.7(1.2-6.1)), and a greater frequency of daily 
drug injection of heroin (2.1(1.3-3.2); cocaine (1.6(1.1-2.5)); and of public injecting 
(OR(95%CI)=2.6(1.7-63.9)) before compared to after opening. In France (185), of 
665 people who are and are not using the OPC, those who attended OPCs were 
less likely to experience non-fatal overdose events. In an evaluation of temporary 
OPCs in Canada (186), staff described the value of being able to prevent overdose 
events. This included physical stimulation when someone is ‘nodding’ or using 
an oximeter to detect lowering levels of oxygen in the blood and intervening if 
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they dropped. This provided the opportunity to intervene sometimes without 
naloxone being required. Some have found that drug deaths did not change, and 
sometimes increased in Alberta; however, most of these deaths occurred alone 
within private residences (187).

Milloy and colleagues (188) found that OPCs did not increase the likelihood of 
recent past six-month non-fatal overdose experience. In addition, an exploration 
of 453 potentially fatal overdoses between 2004-2008, so defined as requiring 
naloxone administration, 911 call, or an ambulance, revealed between 2-12 averted 
deaths per year attributed to an OPC (189). This was illustrative of between 8-51 
deaths during the study period had they occurred outside the OPC, or equivalent 
to between 6-37% of the overdose mortality burden during the study period.

It is often stated no individuals have died in an OPC worldwide despite millions 
of consumption events; however, there are three deaths recorded in OPCs none 
of which are due to overdose. One individual died in an OPC in Berlin in 2015, 
but this was not because of an overdose event (190). One died in Germany from 
anaphylactic shock, again not an overdose (54). Finally, one death was reported 
in the Netherlands in a locked toilet out of the range of OPC staff supervision. A 
formal investigation stated the OPC was not responsible for this death (191, 192). It 

would remain appropriate based 
on the literature to state no-one 
has died from an overdose in an 
OPC.

Rates of overdose per injection 
can vary between OPCs. In 
Melbourne over 18 months, 
there were 116,802 injections 
supervised and 2657 overdose 
events successfully managed, 
approximately one overdose for 
every 44 injections supervised 
or 22 per 1000 injections (193). 
Rates in a Canadian OPC were 
approximately 1.3 overdoses per 

1000 injections, with a predominance of overdoses associated with heroin (70%) 
(194). Of these, 60% were managed without the need for external support, and 
naloxone was used in around 30%. In Sydney’s Medically Supervised Injecting 
Centre (MSIC), there were 56861 episodes of use in an 18 month period by 3747 
clients and 409 overdose events, so resulting in a rate of 7.2 overdoses per 1000 
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episodes of use (195). Of these overdose events 80% were associated with heroin 
use, 15% with cocaine, and 5% with other drugs. Of the heroin overdoses 25% 
required naloxone intervention. Risk factors of overdoses occurring at the facility 
included history of prior overdose, primary drug being heroin, experience of sex 
work, frequent attendance, and the other option for use being a public setting. 
Being in methadone maintenance treatment and a daily injector at registration 
were protective against use being an overdose event. A later study exploring the 
severity of overdose experience suggested that the OPC could reduce the severity 
of events by intervening early (196).

Glasgow’s unsanctioned facility was somewhere in between these figures with 
one overdose event in every 99 recorded injections or 8 per 1000 injections (9), 
seven involving opioids and two involving cocaine. Two involved an ambulance 
call out, one of which was cancelled by agreement with the emergency service 
operator. During the first two months of OPC operation in OnPointNYC, 
there were almost 6,000 uses of the site by 613 individuals, and 125 overdose 
interventions a rate of 20.9 per 1000 uses of the site. Trained staff responded to 
opioid-involved symptoms of overdose, administering naloxone 19 times and 
oxygen 35 times, and monitoring respiration or blood oxygen levels 26 times. 
There were 45 stimulant-involved overdose interventions, providing needed 
hydration, cooling, and de-escalation. All overdoses were successfully treated on 
site with no fatalities (197). 

It is difficult to understand and estimate the proportion of overdose events 
treated in OPCs that would definitively have resulted in death and thus estimate 
with accuracy deaths prevented. Not all overdoses have been treated in OPCs 
would have resulted in death, but many would. The precise ratio of overdoses 
treated to deaths averted is complex to calculate, as different services and staff 
members, despite training, will have different thresholds at which they decide 
to intervene in an overdose. Some indication is given by German data. In the 12 
OPCs in North Rhine Westphalia, among a reported total of about 75,000 users of 
these services between 2001 and 2009, 3,271 drug emergencies were treated. In 
710 cases, it was reported that an immediate death was averted by resuscitation 
measures (198).

OPCs can also influence the severity of an overdose event; in particular, OPCs can 
reduce ambulance call outs and save time and money in healthcare budgets. 
In Australia, Salmon and colleagues (107) reported on 20,409 ambulance 
attendances at opioid-related overdoses in the 36 months prior to the opening 
of the Sydney OPC, and the 60 months after it opened. Following the opening 
of the Sydney MSIC, there was a 68% decrease in the average monthly number 
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of ambulance attendances in the area near the Sydney OPC which was greater 
than that in the rest of the New South Wales areas surveyed (61%) – this was a 
statistically significant difference (X2(1)=9.5; p=.002). During operating hours, there 
was a 80% decrease in average number of monthly ambulance attendances in 
the immediate area around the OPC compared to 60% decrease in the rest of 
New South Wales (60%). Again this was statistically significant (X2(1)=68.0; p<.001). 
Evidence from Norway illustrated from 1054 opioid overdoses collected in 2014-
2015, fewer OPC located overdoses required hospital treatment compared with 
other locations (public locations and private homes) despite similar scores on 
the Glasgow Coma Scale; most (85.6%) did not require ambulance transport at 
the OPC (199). Those that overdosed in public locations (OR(95% CI)=1.7(1.2-2.4)), 
and when the facility was closed (OR(95% CI)=1.4(1.0-1.9)) were significantly more 
likely to receive transport for further treatment at the hospital. The savings were 
also illustrated in hospital data. One Vancouver service followed up those who 
had experienced an OD in the OPC over five years using their hospital records 
(n=767; data on n=763) (200) All were treated with oxygen or ventilation, with 93% 
involving naloxone administration, none required chest compressions on scene. 
Of these events, only 25% were transported to hospital, 2% needed additional 
naloxone, 1 person was admitted, and 16 developed complications.

Scheim et al. (201) studied whether OPCs led to risk compensation, i.e. that 
individuals would use in a more risky fashion knowing that there would be 
people at the facility who could intervene in an overdose event (otherwise 
known as ‘moral hazard’(202)). There was no significant difference between the 
prevalence of overdose events and the frequency of visits to the OPC suggesting 
no significant risk compensation. Several debates have occurred around naloxone 
availability and if it increases the chances of people engaging in higher-risk 
behaviour, for more information, see (202-205). There is no evidence currently that 
suggests this is true for OPCs which administer naloxone during opioid-involved 
overdose events. 

At least one other person needs to be around at the time of the overdose to 
administer overdose support. It is a bystander intervention, requiring other people 
to be present (206). That connection with others is important to OPC users. A case 
study describes an individual who died from an overdose in Boston in an alleyway 
who was previously at services requesting someone to use with (207).

One additional critique of OPCs is that we do not necessarily know if they reduce 
overdose rates. An exploration of overdose rates in Canada illustrated highest 
risk in those who use heroin alone, or with other drugs; and that illicit fentanyl 
and adulterated supplies from an unregulated drug supply have increased the 
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risk and severity of life-threatening overdose events (208). Those who suspected 
or knew their substances contained fentanyl were more likely to inject alone 
according to one Canadian study suggesting the need for advice to help prevent 
and manage overdose events (209). Frequent OPC use is associated with a lower 
risk of death whilst controlling for other factors (210). 

3.4 OPCs improve health and support access to treatment

OPCs improve health in several ways. They link service users to a range of 
supports including primary care, hospital care, and drug treatment options 
through integrated facilities, or links to other services from fixed, mobile, or 
tent sites. Another key role is facilitating access to healthcare equipment, the 
provision of practical advice, conversations, and mutual support. 

Facilitators of improved access to treatment include frequency of use and strong 
partnerships between staff and service users. Barriers include lack of support 
options, and where people seek help, but services cannot or will not be able to 
meet the need requested.

3.4.1 OPCs support treatment access

OPCs facilitate access to wider healthcare services including counselling, 
medical or nursing care, and addiction treatment including detoxification and 
opioid substitution therapies. They often improve awareness of various services 
and help reduce stigma and barriers to treatment access. These may be in 
integrated OPC settings, or through links to wider networks of services beyond 
the OPC.

Reviews and individual studies evidence that OPCs can facilitate access to a range 
of drug treatment options. In five studies in the Potier et al. review (19), from 
Sydney and Vancouver, there was an increase in referral to addiction treatment, 
initiation of detoxification treatment, and initiation of opiate substitution therapy 
(e.g. methadone). In Vancouver OPCs, 18% engaged in a detox programme, 57% 
engaged in an addiction treatment modality and 23% ceased injecting drugs 
altogether (211, 212). Between March 2004 and April 2005, of the 800 quarterly 
referrals about 40% were for addiction treatment (194). Those who attended the 
OPC more frequently were more likely to receive a referral and 16% had confirmed 
treatment uptake (213).

There are also gains in wellbeing which can lead to better prioritisation of health 
in people who use drugs. In a focus group in Ghent, one person who uses drugs 
emphasised the importance of OPCs to improve health in those who are not 
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connected to services. They stated: 

“To connect with people who 
are not yet reached by existing 
services; the threshold for some 
people who use drugs is still too 
high, and these hard-to-reach 
users may come to such a drug 
consumption room. And if there’s, 
besides using their drugs in a safe 
and controlled setting, additionally 
the opportunity to have a 
conversation or make use of social 
of medical services… For this group, 
such support would be extremely 
useful.” (IV9) pp. 134 (137) 

The frequency and duration of OPC use appears to facilitate treatment 
engagement (211). One study in Catalonia reported 82% of frequent OPC users; 
66% medium frequency users, and 55% low frequency users accessed drug 
dependence healthcare services in the prior six months (p < 0·001) (214). Those 
who attended an OPC once or more frequently per week were more likely to 
enter detoxification services or use the addiction counselling support at the 
facility (215). Weekly OPC use was associated with higher likelihood of rapid 
entry to detoxification services (212). Of 3715 people who inject drugs, those who 
attended the OPC more frequently, who had written health referrals, written 
psychosocial health referrals, had used heroin, and completed high school were 
more likely to receive a referral to drug treatment (216). Those who were more 
likely to take up the treatment were daily injectors or who had recently engaged 
in sex work; those with mental health issues or history of self-harm were less likely 
to take up the treatment offered at the time of survey.

Frequency and duration of OPC use also appears facilitative of other treatment 
engagement. Zurhold et al., (217) in a study of 616 users of OPCs in Germany 
noted that frequency of use of the OPC was significantly associated with greater 
use of counselling (46% compared to 35%) and medical services (37% compared 
to 29%) compared to occasional/rare visitors of the facility. One Vancouver study 
found that after three months of engagement, service users have up to a 30% 
increased chance of accessing drug treatment services (184). OPCs also facilitate 
connections with counselling, medication assisted treatment, and withdrawal 
management services (218, 219) and increased access to auxiliary services (220-
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222). In Melbourne, just less than a quarter were interested in alcohol and drug 
treatment and a third of clients seek support for other health services (193). 

Lloyd-Smith and colleagues (223) explored use of injection-related skin infection 
healthcare, both at the OPC and when referred on to hospital. Around 27% 
received support at the OPC. A later study, (224) demonstrated that when a 
nurse referred individuals to the OPC for skin-related infections, this resulted in 
a shorter stay and used less hospital resources. OPCs can also improve access to 
primary care. Folch et al. (214) demonstrated the frequency of attendance at OPCs 
improves access to primary care, with 54% of the most frequent OPC attendees 
accessing primary care in the previous six months compared to medium (46%) 
and low attendees (35%). This was significant (p=.01). 

Other factors facilitating access to treatment included support at the OPC. 
Whether the addiction counsellor in the OPC e.g. (211), or simply someone who 
could speak to an individual having a difficult day on site, conversational support 
was an important indicator of success for OPC clients (225). Staff in OPCs build 
bridges and liaise with outside staff to facilitate access to healthcare outside 
facilities (55). Toth et al. (226) found that those advised to seek help by one of five 
OPCs in Denmark were significantly more likely to do so than those not advised 
(51%-26%). Small et al. explain how the support can enhance health; they note 
those who use OPCs may have less knowledge of what services to access or how 
to access them, less resource to afford healthcare, experience long wait times, fear 
judgement or stigma, and/or have less time to identify and seek needed services 
(225). 

OPC clients report how service provider attitudes of genuine concern, care, 
tailored services, efficient delivery or referral pathway, and non-judgemental 
support facilitate engagement (227). Qualitative work showed service users 
perceive nursing staff at OPCs as less judgemental, more experienced with 
intravenous drug use, and less discriminatory than staff in conventional care 
settings, facilitating connection with health services for those who need it (228). 
Familiarity with healthcare needs affecting those who use drugs can also enhance 
care provision and wider uptake of referred treatment options (225).

Integrated services can also be helpful in facilitating treatment access. Of fifty 
people interviewed who injected drugs at a Vancouver OPC (225), 44% used 
medical care at the site, and 94% used other non-medical services at the facility 
with one quarter stating they would not have accessed the services at the OPC 
had they not been available. Integrating services was valuable “It’s great that 
they’ve got everything there, y’know?” (pp.343) and this facilitated timely access 
to treatments, even those not associated with substance use: 
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“Yeah, cervical cancer, and I didn’t know that I was ill, y’ know, until then. . 
. They brought me there [the hospital]... they [SIF staff] have the means to 
take care of all that, right? On the street, I didn’t.” pp.343 (225)

Central to this was non-judgemental treatment:

“Cause I’m not judged and I’m not mocked for what I am. It’s like, they open 
their doors to you. ‘Come on in.’ Whereas other people shut the doors.” 
pp.343 (225)

There was also strong recognition from stakeholders that a key function of an 
OPC is to reach individuals who are not being reached by services already: 

“But we estimate that they can reach like 50 to 60% of injecting drug users 
in Finland.” pp.5 (229)

They also found this in the New York service. More than half of those using the 
OPC service (52.5%) received additional support during their visit including 
counselling, hepatitis C testing, medical care, holistic services such as auricular 
acupuncture, and naloxone distribution (197). In an HIV/AIDS centre in Vancouver, 
a qualitative study found that integrating OPC services into the facility mediated 
access to palliative and other healthcare services (51). The benefits included 
the open discussion of comprehensive health concerns and led to improved 
healthcare, medication adherence, and survival. Comprehensive integration of 
services (even if not in an integrated facility) seems to optimise the public health 
improvement (230). In Canada, amongst those enrolling in detoxification services, 
factors associated with the use of this service included residence fewer than five 
blocks from the service, enrolment in methadone maintenance therapy, public 
injection, binge injection, recent overdose, and regular OPC use (218).

Barriers to access to treatment identified at OPCs noted waiting lists as key. Other 
associated factors included recent imprisonment, daily heroin use, and reusing 
equipment (231). There was also some caution as those from Aboriginal ancestry 
were less likely to seek treatment (211). This suggests the importance of equity 
in healthcare planning and provision, and the need for multi-strategy efforts to 
reach diverse groups (232). 

OPCs can also allow drug checking which may contribute to overdose prevention, 
given that a study of 1,714 samples in Vancouver found that only 18% contained 
the substance expected and many included contaminants such as fentanyl 
(233). Drug testing supports knowledge about the drug supply in each area to 
support public health and legal responses (227, 233). Betsos et al. (234), through 
ethnographic and qualitative interviews describe the co-production of knowledge 
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on harms that can occur through drug checking and how this can improve harm 
reduction practices. These forms of harm reduction techniques can facilitate the 
possibility, ability, and motivation to engage with treatment or positive change 
by meeting people where they are at, and tailoring the support as it matches 
their lived reality of unsafe drug supply (235). Nielsen and colleagues discuss rapid 
checking methods suited to OPC operations using examples from Australia (236).

There are a range of other health outcomes which may arise through improved 
trust in healthcare following discrimination and stigmatization (89). A qualitative 
study with 21 interviews explored the social determinants of health in relation 
to OPCs. They concluded OPCs are a bridge to build links with wider health 
systems, and played a crucial function in reducing homelessness and improving 
quality of life of people who use drugs (182). In Rotterdam, those using the OPC 
services reported more time and rest (67%), better attention to hygiene (49%), and 
more attention to physical health (30%) (96). Other improved health outcomes 
include the association of OPC use with an 8% increase in condom use during 
intercourse amongst 1090 people who inject drugs in Vancouver (8% in 2 years) 
(237). Injection related infection care in OPC users captured in a Vancouver cohort 
study showed that 27% accessed care for injection-related cutaneous lesions: 
most likely females, those in unstable housing, and those injecting heroin daily 
(223). Salmon and colleagues studied injecting related injury prevalence amongst 
9552 people who inject drugs in the Sydney OPC (238). They found the lifetime 
prevalence of injection related injury or disease to be around 29% in an individuals’ 
lifetime, most commonly difficulties finding a vein (18%), scarring or bruising (14%), 
swelling in hands or feet (7%), abscesses (6%), thrombosis (4%), septicaemia (2%), 
and or endocarditis (1%). In France (185), it was noted of 665 people who use drugs 
that those who attended OPCs were less likely to report abscesses compared to 
those who did not attend an OPC (adjusted r(95% CI)= -0.7(-1.1 to -0.4)). 

3.4.2 OPCs support safer use practices 

The advice and support function of an OPC can help individuals who may not 
be accessing other services at all, or accessing services which may not fulfil all 
their needs. The provision of advice from those who understand the realities of 
drug use can be an important driver of health. 

Individuals who use OPCs who took part in qualitative interviews noted they had 
significant gaps in their knowledge of safer injecting practice, which affected 
their health; however, over time, OPC clients could adopt and learn safer practices 
(239). Similarly, the provision of high-quality sterile equipment, such as needles, 
syringes, swabs, sterile water, and other paraphernalia can reduce skin and soft-
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tissue injury and infection, and the prevalence of blood-borne viruses. Reusing 
or sharing equipment (sometimes called ‘works’) can increase health risks and 
long-term damage. In addition, most equipment is single use by design. Multiple 
uses of single use items can damage the equipment, tear skin, and damage veins. 
Regular OPC use was linked to more frequent requests for education and support 
on how to inject more safely (aOR(95% CI)=1.5 (1.2-1.8))(240). This was also found 
in a US site; those who used an OPC in the past month had lower rates of syringe 
sharing and injecting in an isolated location (241). Sites host other harm reduction 
strategies such as take-home naloxone distribution or other injecting advice (242). 
People who use drugs can have gaps in knowledge on some harm reduction 
practices; as Fast and colleagues have described (239), there are advantages 
of education at the time of drug use when the harm is most acute. OPCs can 
be there to reduce health and wellbeing risks through education and tailored 
support.

3.4.2.1 Injecting 

Syringe sharing can be the result of urgent realities of the need to use drugs 
and avoid withdrawal states or other negative consequences, and/or the lack of 
availability of suitable or timely equipment. Co-locating needle, syringe, or other 
equipment services where drugs are used with high quality advice and support 
can reduce the need for sharing. Potier et al. (19) summarised evidence on syringe 
sharing noting significant changes before and after an OPC opened. For example, 
syringe sharing was more common before the OPC opened in Vancouver 
(OR(95%CI)= 2.1 (1.5-3.1)) than following the OPC opening (219). Data from 
Vancouver and Sydney comparing before the OPC opened to after also revealed a 
reduction in regular sharing of syringe equipment (aOR(95% CI)= 0.3(0.1-0.8)) (243) 
and syringe reuse after the service was opened (aOR(95% CI)=2.0 (1.4-3.0)) (178). In 
a Vancouver cohort, around 10% of individuals who were HIV-negative engaged 
in syringe sharing, compared to around 17% of those who were HIV-positive (244). 
Those who used the OPC did not share syringes (e.g. 0%) and this did not differ by 
HIV status.

Attendance at the OPC in Copenhagen also reduced the likelihood of disposing 
of used equipment in harmful ways, e.g. dropping them on the ground, or giving 
them to another person (245). Before the OPC opened, 14 of 41 participants 
said they would return the syringe to a needle exchange after injecting, and 
after attendance at the OPC, this number increased to 36 of 41. These changes 
occurred with no significant increase in the frequency of injecting. A Spanish 
study found that the use of a OPC was associated with a reduction in sharing 
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some equipment, mostly syringes. However, indirect sharing behaviour – such as 
sharing cookers, filters, cleaning liquid and swabs – was still common, and people 
who used drugs showed resistance to reducing this, as they did not yet see it 
as a risk of the transmission of blood-borne infections (171). This highlights the 
importance of comprehensive education and support at an OPC to illustrate all 
the risks, not just those most known.

The above studies examined use of OPCs between those who used or did not 
use the OPC. However, there is also a relationship between equipment reuse 
or sharing and how often an OPC is used. Milloy and Wood (231) in their meta-
analysis noted a significant decrease of syringe sharing amongst those who 
frequently used OPCs (pooled estimate=0.3 (95% CI=0.2-0.6). This corresponded 
to a reduction of 69%. Those who attended more regularly are also more engaged 
in safer use practices, e.g. 12% frequent attendees share needles or syringes 
in one Spanish centre, compared to 30% of those who attended less regularly. 
This difference was significant p<.001 (214). A statistically significant positive 
association was found between those who use who frequently use the OPC 
and reductions in needle and equipment sharing or re-use (171, 178, 214, 243). 
Additional studies found fewer instances of sharing or re-use amongst all who 
used the OPC but no significant difference between regular users compared to 
those who used less regularly (214, 223).

A qualitative review by McNeil and Small (131) considered OPCs could change 
social and physical settings to support safer injecting practices. These included 
some control over the injection process, including both time and space to inject 
and a removal of social, structural, and spatial barriers to safer injecting (156, 158, 
159). From Kinnard and colleagues (245), three-quarters of the 41 interviewees in 
Denmark reported fewer injection risk behaviours, including taking more time 
over injections (63%) and cleaning injection sites before injecting more often 
(44%). As an example from Krüsi (159) one participant who had a long history of 
injection learned new skills and valued the provision of swabs to improve hygienic 
injection practices. OPCs, with their safer, sterile environments, can play an 
important role in reducing the transmission of blood-borne infections including 
HIV and Hepatitis C through sterile equipment provision (157). 
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3.4.2.2 Other routes 

Typically, injection, ingestion, and nasal inhalation are the sole permitted modes 
of use in OPCs, but some facilities allow for supervised smoking where it can be 
safely accommodated in facilities (246). This can also facilitate less risky use of 
substances (168) and moving individuals down the risk continuum (247). There is 
evidence those who might use safer smoking services can represent some of the 
most structurally vulnerable individuals, with evidence gathered in preparing the 
first smoking facility in Canada showing those engaged in equipment sharing 
and sex work were significantly more likely to use a smoking service (248). Cortina 
and colleagues found factors associated with willingness to use an inhalation 
room as part of a hospital based OPC included a wish to remain connected 
with healthcare (162). McNeil and colleagues explored the needs of individuals 
who used an unsanctioned OPC designed specifically for safer smoking (249). 
The primary driver for use was to minimise exposure to policing, drug violence, 
and stigma in public settings, and to support safer use practice through the 
supportive environment and provision of crack-pipes and other supports.

Speed et al. (135) identified 28 articles reporting on 48 specific overdose 
prevention centres which supervised non-injecting routes of administration. Of 
those, 98% allowed inhalation, 94% injection and 25% intranasal. None permitted 
oral consumption. These were located across Germany (n=34), Netherlands 
(n=5), Canada (n=4), Denmark (n=3), Luxembourg (n=1), and Australia (n=1). Most 
were sanctioned sites, with five unsanctioned, and one for which the status was 
unknown. Those using sites which included alternate routes were most often 
male, over 30, and structurally vulnerable through living in unstable housing or 
experiencing homelessness. However, this is similar to general OPC clients (see 
Section 3.2.2). 

Where these facilities are provided there may be outdoor areas, ventilated 
rooms, and other alternate layouts to facilitate consumption and maintain 
compliance with smoking legislation in a country. Researchers have noted time 
limits may be placed on clients who inject, but lower preparation time required 
for other administrative routes may allow for an efficient throughput of clients 
(see section 5.4). Indeed, Speed and colleagues’ review notes non-injection 
routes required little in the way of increased resource to operate the service 
alongside the injecting facility (135). Physical infrastructure may be the primary 
challenge, including ventilation arrangements and space to comply with smoking 
legislation. 
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3.4.3 OPCs do not increase drug use 

Studies from around the world have illustrated that drug use does not increase 
following the opening of an OPC. Rules typically prohibit first time drug use; 
instead, individuals are provided with support from staff. These are harm 
reduction facilities, for which the aim is not necessarily abstinence, however, 
those who wish to achieve this would be supported through referral to the 
necessary supports.

Two studies by Kerr et al (250, 251) illustrated no increase in the number of 
people who injected drugs, and no decrease in the number starting methadone 
therapy in 25 months following the opening of the OPC in Vancouver. Relapse 
rates, or use in those who were not currently injecting did not change between 
before and after OPC opening (250). There is no evidence in Vancouver that the 
OPC promoted relapse to drug use. There are some concerns that providing a 
safer environment may increase the likelihood of riskier drug use patterns (252). 
However, binge drug use considerably reduced in a study based in Vancouver 
comparing use patterns before and after the OPC opened (250).

Rules for OPCs across the world prohibit the first injection of drugs at the 
service; services are attuned to supporting those who are already injecting (16). 
Those who would turn up for this purpose would be supported; however, first 
use would not be facilitated. Those who use OPCs internationally typically are 
regular users of heroin or cocaine (2). Folch and colleagues (214, 253) found that 
frequent attendees had been injecting for around 19 years, with medium and 
low frequency attendees injecting for 15 years on average. Only one injection at 
an OPC amongst 1065 clients was considered to potentially be a first injection 
(251). In this study Kerr and colleagues asked the age of first use and the current 
age to determine the potential of a first injection on site (considering that social 
desirability may lead to denial).

A European report found no evidence of increased or riskier drug use at OPCs and 
no evidence of increased death (54). Drug dependence is not a simple matter of 
willpower. There are structural brain changes and disruption of neural pathways, 
including executive function, decision making and learning. This complex 
interaction with psychosocial factors can maintain use (168). There is no evidence 
that OPCs lead to the initiation of drug use or promote riskier drug use (2). One 
criticism is that OPCs prolong drug use careers (254). However, keeping people 
alive is the intention, those who die cannot be supported (255), and OPCs have an 
evidence base supporting their role in getting some into treatment (136). OPCs by 
design do not aim for abstinence, rather they aim to support individuals where 
they are currently at and provide healthcare. For more information on risk aligned 
with overdose events see 4.2.1
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Some compare OPCs with public houses as somewhere you go to use substances. 
Whilst both spaces provide regulated environments to engage in substance use 
with peers and professionals, and intervene with unwanted or severe intoxication, 
authors such as Unlu et al. (229, 256) suggest this comparison should be avoided 
as the latter are healthcare facilities, whereas public houses or nightclubs are not. 
Similarly, drugs are not available for sale at OPCs compared to regulated alcohol 
supply at public houses.

Several researchers e.g., (257-261) highlight the significance of space, embodiment 
and practice in understanding pleasure and how it relates to public health 
framings. When considering OPCs, Duncan and colleagues question how the 
immediate environment (clinical/sterile, time/space limits, sound, sociality, etc) 
influences the drug consumption process (259). They also explored how the 
biomedical, neoliberal logics of risk reduction and personal responsibility within 
the OPC may affect clients’ agency, capacity, and desire to access harm reduction 
services. For example, the drug user becomes acceptable by accessing an OPC 
and adhering to safer injecting practices. Offering a critical analysis to Vancouver 
OPCs, Fischer stated: 

“Despite their positioning as progressive programmes for the urban poor, 
drug consumption room design appears strongly shaped by the interests 
and sensitivities of those who provide them and perhaps less so by the 
needs of those who use them.” pp.360 (262)

In this line of argumentation, these authors suggest OPCs are not passive spaces 
but in fact play a critical role in shaping the embodied drug use experience and 
practices of their clients. The overt narratives as described by Zajdow (263) are 
caring and humanitarian, elimination of public nuisance, the governance of 
the drug-using person, and the neo-liberal, utilitarian, and bureaucratic. They 
(and others) propose to engage with both the realities and needs of people who 
may access OPCs, pleasure should be considered and facilitated in the design, 
governance, and implementation of OPCs (264). Shorter (27) argues centralising 
the service user voice and empowerment models emphasise improved quality of 
life for people who use drugs. By investing in people and the experience, we can 
maximise social (and health) return on investment (265).

3.5 OPCs improve communities 

OPCs have established practical benefits for health and communities. They do 
this in several ways:

• Creating space for people who use drugs,
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• Reducing public drug use and reducing drug related litter,

• Building partnerships in their communities, 

• Impacting on crime and criminal legal systems, 

• Reducing overdoses in community settings.

3.5.1 Creating space for people who use drugs 

Often linked to or near health and social care centres, OPCs are effective spaces 
for engaging marginalised and vulnerable members of the community with 
additional housing, health, and drug treatment services. 

OPCs can be a community hub to support individuals in finding place in their 
community and providing access to a range of services (266, 267). They are more 
effective if they are located where there is a high level of drug use. They can move 
this away from public settings and into supervised health settings, limiting the 
occurrence of public injecting around businesses and homes (268). A lack of space 
or place has a strong influence on drug related harm (269).

As an OPC opens, and the space is used, there may be initial discussions and 
friction between communities and the OPC. As case studies in Denmark and 
France illustrated, we can avoid or address these through partnership between 
wider authorities, relevant community consultation before and after opening, and 
OPC staff and clients. The result is harmonious cohabitation of inclusive spaces 
and the added benefits of reduced stigmatisation of people who use drugs (270). 
One recent study suggested that house prices in Sydney dropped by around 6% 
in the 800m around the OPC, but that this was less of an issue 1km and beyond 
the site. This is also further complicated by gentrification of the surrounding areas 
(271). Most sites which operate an OPC are accepted by the public despite initial 
concerns (3). 

Clua‐García and Dumont (272) describe the issues for a person injecting cocaine; 
that they have to inhabit a range of spaces in the community, including alternate 
spaces, when the overdose prevention centre is closed. When there is no space, 
Din (68) summarised potential locations in which those who are structurally 
vulnerable inhabit. In the last six months, 63% of 100 participants in a survey in 
Romania reported injecting drugs in the stairway of a building, 49% used drugs 
on the street, 46% in deserted buildings, 45% in cars, 41% in parks, 33% in public 
bathrooms, 18% by a canal, 8% on trains, and 28% declared they did not use 
injecting drugs in public spaces in this period. Women were most likely to use 
stairwells. Others have summarised public spaces in which individuals use drugs 
as including parks, car parks, alleyways, abandoned buildings, public toilets, and 
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in cars (72). Those who have limited choice but to use these spaces acknowledge 
their use as problematic. There is also some recent evidence from Hunter and 
colleagues (273) that those who inject drugs in public or semi-public settings 
were more likely to have experienced a recent overdose compared to those using 
in private settings highlighting the at-risk nature of the population, the frequency 
of rushed consumption, and the urgent need for a safe space to be. Harms related 
to injecting or use in public could be alleviated by the provision of clean, private, 
and safe spaces (274).

3.5.2 OPCs decrease publicly observable use of drugs 

Public drug use confers considerable additional health risks from infections 
to death from overdose. It occurs when people who use drugs are under-
resourced in relation to space. 

We can see shifts in the amount of public drug use when that space is provided as 
an OPC. In New York, 76% of those who attended the OPC in it’s first two months 
of operation said they would use in a public or semi-public space if the OPC 
did not exist (197). The success of OPCs in reducing public use largely depends 
on their opening hours, capacity, and location (16, 154); most have to deal with 
queues, but this can be avoided in clever and agile design of OPCs (17).

No studies reported an increase in public drug use (128). Potier et al. (19) noted 
in Vancouver, prior to the opening of the OPC, there were significantly more 
episodes of public injecting than there were after (OR(95%CI)=2.6(1.7-63.9)) 
(219). Similar evidence was found by Stoltz and colleagues (178) who reported a 
reduction of injection in public spaces (aOR(95% CI)=2.8 (1.9-3.9)). In Wood et al. 
(275) there was a 44% reduction in the daily mean number of people who use 
drugs doing so in public 12 weeks after the OPC was opened compared to the six 
weeks prior. Salmon et al. (276) surveyed between 316-540 residents and 207-210 
businesses in cohorts in 2000, 2002, and 2005 and found a significant decrease 
in witnessing public injecting (residents: 33% to 19%, p < 0.01; business operators: 
38% to 28%, p < 0.03). Although the proportion of residents and business 
operators being offered drugs for purchase was trending downwards, this was 
not significantly different through the years, and the drug most offered for sale 
was cannabis, rather than something typically injected at the Sydney OPC. Of 
41 interviewees who used the Vesterbro OPC, 56% stated they engaged in fewer 
public injections (245). Indeed, Leon and colleagues (277) report the number of 
individuals found street injecting decreased by 28% following the opening of a site 
in the first three months based on researchers walking a pre-defined route. 
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3.5.3 OPCs reduce drug related litter 

Evidence illustrates that OPC use is linked with reduced drug-related litter in 
the local area. As a harm reduction space, it offers a centralised location where 
used equipment can be safely disposed of, and equipment used in the OPC 
remains at the OPC.

There is a wealth of evidence that regular OPC use leads to reduced drug-related 
litter and regular appropriate disposal of used equipment (178, 239). Statistics 
from Vancouver revealed a reduction of 53% in mean discarded syringes 12 weeks 
after OPC opening compared to the six weeks prior to opening (275). The opening 
of an OPC in Barcelona in 2004 was associated with a reduction in the number of 
unsafely discarded syringes in the city; in 2004 there were 13,132, this had declined 
to 3,190 in 2012 (278). Other evidence from Barcelona suggested a variable effect 
on drug related litter depending on the area (279). In Vesterbro, Denmark, of 
41 interviewees who used the OPC there, 59% changed their syringe disposal 
practices. Of those, all but one reported changing from not always disposing 
safely, to always disposing safely (245). Salmon et al. (276) reported a significant 
decrease in discarded injecting paraphernalia following the opening of an OPC in 
the area among residents and business operators (residents: 67% to 40%; business 
operators: 72% to 57%, p < 0.01). The rate of unsafe disposal of syringes per number 
of injections in the past 30 years was significantly lower amongst people who 
used OPCs in a cohort of people who injected drugs (n=494) followed up at 
baseline, six months, and twelve months (incident rate ratio=0.4; 95% CI=0.2-0.9)
(280). Finally, across sectors, local business and residents report decreases in drug-
related litter (70, 78, 268)

Petrar and colleagues found of 1082 Insite users who considered the OPC to have 
changed their injecting behaviours, 71% said it led to fewer public injecting events, 
and 56% said it reduced drug 
related litter (94). As Wood and 
colleagues note (281), public 
injecting leads to major health 
risks including risk of assault, 
arrest, rushing the injection, and 
unhygienic spaces. Historically 
public drug use has dropped 
considerably, even from some of 
the earlier sites such as those in 
Frankfurt reported only 18.5% of 
the numbers of individuals using 
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drugs in public, from 800 in 1992 to 150 in 1993 (282). This finding is universal 
across international settings. 

3.5.4 OPCs do not increase crime 

Research data does not support the hypotheses that crime increases in areas 
where OPCs operate.

Vancouver and Sydney provide much of the evidence around crime. There was 
no increase in crime, violence, or drug trafficking around the OPC in Vancouver 
after it was opened (283). In a comparison of the monthly average one year before 
the OPC opened and one year after the OPC opened, there were no significant 
increases in recorded drug trafficking (M before (SD)=124(94) compared to M 
after (SD)=116(24); t(11)=0.3; p=0.80) and assaults/robbery (M before (SD)=174(25) 
compared to M after (SD)=180(21); t(11)=0.6; p=0.57). The study also found a 
significant reduction in vehicle break-ins/theft or robbery in police statistics (M 
before (SD)=302(57) compared to M after (SD)=227(48); t(11)=4.2; p=0.001). An 
adjusted time series analysis comparing weekly data in Vancouver in the area in 
which OPC is located found after the OPC opened there was: 

“A significant abrupt, permanent change for total, violent, and property 
crimes. Violent crime decreased by six crimes per week, property crimes 
decreased by 35 crimes per week, and total crimes decreased by 42 crimes 
per week.” pp.43 (284)

This was distinct from the other districts in Vancouver, where similar trends were 
not reported, and is notable given the lasting nature of the change across the 89 
weeks.

Crime data comparing the Kings Cross area of Sydney (where the OPC operates) 
with wider Sydney areas between 2001 when the OPC opened to 2012 revealed 
no difference in trends (285). They suggested the opening of the OPC had no 
negative impact on property crime levels or on illicit drug incidents between 
areas. This was echoed in an earlier time series analysis on data from May 
2001-March 2010 by Fitzgerald et al. (286). Data from Alberta, Canada including 
Lethbridge, Edmonton, Calgary, Red Deer, and Grande Prairie showed minimal 
increases on crime and disorder around OPC communities, and no evidence 
for increased harm to the community with discarded needles (287). In the US, 
an interrupted time series analysis by Davidson and colleagues (288) showed a 
significantly greater drop in assault, burglary, larceny theft, and robbery in the 
OPC intervention area compared to a similar control area over a five year period 
when the OPC opened. A report focused on Calgary showed an increase in crime, 
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but the low numbers meant tiny changes corresponded to larger percentage 
changes (289). It also highlighted the importance of partnership with police when 
opening a facility and throughout its operation (287, 289, 290). 

Community level OPC evaluations do not evidence increased crime or public 
disorder (104, 288, 291, 292). No studies with a comparison area have reported an 
increase in crime when an OPC opened (128). There have been some concerns 
raised that the crime statistics in one country do not transfer to different 
jurisdictions (288); however, the almost universal finding of reduced crime in 
different legal systems and policing priorities, would not support this assertion. 
Crime statistics can vary depending on resourcing and priorities of policing and 
the willingness of victims to report their crimes; however, there is cumulative 
evidence overall that there are decreases in crime, and this is shown in more than 
one location around the world (19). The availability of OPCs allows police officers to 
divert individuals towards these facilities, away from riskier public use. Countries 
with OPCs have also reported improvements in trading areas around drug 
consumption sites according to business associations (7).

3.5.5 Views from the community around OPCs 

Community consultation is essential to the successful planning and operation 
of an OPC. A community collaborative model with strong evidence based 
political leadership can help implementation and realise the benefits for all 
members of the community (293).

Community partners include those who live, work, or run businesses in the 
community who may or may not consume drugs. In Philadelphia, with one of the 
highest overdose rates in the US, Roth and colleagues found around 90% of 
residents were in favour of OPCs (294). The rates of support were a little lower at 
63% amongst business owners and staff, but there was an emphasis of support if 
they could deliver benefits to reduce social problems and if researchers could 
adequately capture and evidence this with pre-post data. 
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Examples of pre and post data, i.e. before and after an OPC opens, include Thein 
et al. (295) who conducted telephone surveys with residents and businesses 
seven months before and 17 months after the Sydney Medically Supervised 
Injecting Centre (MSIC) opened. Around 1/3 businesses and ½ of residents could 
not correctly identify where the MSIC was located after it had opened. There 
was a 10% increase in the acceptability (to 78%) in residents, and there was a 5% 
increase in acceptability to 63% in businesspersons, but this was not significant 
between time points. Similarly, agreement that MSIC could reduce blood-borne 
virus risk significantly increased from 87% in 2000 to 92%, and agreement that 
it reduced needle and syringe litter increased from 80 to 82%. Agreement that 
it attracted drug users to the local area decreased significantly from 65% to 55%. 
Residents also significantly increased their disagreement with the statements 
that it encouraged drug injecting (62% to 73%), disagreement that it made law 
enforcement difficult (55-63%) and disagreed it encouraged people to consider 
heroin injection as legal (44% to 52%). For businesses, a similar picture emerged. 
There were significant increases in those who thought OPCs reduce public 
injection (67% to 72%), showed the dangers of injecting drug use require medical 
supervision (47% to 51%) and significant decreases in the likelihood people think it 
is legal to inject heroin because of OPC operation (55% to 63%).

Data from two Centre for Addiction and Mental Health monitor surveys in 2003 
and 2009 showed a significant increase in strong agreement that OPCs should 
be made available to a) encourage safer drug injection, b) if they can show lower 
overdose deaths or infectious disease amongst users; c) if they can increase 
drug users’ contact with health and social workers; and d) if they can reduce 
neighbourhood issues with injecting drug use. Those who strongly disagreed 
remained fairly constant between 2003 and 2009, suggesting those opposed did 
not change their views when the Insite OPC opened in 2003 (296). Subsequent 
findings using the data explored the difference between views on injecting and 
smoking facilities (safe smoking facilities SSF and safe injecting facilities SIF) 
(297). Of the 1035 individuals surveyed fewer were in support of smoking facilities 
than injecting facilities (20% vs 28% strongly agreeing) with most people stating 
they had little knowledge about smoking facilities. For additional information on 
acceptability of OPCs by the general population see section 5.10.2. In Portugal, 
Taylor and colleagues (298) reported positive views on the mobile facilities in two 
areas of Lisbon. These facilities, operating for around three years had recognisable 
benefits for community safety:

“It is a question of safety. Consuming publicly is dangerous, other people 
or(police can make it worse. It is a question also of hygiene and health - to 
avoid material sharing. Also, it will contribute to less litter. Less risk to the 
community, including kids.” pp.3 (298)
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And for the people who use drugs themselves: 

“The population doesn’t have to see and the PWUD don’t have to be afraid 
and hide.” pp.3 (298)

To negative changes, two individuals noted an increase in people in the area who 
were going to the van. One individual noted:

“Variation in the flow of consumers, with a slight increase, but it is not 
significant enough to be considered negative. Consumers will always exist, 
in one place or another.” pp.4 (298)

Most other concerns were distancing themselves from expected reactions of 
other people which may be negative. Some had also considered that the OPC 
represented:

“A way to have a place to sustain addictions.” pp.3 (298)

While OPCs in the Netherlands had a positive impact; there was no increase 
in nuisance related to drug dealing and neighbourhood degeneration (54). 
Public concerns around OPCs can involve the potential to attract drug users 
and dealers to the area but these are largely unsubstantiated (54). Individuals 
living around OPCs in Europe showed more resistance during set-up than once 
the OPC was established (17). In Vesterbro, Copenhagen, an online survey of 566 
residents supplemented with interviews with 33 individuals showed residents 
were supportive of OPCs; they understood and accepted the role of the OPC and 
how it helped those who used it in their local area (268). In London, Ontario, 20 
interviewees from healthcare, social services, emergency services, government, 
policymakers, and the business sector unequivocally were in support of OPCs, 
although these depended in some degree on how the service would be run 
(74). Of 38 residents and 17 business representatives in two large Canadian cities 
which might benefit from an OPC, most spoke of anticipating OPCs as both risk 
reducing (improved health and community) and risk producing (increased public 
nuisance) (299). The ‘nuisance’ concern often summarised as the ‘honeypot’ effect, 
attracting people to initiate use, attract more people who use drugs to an area, 
or to attract drug dealers to an area; 21 years of research on Sydney’s Medically 
Supervised Injecting Centre would not support this concern (300).

Sherman and colleagues surveyed 149 business owners and employees in 
Maryland, USA (301) to understand their views on OPCs in their neighbourhood. 
Of those surveyed, 47% had witnessed an overdose event recently around 
their premises, with 38% having naloxone on their premises. Most (65%) 
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supported OPCs; correlates of support include working and living in the same 
neighbourhood (aOR (95%CI)=2.0(1.3-3.1)); a positive attitude towards people who 
use drugs (aOR (95%CI)=1.3(1.1-1.6)), and recently witnessing an overdose in/around 
the workplace (aOR (95%CI)=2.9(1.1-7.3)). This would suggest that ‘not in my back 
yard’ or NIMBY-ism is countered by the visible realities of individuals who have 
used drugs and the overdose risks seen first-hand. Owners were less likely to 
support an OPC (aOR (95%CI)=0.4(0.2-0.8)) compared to employees or managers. 
Local businesses who worry about the economic impact can lead community 
opposition; this is often a function of not understanding what an OPC is and how 
it might help their business (294). However, businesses can be key beneficiaries 
when we address public drug scenes. They can also be powerful advocates for 
evidence-based harm-reduction interventions (301).

Wolfson-Stofko and colleagues in two papers explored the experiences of 
business managers and service industry employees of the impact that public use 
in bathrooms may cause those working there (302, 303). The first of these (302), 
found that of 86 managers, 58% had experience of drug use in their bathrooms 
and 34% had found discarded equipment (syringes). Of these managers, almost 
none (90%) had any overdose recognition or response training (e.g., naloxone), 
and seven had encountered unresponsive individuals in their restrooms. Similarly, 
of 15 service industry employees, nearly all were in favour of an OPC when details 
of such a facility were provided to them (303). This is perhaps unsurprising given 
14/15 had experienced drug use on their premises, 11/15 had found used syringes in 
their bathrooms, and 3/15 had found unresponsive individuals in their workplace. 
They had visual confirmation of the risks of public injecting but recognised that 
the opportunity for misperceptions on OPCs was exceptionally high and might 
impede their opening despite community benefits.

Families of individuals with loved ones who use drugs typically support OPCs, 
particularly those who know more about the services. Whilst some inevitably 
prefer drug use cessation, they saw benefits at the individual level (for them or 
their loved one) and at the societal level (to reduce stigma, and to provide a health 
led response)(36). 

Another key group is police officers. Arredondo-Sánchez Lira and colleagues 
(304) found police officers in Mexico supported OPCs with around 82% in favour 
and 80% considering it would be a success. Two of five police interviewed in the 
Republic of Ireland following a change in legislation to facilitate OPC opening said 
it would benefit people who use drugs (305). This study found that the primary 
driver for the police was to reduce drug related litter, for example, one stated: 

“…the reason I feel they [the Irish government] are setting up these SIFs is to 
take drug paraphernalia off the streets.” (Police Officer 4) pp. 89 (305)
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In four focus groups with Toronto Police Officers, many were interested in 
developing co-operative relations with OPC staff despite some lack of clarity 
regarding their roles, duties, and policies around policing OPCs (306). An 
influential report from Police and Crime Commissioners in the West Midlands also 
lends support to the importance of piloting a site stating it: 

“Could add significant value by working in tandem and co-ordinating with 
existing services.” pp.7 (7)

An important stakeholder group is that of emergency service personnel who 
respond to calls on overdoses. One such study in Vancouver of firefighter/
emergency medical personnel interviewed those who work near an OPC on 
their views. Of the 54 who gave open ended answers to questions, there were 
four themes identified. These included 1) sense of duty including taking a turn in 
working in the area with the OPC; 2) that the duration of working in the area has 
boundaries to minimise burn out and enable firefighters to thrive; 3) negative 
aspects including how tough it is mentally on staff especially witnessing extensive 
trauma; 4) positive aspects especially the resultant camaraderie, making a 
positive difference in communities, and growing professionally (33). In King 
County, Perlmutter et al. (34) found three themes using an inductive-deductive 
thematic analysis approach which summarised the views of the emergency 
services personnel on working with the OPC. The three themes included 1) their 
own safety when dealing with drug-related events; 2) the issues with emergency 
departments being a primary source of healthcare and support and a lack of 
alternate options; 3) the importance of a good working relationship between 
emergency healthcare providers and OPC staff. 

3.6 OPCs save money 

A core argument for OPCs is their ability to save money, principally by 
preventing or treating HIV/HCV infections, preventing deaths, and by reducing 
the use of emergency healthcare. 

One of the strongest arguments for OPCs lies in the ability to save money 
(307). This section covers two key indicators of cost savings. This includes the 
cost associated with prevention of HIV or Hepatitis C infections, and the cost 
associated with emergency healthcare including ambulance call outs. While 
projections for cost savings in the UK and Ireland are unavailable, cost-benefit 
analyses from the USA and Canada suggest local savings of between $534,453 - 
$6.9 million USD annually (220, 222, 308-310). The Drug Policy Alliance report (311) 
suggest that a single supervised facility in Denver, Colorado would have an annual 
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operating cost of just over $1.5 million USD and generate approximately $8.6 
million USD in health benefits via savings around HIV, HCV, overdose deaths, skin 
and soft tissue infections, and medication-assisted treatment. Projections around 
a similar pilot facility in Seattle, Washington additionally account for bacterial and 
viral infections suggests the annual reversal of 167 overdoses and prevention of 6 
deaths, 90 emergency department visits, 45 hospitalisations, and 92 emergency 
service deployments for savings of $534,453 (309). Projections from Providence, 
Rhode Island suggest savings of over $1 million USD annually for a hypothetical 
service serving 400 service users per month compared to the existing provision 
of syringe services only (308). Positive projections of cost savings associated with 
expansion of services may also depend on changing the behaviour of those who 
do not currently attend; this may be possible due to waiting times reducing 
attendance etc (312). Data from an existing service in Calgary suggests savings of 
$1,600 CAD for each averted overdose and notes savings of over $2.3 million CAD 
in 27 months of operation (222). It is possible this is an over-estimate of the cost 
savings, as this study estimated on the basis that all the overdoses at the OPC 
would otherwise have led to an emergency medical response. It is also possible, 
it is an under-estimate, if any of these overdoses would have led to death if not 
reversed at the OPC. Even a very small number of averted deaths can give an OPC 
a positive benefit: cost ratio, due to the extremely high cost of death (313). 

Prevention of HIV and Hepatitis C infections and savings around emergency 
healthcare are two key areas for cost savings. They estimated four hypothesised 
OPCs in New York to prevent 130 overdose deaths each year and could reduce 
costs to the city healthcare budget by up to 7 million USD. This figure did not 
include a reduction in crime, or the alleviation of chronic disease treatment costs 
associated with injecting drug use.

Projected figures provide evidence of 
potential benefits of an OPC opening in 
an area. In Philadelphia, up to 76 deaths 
could be averted annually (314). The 
estimate of these costs of overdose deaths 
averted in Philadelphia if they opened 
a service were thought to be between 
$12,462,213 and $74,773,276 annually (127). 
Another study suggested multiple sites 
with varying capacities which attended to 
racial and ethnic characteristics, provided 
education and harm reduction services, 
and a safe space would have the greatest 
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benefit (315). A review by Caulkins and colleagues (104) summarised even with 
potential errors in estimates of hypothesised services or actual costs of OPCs, the 
value of stopping a fatal overdose event or BBV infection is so high that it is highly 
likely that an OPC can save money. Enns et al. (316) noted ‘no OPC’ was not the 
most cost-effective option for Toronto and Ottawa. Instead, under a wide variety 
of assumptions from conservative to liberal, at least one OPC in each location was 
more cost effective than no OPC.

3.6.1 Prevention or treatment of HIV or Hepatitis C infections 

At OPCs, transmission and impact of blood-borne infections such as Hepatitis 
C and HIV are reduced through the provision of sterile equipment, by averting 
the sharing of equipment, and by provision of appropriate support and 
treatment (157, 317). 

In Vancouver, it was thought the OPC could prevent 35 new HIV infections and 
three drug-related overdose deaths per year (318). When the cost of operation of 
Insite is accounted for, this leads to societal savings of over 6 million CAD per year, 
with an average benefit-cost ratio of 5.1:1. The approximate cost of Insite operation 
was 1.5 million CAD annually at the time the paper was published which may have 
changed since. Pinkerton (319) who considered the estimated 19-57 prevented 
infections to be ambitious challenged the findings in Andresen and Boyd (318). 
Instead, they suggested a plausible range of 4-8 prevented infections. An earlier 
study by Pinkerton suggested that a hypothesised closure of INSITE would 
increase HIV infections by 84 individuals (from 179-263). This corresponds to 17.6 
million CAD, considerably exceeding the cost of operation (320).

When the cost of decreased needle 
sharing over 10 years was considered, 
Bayoumi and Zaric (321) estimate the 
savings from Insite to be 14 million 
CAD, when this included the health 
effect of the increased use of safe 
injection practices, incremental 
net savings increased to more than 
20 million CAD, and number of life 
years gained in 10 years was 1070. 
Modelling of existing services in 
British Columbia from April 2016 to 
December 2017 suggests that OPCs 
averted approximately 230 death 
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events, while an additional 1,580 were prevented by take-home naloxone and 590 
by opioid agonist therapy (242). However, Valencia et al. (322) have cautioned that 
even high-quality harm reduction opioid agonist therapy does not prevent severe 
infection-related infections, and that these remain highly prevalent in their cohort 
study of people who use drugs without an OPC in Spain.

Estimates in Montreal, Canada by Jozaghi and colleagues (323) suggested that 
each OPC opened (maximum three) would prevent 11 cases of HIV and 65 cases 
of Hepatitis C per year with a net cost saving of 0.7 million CAD (HIV), and 0.8 
million CAD (Hepatitis C) for each site opened. They estimated the net average 
benefit-cost ratio of 1.21:1 for both (323). Smaller cities also fare well in relation to 
cost savings. In a subsequent study by Jozaghi and colleagues (324), this time 
in Saskatoon, Saskatchewan, they found a conservative estimate of benefit-cost 
ratio of 1.4:1 for the first two potential facilities demonstrative of tax-payer savings 
even in smaller cities by averting HIV infection rates. And an additional study in 
Ottawa, Canada by the same authors showed two centres were seen as cost-
effective when considering costs of HIV or HCV prevention (325). Estimates from 
Philadelphia consider there would be 1-18 averted cases of HIV infections annually 
and 15-213 averted cases of hepatitis C infections annually (127). There may also 
be a need to attend to differences in communities (e.g5315. based on LGBTQIA+ 
status) and develop support which respects diversity and promotes equitable 
healthcare (326).

3.6.2 Ambulance call outs and other healthcare 

Efficient handling of overdose events at an OPC can avoid the need for an 
ambulance call-out and/or an emergency department visit. 

Data from the Sydney OPC noted ambulance call outs for overdose were reduced 
by 68% during the time in which the OPC was open (107). Evidence from an 
OPC in Calgary found that the need for ambulance responses to overdoses had 
decreased over 20 months of operation, with around 98% of overdoses managed 
on site (222). The lower reliance on emergency department and ambulance 
services was projected as saving $2.3 million CAD over 20 months (220, 222). In 
Norway, although one third of all opioid overdoses occurred at the OPC in a period 
between 2014-2015, over 85% were assessed as stable on site and individuals did 
not need to be transferred to the hospital for further treatment (199). Lambdin 
et al. (327) found that of 494 individuals matched through propensity scoring 
comparing those who used OPCs and those who did not found that OPC users 
were 27% less likely to visit emergency departments 27% (95% CI: 12–46%), had 
54% (95% CI: 33–71%) fewer emergency department visits, were 32% less likely to 
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be hospitalised (95% CI: 4–57%), and spent 50% fewer nights in hospital (95% CI: 
1–85%). It is worth noting that a low proportion were using OPCs in the cohort 
n=59 (12%). During hours of OPC operation, there were fewer public overdoses 
(which might require ambulance support). In the Overdose Prevention Society 
facility in Vancouver, of the 2.8 overdoses per 1000 visits (of approximately 108,803 
visits), there were no fatal overdoses. Most required naloxone 95%, 60% required 
a call to emergency services, but of these 21% patients were transferred to the 
emergency department (328).

Regarding a potential facility in Providence, Rhode Island, Chambers and 
colleagues (308) suggest that 46% of overdoses occurring outside of an OPC result 
in ambulance use and 43% in emergency department use, but project that less 
than 1% in an OPC would result in the same service usage. Similarly, in Baltimore, 
Maryland, it is projected to save $7.8 million annually, partially by averting a 
projected 108 overdose-related ambulance calls, 78 emergency room visits, and 
27 hospitalisations (310). Reduced costs related to hospitalization for skin and soft 
tissue infections (SSTI) are estimated to be between $1,512,356 and $1,868,205 per 
year in Philadelphia, with a reduction in ambulance costs of $123,776, emergency 
department use of $280,683, and $247,971 from reduced hospitalisation (127). 

Lloyd-Smith and colleagues (223) found rates of 9% admission for cutaneous 
injection-related infections (e.g., osteomyelitis and endocarditis) in a cohort of 
1083 OPC users. Whilst undoubtably the OPC referred more clients to hospital 
healthcare, the typical length of stay for a client in the hospital referred by an OPC 
nurse was four days, compared to 12 for a similar client not referred by an OPC 
nurse. This represents a considerable healthcare saving and frees up hospital 
capacity (329).
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In a time-series analysis of the year before and after an OPC opened in areas 
with and without OPCs there were significant decreases in paramedic required 
events (24% relative decrease 12 months after implementation) and emergency 
department visits (39% relative decrease) (10). The same study did not find any 
significant impact on hospitalisation rates. In France (185), in a cohort study of 665 
people who use drugs who do and do not attend an OPC, those who attended 
OPCs were less likely to report emergency room visits compared to those who did 
not attend OPCs in the cohort (adjusted OR(95% CI)=-0.7 (-1.3 to -0.2)). 



drugscience.org.uk

58

4. Considerations for running OPCs 
There are several practical guides and information on how to run an OPC. 

For example, Blyth et al., (330) provides a point-by-point outline of what is 
required to plan and safely open a new site. The guide by British Columbia Centre 
for Disease Control is also comprehensive on the detail (331), so too guidance 
from Toronto Drug Strategy (332) and the British Columbia Centre on Substance 
Use (333). There will be a need to remain agile to emerging changes, including 
those in relation to changing environments, profiles of people who use drugs, 
availability of different substances, and even pandemics (334). Central to success 
planning to ensure the continued involvement of those with living experience of 
drug use in the design and running of the facility (137). The example of COVID-19 
also shows the importance of agility in maintaining healthcare services; OPCs can 
be and have been agile in the past albeit not all challenges arising from COVID-19 
were overcome (335-341). A service model for OPCs with public health and public 
order objectives has been created by the EMCDDA which can support service 
design and planning Centre objectives (2).

Operation of OPCs are best served through partnership with people who plan 
to and use the service, and continually as the service evolves (69, 82). Evidence 
suggests improved outcomes following early and continued input from regular 
service attenders (171, 174, 178, 214, 223, 243, 250). Relationships can be built 
through consistent staffing, friendly conversations at the OPC, listening to the 
living experience of people who use the service, and highlighting the ownership 
of this safe space with clientele (89). The low threshold approach is important as 
we know some individuals fear formal services, have long histories of shame and 
judgement with services and service providers, and this can delay or be a barrier 
to care and support (159). Indeed, privacy and safety/confidentiality/trust concerns 
can be barriers to OPC use (85). Diversity of clients should be monitored, and 
services adjusted where needed for inclusivity (331, 342-344). The objectives of any 
service, according to Hedrich (54) are to:

1. Reach as many people in the target group as possible,

2. Provide few barriers to access and to create an accepting, non-judgemental, 
very low threshold environment,

3. Create a safe environment for lower-risk, more hygienic drug use,

4. Reduce morbidity and mortality through overdose prevention, health advice, 
and links to healthcare which does not stigmatise people who use drugs,
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5. Stabilise and promote the health of service users,

6. Reduce public drug use, and drug related litter,

7. Prevent increased crime in and around OPC spaces.

4.1 Clinical guidelines and standard operating procedures 

Standard operating procedures are necessary to guide activities at the OPC 
and to support evidence based, safe support. 

Some resources to guide standard operating procedure include these appendices 
(331) and recommendations in (345). Where sites are nurse led, there are 
additional resources. Gagnon and colleagues (346) created an international 
consensus statement to guide the policy, practice, and training of nurses at OPC 
sites. Others have acknowledged the formal recognition that nursing work in 
OPCs falls under nurses’ scope of practice, and this has led to additional OPCs 
(347).

Standard operating procedures for sites should be set prior to a service opening 
and be regularly reviewed. Standard operating procedures may or may not be 
supported by clinical guidelines depending on the location and legal context (i.e. 
sanctioned vs unsanctioned sites). Failure to do so can lead to wider community 
challenge (187). Based on those at the Sydney Medically Supervised Injection 
Centre (348) and Vancouver Coastal Health Guidelines (349, 350), a potential list of 
included items may incorporate:

• Aims of the facility,

• Memorandums of understanding including with police and/or communities,

• Location, hours of operations,

• Arrangements for visits including by police, public, other interested parties,

• Plans for overdose intervention, 

• Staffing, staff support, and staff training,

• How clients progress through the site,

• What to do when drugs are left on site,

• Equipment disposal procedures,

• Codes of conduct for staff and clients,

• Safeguarding,
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• Data collection and research,

• Contact people including community liaison, police, and OPC 
representative(s).

These would be alongside usual regulatory compliance e.g. health and safety 
procedures, fire evacuation plans, incident reporting, infection control/cleaning 
procedures, that would be expected in running premises or vehicles. There will 
also need to be procedures in place for differing equipment or service need, e.g., 
protocols should oxygen be available or around drug checking provision. There 
should also be support in place to support staff at OPCs. 

The work at these centres is intense  
and emotionally taxing (351). Supporting staff of all kinds and those who use the 
service will be an important consideration. This is essential as there are likely 
to be challenges made to the opening of a service, continuation of a service, or 
expansion of a service; these challenges are often not based in evidence. This is 
likely to contrast starkly with the lived experience of those who provide and/or use 
the service. There should be procedures for staff and peer support as part of the 
standard operating procedures. 

4.2 Services provided at OPCs 

Services for sites are wide ranging depending on the nature of substance use 
in an area, resources available, and type of OPC. As part of developing the 
right service for an area, potential users of the OPC should be consulted in the 
design and provision planning to help ensure maximum use of the service.

The services provided either at an OPC or through referral to another 
location should be influenced by substances used at a site. For example, at 
the unsanctioned OPC in Glasgow, powder cocaine injection predominated 
at the time of assessment (9). This differs from Calgary, where crystal 
methamphetamine use was most common, followed by fentanyl (289); from New 
York, where heroin and fentanyl predominate the drugs used (197); or from Berlin 
or Frankfurt where heroin predominates (181, 352). Each drug will require different 
advice and equipment, and should determine the nature of provision, with a 
recognition that usage patterns can change over time and clinical guidelines 
may need to adapt (e.g., injected oxycodone pills in Sydney see (353)). Patterns of 
polydrug use may also be common (354) and will also require consideration for 
advice and equipment.

Services co-designed with potential or actual service users should minimise waste 
and maximise use of the service. Costs will be determined by location of service, 
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type of service model (see 2.2), capacity of the OPC, operational hours, training 
and staffing model, and range of services provided. Ideally service planning will 
occur in advance of opening, however, findings from the Netherlands have found 
that the political and policy pressures may require services to evolve when open 
(355). Whilst predominantly a health response (19), the importance of a supportive 
atmosphere is vital to the success of that health response (356). The client base 
may take some time to build when an OPC opens, e.g. at Insite, the first week 
of operation saw 200 visits, rising to a steady 500 daily visits in the following two 
months (357). Others note the importance of good design in positive healthcare 
outcomes (264).

4.2.1 Space for consumption and other support 

An essential element of an OPC is space in which substances can be 
consumed. Other space might include consultation spaces, space to wait, 
washing facilities, food preparation areas, bathrooms, and storage space for 
hygienic equipment storage and disposal.

The Ministry of Health and Long-Term Care in Canada described the implications 
of a range of space sizes in terms of adequate provision and space to use 
substances in the appendix of their report (358). In brief, they recommended a 
non-porous, easily cleanable counter space of around 3ft per client; somewhere to 
dispose of used equipment, fixed mirrors, appropriate lighting and heating, staff 
monitoring area with communication system, supply cabinets, sink and foot wash 
facilities, security, ventilation particularly if cooking is permitted, space for post 
use and/or wrap around service provision. This should be provided alongside the 
following services: supervised consumption and overdose prevention; pathways to 
treatment (substance use, mental health, primary care, social or welfare services); 
harm reduction provision 
(education, first aid, wound care, 
distribution and disposal of 
equipment, naloxone, and 
oxygen), and public education 
programmes. Simple basic 
needs may also be provided 
including space for tea, coffee, 
toast, washing facilities, clothing, 
water, etc. They also provided a 
guidance document of how to 
pitch for a new OPC and the 
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considerations needed. The British 
Columbia Centre for Disease Control 
provided additional recommendations for 
the physical space (331). When sufficient 
space for demand is not available; rushed 
use and use back in public spaces is 
possible (183, 186). Homelessness and 
poverty often prohibit access to private 
spaces leaving limited options (124). Rhodes 
and colleagues concur and emphasise the 
importance of interventions in current 
spaces, and spatial programming and 
urban design interventions to minimise the 
harm (98). Opening hours and waiting 
times are also important- see section 5.5. 
Local need should dictate capacity and 
needs assessments, recognising that there 
may not be a ‘typical’ client (177).

Hedrich (54) note considerable variability and divergence in spaces ranging from 
living room style spaces to a more sterile and clinical space. Constraints of space 
available and funding may limit the implementation of preferred choices of 
people who use drugs. A range of suggestions were provided to Din (68) which 
included:

“water, light, heat and quiet”,

“to have water, collection cans, sterile materials and a mirror”,

“a room with table and chairs, places to relax after drug use”,

“to be clean and have utilities”,

 “to be discreet, like a voting booth”, 

“where we can receive what we need to avoid getting ill”, 

“where we won’t be harassed”, 

“a place with heat, that’s all. Afterwards I can go out for a walk”. pp.166 (68)

Furthermore, Duncan and colleagues (359) describe the importance of situating 
care alongside clinical provision with examples from their ethnographic works in 
La Strada. They note the importance of offering comfort, support, and a place of 
reduced stigma where people are met where they are currently at, not a sanitised 
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version of where people might want them to be. Olding and colleagues’ (360) 
ethnographic works describe how OPCs sit within ‘geographies of survival’ and 
that they must overcome challenges because of the contaminated drug supply 
in Canada. They cautioned against tight governance in regulatory frameworks 
which stop a nimble response to the needs of individuals who often need shelter, 
drop in spaces, or temporary storage spaces.

Space may also be required for non-injection use. When Patterson et al. (361) 
conducted a needs assessment in response to the drug-related deaths of Fraser 
Health Authority, they noted only one-third of consumption events involved 
injecting. The recommendations for this service (a consumption, not injection 
only site) was to include oral and intranasal co-administration; the recognition 
that intervention early in the drug use trajectory can improve the service delivery 
and prevent harms. Other services concur, for example, the Overdose Prevention 
Society facility in Vancouver found about 37% were smokers (328). Other services, 
such as an unsanctioned site in Vancouver utilised a bathroom with a fan for 
smoking provision (249). We note the ability to transition from injecting to 
smoking can provide health benefits. Some OPCs provide this transition pathway 
as a programme (362). Typically, risks associated with non-injecting drug use 
include those through sharing paraphernalia, or risky/rushed use (363, 364). We 
can reduce risk through an effective OPC. For practical reasons injecting and 
other routes are often provided separately including the reduction of second-
hand smoking, and smooth running of both spaces given differences in the use 
experience (75, 365). 

Spaces summarised by a review on non-injecting routes showed a variation 
between outdoor spaces e.g. Australia and Canada, and indoor spaces 
Netherlands, Luxembourg, Germany, Denmark, and Canada. Some indoor spaces 
were booths, others were rooms with varying capacity, and others were toilet 
spaces with ventilation. Transition from injecting to smoking can help reduce the 
harm and improve health (168). One example from a Finnish study concluded: 

“If there would be a facility for smoking, maybe some injection users would 
move on to smoking when they see some peers smoking... which may be less 
harmful.” pp.9 (229)

Place matters in both the prevention of illness and promotion of health (98, 
366). There is an important but as yet under-researched role of the planning 
profession on creating that place. Boland and colleagues (367, 368) note planners 
make important decisions about place, the built environment and, the location 
of facilties that support those who use drugs. However, very little is known 
about how these planning processes operate, how planners manage societal 
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stereotypes, moral panic, and local barriers to harm reduction interventions. This 
represents an important space for partnership to bring planners, with their expert 
knowledge and technical skills on place management (369), and public health 
(370), into the processes of harm reduction.

4.2.2 Overdose intervention support 

OPCs provide valuable intervention during an overdose with oxygen, naloxone, 
or other support. The overdose response can be greatly enhanced with 
training and involvement of peers (for example through peer-to-peer naloxone 
provision).

There are several ways in which overdose intervention support can be provided. 
Some facilities have both high flow oxygen and naloxone provision to support 
opioid overdose interventions. As Dietze and colleagues (371) note, intramuscular 
naloxone appears most efficient at managing overdose in an OPC, although 
there were no adverse events using intranasal alternates. Injectable naloxone 
is often easier to control the dose and minimise rapid withdrawal symptoms. 
This can be particularly important when used to reverse overdoses where the 
strength of the opioid(s) is unknown (372). Nasal can often be easier to carry on 
the person especially by friends and family of people who use drugs. A mixed 
model of provision can be helpful and for more information on how and why 
naloxone works see (57), and details on what it is, it’s use, and it’s impact see (373). 
Oxygen intervention can support overdose reversal, with qualitative interviews 
with staff and OPC clients illustrating this is more likely to reduce intense 
withdrawal symptoms and confusion (374). There is typically widespread support 
for overdose intervention as a service, as this is often the primary reason an OPC 
opens (72). However, the importance of practical knowledge of overdose response 
is important, so naloxone is not used unnecessarily, without acknowledging the 
dignity of the person, or where it may be used as a punishment (375). Effective 
training including peer involvement can support this aim (206) and prevent this 
becoming a barrier to use or regular use of services (81). 

The key to effective peer-to-peer naloxone programmes is that they are 
determined by a peer’s knowledge of where and when people use drugs and 
access to local drug supply networks (206). Peer education uses the social context 
of drug use as the vehicle for intervention (376). The European Network of People 
Who Use Drugs (EuroNPUD) (373) technical briefing on peer-to-peer naloxone 
features several programmes operating in the UK and internationally, and 
concluded that:
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“The key argument for Peer-to-Peer Naloxone (P2PN) is that it is highly 
effective at driving the distribution of take-home naloxone (THN) through 
the privileged access that provides for the multiple entry points needed 
to reach both the treatment and non-treatment populations. As the case 
studies in this Technical Briefing show, peer educators and drug user 
activists bring a momentum and commitment to the roll out of THN that 
supports the strategic objective of saturating peer networks with naloxone 
and the supporting knowledge to manage opioid overdose.” pp. 3 (373)

Across the UK, substance use services have successfully provided naloxone 
alongside training to those people engaged in non- drug treatment services. 
Provision of naloxone to individuals in non-drug treatment a via partner agencies 
has proved more challenging (376). A range of initiatives have been implemented 
across the UK (377-380). While there are sufficient data to demonstrate naloxone 
supply, there is little data about carriage of naloxone kits once they have been 
supplied. Scottish data suggests that those in possession of naloxone at any one 
time is as low at 21% (381). OPCs provide a consistent supply point for Naloxone 
and appurtenant training, thereby helping to achieve the ‘widening access’ goal 
as recommended in the ACMD report.

Barriers to widespread naloxone provision are largely structural or systemic 
(57, 206). Most can be addressed through training, awareness-building, 
reducing stigma, and public health commissioners ‘building in’ to the system a 
requirement and resource for naloxone provision through their tender documents 
(376). The report Saving Lives (382) provided advice on how to overcome barriers 
at the individual, collective and structural levels. These focused on:

• Pathways to access THN for family and friends of people who may be at risk 
which does not require disclosure;

• Offering a choice between IM and intranasal;

• Working with key stakeholders to make carriage discrete;

• Normalising the administration of naloxone in all relevant services; and

• Encouraging positive messages about carriage and use (382).

There should also be provision for overamping (i.e., stimulant-based overdose). 
There is no naloxone equivalent for stimulant based overdoses, instead an 
individual is encouraged to relax, remain hydrated, and supported to cool down. 
It is worth noting there are unconventional symptoms of overdose; many of 
these are as a function of adulterated supply of the chosen substance. Overdose 
symptoms include pinpoint pupils, respiratory depression, blue-grey lips, low 
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oxygen saturation (hypoxia), and unconsciousness; with less typical overdose 
symptoms including muscle rigidity, dyskinesia, excessively fast, irregular, or slow 
heart rate, overheating, hypoxia manifesting as giddiness or excitability, confusion, 
or anisocoria (383). Dertadian describes three themes of overdose presentation, 
1) ‘blue-in the face’ overdose with a clear discoloration present, 2) hypoxic, where 
oxygen is low, and 3) ‘paradoxical’ overdose which relies on the staff knowledge 
of client behaviour and when it deviates from the norm (384). Where fentanyl 
is likely to be used or is a likely contaminant of unregulated drug supply, the 
symptoms may appear rapidly including body and chest rigidity and persist over 
time. This places increased pressure on OPC staff to identify symptoms early, 
monitor closely, and provide oxygen and naloxone (385). Mayer and colleagues 
note, in many cases fentanyl involved overdose events are unpleasant, and 
often unexpected for the person who uses drugs (385). One audit of fentanyl at 
the Sydney OPC suggested that between 2012 and August 2015, around 8% of 
overdose events involved fentanyl (386). The severity of overdose may also be 
influenced by patterns of polydrug use (387).

4.2.3 Needle and Syringe Programme Provision 

Needle, syringe, and other equipment provision is an essential facility of the 
OPC to support health and reduce harm.

Pauly and colleagues detailed the importance of integrating equipment in the 
OPC (186), without this provision an OPC would be “incomplete harm reduction”. 
Fry and colleagues (72) illustrate over three quarters are in support of OPC needle 
and syringe programme provision in sites. This was 97% in Alberta (73). Even if 
services did not provide an inhalation service, it would be helpful to also distribute 
inhalation equipment such as pipes (73). The provision and disposal of sterile, 
appropriate equipment is an essential function of an OPC. 

4.2.4 Opioid assisted therapy including heroin assisted treatment and wider 
health support including drug treatment

Integration with opioid assisted therapy and drug treatment can result in cost 
savings and improved wellbeing for users. These can be part of an integrated or 
linked service.

Glasgow proposed a co-located HAT and OPC model back in 2017 to help reduce 
the high health and social consequences of public injecting in the city centre (388, 
389). Kilmer and colleagues also recommend the co-existence of OPCs and HAT 
where possible in the USA (390); the extent of the public health crisis requires the 
interplay of individual evidence-based harm reduction strategies. A low threshold 
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peer-led service in Vancouver, ‘the Molson’ provides either up to two daily doses 
of hydromorphone (max 400mg per day) via nursing staff, or hydromorphone 
tablets (up to 16 mg each hour; up to 80mg in one day) with on-site nursing staff 
next to the OPC (391). There are very tangible benefits of providing this facility, 
a recent service in Middlesbrough, UK demonstrated considerable cost savings 
and benefits to health and wellbeing amongst those who had tried many other 
treatment options (392).

Bardwell and colleagues explored the integration of OPCs into wider community 
healthcare settings (393). Integrating services together depends on building 
design, supporting privacy and anonymity, limits on hours of operation, and the 
optional nature of accessing services. Connections to wider networks of health e.g. 
community addiction teams, health and social care services, and other services 
to help address adverse life circumstances can be helpful (394). At a proposed 
integrated site in Alberta, 80% wanted referral to treatment, 75% wanted support 
with their substance use, and 85% wanted help with health concerns (73). In 
addition, there may be a need to support individuals who use drugs in hospital 
(161); without this provision there are risks of secretive use (and complications 
in the healthcare provision), use in bathrooms, early discharge without the 
treatment provided, or involuntary discharge.

It will be important to determine defined pathways to high quality addiction 
treatment services, primary care, mental health, housing, and other social 
supports that will likely welcome OPC clients (225, 358). Better healthcare and 
adherence to treatment pathways are more likely when there is collaboration 
and honesty between the healthcare provider and client, and the client feels their 
needs and wants are accommodated and valued (395). Others have identified 
issues in the provision of treatment support for those who seek it; availability of 
treatment such as detoxification and other services is central to the success (187).

4.2.5 HCV and HIV support 

Training and support for HCV/HIV prevention and treatment is important (396), 
with the success of these support services relying on minimal waiting times 
and a non-stigmatising approach.

In a survey of OPCs the need was identified strongly amongst OPC clients, but 
most often available through referral to an offsite facility (397). The HCV and 
HIV support should also be complemented with access and pathways to wider 
addiction treatment given the association between abilities to access treatment 
and reduction of risky behaviours which might result in HIV/HCV (398, 399). This 
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becomes ever more important in ageing cohorts of OPC service users (400). 
Similarly, there is a recognition of the role of OPCs as a novel facility to support 
HIV treatment and prevention and widen access to support through pre-planned 
channels (401). As Milloy and colleagues attest, the success of HIV/HCV support 
is conditional on minimal waiting lists when provision is requested, and services 
taking a supportive, non-stigmatising approach (398). Integrated care models can 
be particularly helpful where there is a need (402). 

4.2.6 Drug checking facilities 

Drug checking is a harm reduction strategy which allows individuals to find out 
content and strength of substances that they are intending to consume. It is a 
knowledge forming process which can facilitate risk reduction. 

Drug checking supports knowledge about the drug supply in each area to 
support public health and legal responses (227, 233). Drug checking is often 
accepted as a potential health intervention; Kennedy et al., (403) found of the 
180 people who use drugs in their study, 43% said they would use drug checking 
frequently if available. Being female and homeless increased the likelihood of 
intention to use drug checking frequently. 

Some OPCs offer drug checking. For example, in the Molson OPC, people liked 
the knowledge so they could adjust their dose (particularly around fentanyl 
levels), and those who used stimulants used the knowledge to avoid fentanyl 
exposure (404). This was echoed in a pilot drug checking system in Vancouver, 
where of the 907 samples expected to 
be heroin 91% tested positive for 
fentanyl (233). Whilst the exact 
composition of a substance can be 
helpful, as alternative substances are 
not always available, it is often 
impossible to get drugs which are not 
adulterated (403). In Mexico, women 
using a facility described how behaviour 
change in response to the results of 
drug checking is restricted as it was not 
possible to get a supply of heroin 
without at least some fentanyl on the 
US-Mexico border (405).

The nature of the drug supply in a 
region can be useful to health 
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authorities and wider stakeholder groups. They can anonymously communicate 
the findings with health authorities, who cascade it to providers and wider 
communities of people who use drugs (e.g. through communities of practice, 
and/or text messaging alerts). In 2017/8 Barratt and colleagues checked drugs for 
Fentanyl through urinalysis to establish if unintentional fentanyl use was 
occurring through the drug supply in Australia (406). Drug checking technologies 
each have their pros and cons, e.g. the Fourier transform infrared spectrometer 
performs well in accuracy and ease of use; however, it cannot always detect low 
concentrations of substances such as fentanyl, and so the use of immunoassay 
strips can add that capability (407). The legal position of holding substances at a 
facility for checking and the ease of checking samples may need to be considered 
in operational guidelines, and in discussions with police and policy makers before 
an OPC opens (229). 

4.2.7 Food, drink, and other wellbeing services 

It can be useful to provide space for basic needs including food, drink, clothing, 
and space to support holistic wellbeing and improved quality of life.

Some spaces provide basic tea, coffee, or toast/snacks provision, or clothing (9). 
Others, like La Strada have a café attached; this provides a welcoming atmosphere 
where individuals can relax and meet others (356). It can also provide a space 
for individuals to ‘be’, to spend time without expectation, before or after the 
consumption event. A survey of Rotterdam services showed the predominantly 
used options included coffee and a chat (73%), eating (57%), washing clothes 
and/or having a shower (46%), and talking about personal issues (45%) (96). In 
considering what clients would want in a service, one study noted a shower, 
telephone, television, washing machine, a hot meal, and/or a post box as useful 
additions (68). Din (68) also reported strong desire to have psychological support 
(88%) and support to find a job (91%). Richardson did not find a negative impact 
on employment for those who used 
an OPC in Canada, and recommended 
OPCs consider support for employment 
prospects where possible (408). Those 
in Lethbridge, Canada considered 
a lack of social space and activities 
as a reason not to use the OPC (95). 
An extensive list of potential services 
summarised from European facilities is 
available (16, 17).
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4.2.8 Safety and support of clients and staff

To support the safety at OPCs several measures can be taken to minimise risks 
for all. These include clear signage and rules, de-escalation, training, support, 
communication, and peer involvement.

Some guidance documents describe a range of mechanisms to promote safety 
and security of clients and staff (358). The first and easiest is clear, visible signage 
of the rules of the site. Other options include walkie-talkies for communication 
and restricting access in exceptional circumstances. Some sites have security 
guards, others use de-escalation and crisis prevention training of staff and 
volunteers (89). These include the control of who has access to the OPC, reducing 
loitering, training staff if/when to contact emergency services (including police or 
ambulance staff), infection prevention and control, and use of standard operating 
procedures. 

Olding and colleagues (409) also observed considerable burnout amongst staff 
at services, particularly those with lived/living experience of drug use. Working 
conditions and fair pay structures should mirror other staff in similar roles. 
Ideally, we should recognise the role not as a voluntary position but with a formal 
employment structure to avoid extending structural and economic disadvantage 
(although recognition of challenges for sites with minimal resource). As many 
sources attest, the role of those with lived or living experience can be a crucial 
determinant of an effective OPC service e.g. (375). 

Staff may need access to counselling (404). Opening OPCs, whilst they may be 
stressful to operate, reduced trauma for staff and service users, even if the sites 
were temporary (186). One quote noted: 

“I think it’s created a huge relief for a lot of [staff]. And for [service users] as 
well because, I mean, we were getting to a point where we were responding 
to overdoses on a daily basis. And so, shifting from outreach workers to 
emergency response on a daily basis was putting a toll on all of us. Because 
not only could we not do our jobs, [service users] weren’t feeling supported 
as much anymore because we’re just putting out fires. Consistently. So, I 
think that kind of takes a toll on everybody.” pp. 6 (186)

In a study of staff running ‘Quai 9’ in Geneva, Switzerland, staff highlighted some 
ethical dilemmas faced in OPCs included problems around assisted injection, 
clients refusal of healthcare when in need, new injectors, age restrictions, 
pregnant clients, client self-harm, and lack of participation in initiatives designed 
to benefit clients as important elements of their work to consider and address in 
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their work (410). Reflection on practice and working together to resolve issues in a 
flexible, ethical framework helps to support staff and client autonomy and safety. 

4.2.9 Relationship building and connection including high quality advice 

Relationship building and connection is central to a successful and effective 
OPC.

Staff need a range of characteristics (345). These were thought to include 
the capacity to accept and respect individual differences; self-awareness, an 
open mind, and good boundaries; understanding of the local community; 
acceptance that all are on their own journeys, respect of individual choices and 
people working at their own pace; being a team-worker and adaptable; a sense 
of humour; and having a support network and self-care to help you stay well 
during the work (331). Staff can build relationships through not pushing too hard 
for change, recognising the challenges facing the whole person beyond their 
substance use, listening actively and inquiring about wellbeing, and asking open-
ended questions (345). The importance of this humanity was well captured in an 
ethnographic study with people accessing a Sydney service who described their 
use of the service as creating a “sense of personhood, survivor-hood, community 
and belonging” pp.829 (411). This can provide the basis for healthful change, and 
help a client imagine a long-term future for themselves (27, 124, 412).

Rance and Fraser (413) describe the development of the relationship between 
staff and clients in OPC settings. They describe that as staff observe drug use, 
there is an accidental intimacy which leads to new realisations of self, belonging, 
and citizenship. This intimacy also allows for other ‘overdose’ events to be 
identified and treated, where individual staff can determine behaviour odd for a 
particular client at an OPC and intervene early to provide essential support (384). 
Pauly and colleagues describe a development of trust which can be enhanced 
when individuals have lived or living experience, but empathic individuals without 
lived/living experience can also develop strong relationships (186). These allow 
for conversations beyond use, to what is going on in a person’s life beyond only 
consumption. 

Peacey also described the role of peers and relationship building (170). Many 
individuals said that discussions with peers were a reason to attend regularly, 
and many heard about the OPC in Sydney through social networks and word 
of mouth. There are some good examples of innovative partnerships with peers 
to improve healthier injecting practice through innovative conversations on 
recordings of injecting practice (414). Clients rely on the social functions of the 



drugscience.org.uk

72

OPC; many who have their own home or other private place to use their drugs 
still choose to maintain contact with friends made through the site and access 
services (170, 186).

Salmon and colleagues remind us of the importance of high-quality advice to 
promote health, with approximately 30% of their clients experiencing lifetime 
injecting related issues (238). In Vancouver, Wood and colleagues (415) describe 
how 34% received safer injecting education; this was also associated with 
requiring help to inject in the past six months (OR(95%CI)=2.2(1.6-3.0)). The strong 
link between requiring help to inject and HIV risk is illustrative of the importance 
of the advice function in an OPC to improve injecting practice and reduce HIV 
risks. Advice on equipment can also be helpful to reduce harms (416). There is 
also the opportunity for wider health prevention e.g. evaluated heart health in a 
Danish site (417), vaccine uptake (418), or smoking cessation (419, 420). A core OPC 
function is to provide thoughtful, empathic human support from staff and those 
using the service (344). 

4.2.10 Opening hours and referral to OPCs 

Opening hours need to be carefully planned as a balance of resources available 
and the need to provide a safe, supportive, harm reducing environment for 
OPC users.

There are some 24 hour facilities such as Stanzetta in Italy which have seen 
improvements for people who use drugs including a reduced public drug 
use scene and drug related litter. However, as an unsanctioned site there are 
challenges to staffing and resources available (421). Opening for 24 hours is not 
typical; funding and other constraints often limit opening hours, and services 
open mostly during daylight hours. It is unlikely an OPC can facilitate every 
consumption event in an area for this reason (104). We also know that the risks 
of overdose increase outside of hours of opening (107, 184, 199, 422). Support can 
mitigate some of these such as Buddy Up which can support individuals using 
drugs alone, the provision of take-home naloxone, and risk-prevention measures. 
There are apps and wearable devices such as watches which show promise in 
helping profile overdose risk and improve self-efficacy to prevent overdose (423-
425) and indeed some of these have been evaluated in OPCs as proof-of-concept 
(426).

The Ministry of Health and Long-Term Care in Canada recommend opening for 
seven days a week, the nature of substance use for people who use drugs who 
may attend an OPC reflects daily use (358). In Europe, all facilities are open on 
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weekdays with around two-thirds open on weekend days, often with shorter 
hours (16, 17, 217). The weather is also a primary consideration for opening hours, 
some countries have colder winters and as one person illustrated:

“it’s very nice to be able to sit inside if you don’t have a house and it’s cold.” 
pp.96 (96) 

Evening opening hours for one Netherlands facility were particularly welcomed. 
Depending on the substance(s) there may be additional risks at night-time. Those 
who used a Barcelona facility during a night-time period were more likely to be 
women, homeless, and injecting stimulants (422). Those who used heroin had a 
higher likelihood of non-fatal overdose during the night-time period.

As a core outcome for community 
stakeholders is to reduce public 
injecting, a careful balance of 
OPC opening hours can support 
this goal. However, as Pauly and 
colleagues have noted (186) there 
may be no choice but to use 
publicly when the time is restricted. 
Opening hours were thought to 
contribute to less public use in 
Germany over six months (175). 
The urgent realities of drug use 
may mean that a 10 minute wait 
feels like many hours (82). This 
concern was echoed in Rotterdam; 
whilst some facilities have no time 
limits, others restrict use (with a pass) to 15-60 minutes, with no return until after 
30 minutes. No time limits might encourage people to stay longer but increase 
queues. And time limits might reduce the utility of the service (96), provide a 
barrier to access, or lead to intermittent access (81). It is not recommended to 
impose a time limit on how long a person should spend at a facility; however, 
limits may be unavoidable when a facility is busy (138). 

McKnight et al. (427) in a retrospective cohort, found increased waiting time at 
an OPC was associated with significantly increased likelihood of public injecting 
(aOR(95%CI)=3.3(2.1-5.6)). This can be compounded if there is no ‘chill out’ space 
after individuals have left (186). Research by Small and colleagues illustrated 
around 10% of clients may leave whilst waiting for space to become available (428) 
and around 20% would prefer to wait at the OPC rather than injecting elsewhere 
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including in public spaces (429). The journey of persons using drugs through a 
proposed service should be carefully considered, noting adjustments may be 
required from the plans to when a facility opens with respect to opening hours, 
time restrictions, space offered, or resources available. It may be impossible to 
reduce queues, and where possible capacity should be carefully planned to 
minimise community impact and public drug use (17).

Some researchers found variation in use across the week with a peak during 
week days (understandable as one service closes at the weekend), and most 
use occasions between 11am and 7pm (181). This survey of Frankfurt services also 
revealed differences in time spent in a consumption process from 19 minutes for 
nasal heroin use to 38 minutes for intravenous use of heroin and crack. Again, 
this highlights the importance of knowing the clientele of a facility and the usage 
patterns of potential service users. Each of the four services in Frankfurt differ 
in opening hours, demographic profile, and drugs used. Elsewhere, typically 
individuals use OPCs for on average 30 minutes, with a range between 15 -90 
minutes (17). 

Regarding referral to OPCs, 75% of emergency healthcare workers are in favour 
of OPCs, and 85% of physicians would refer their clients to an OPC service (430). 
There is a recognition amongst physicians and emergency healthcare workers 
that OPCs may be a valuable health service which could relieve some of their 
pressures at work through being a more appropriate facility to meet their needs 
(34). In interviews with policy and healthcare specialists in Romania, there was 
strong agreement that this could provide a valuable reduction in emergency 
care, overdose deaths, BBV transmission, injecting injuries, and poor injecting 
techniques (68). Peer-recovery coaches (living experience of recovery) also 
potentially play a role in support, with around half in support of OPCs (those less 
likely to support were females, non-white ethnicity, and preferred abstinence-
based treatment) (431). Data suggests that the most common referrals to an OPC 
service are addiction treatment staff, shelter staff, police, outreach workers, and 
other OPC users (16, 17).

4.3 Setting rules 

A range of rules govern activities at sites. Ideally these should be few, and 
balance needs of the service (including legal requirements) with needs of those 
who use the service. Rules should be justifiable and created in collaboration 
with staff and OPC users.

Intake staff can communicate the rules in written format, verbally discuss them, 
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or they can be presented through posters at OPCs (17). Sometimes rules are 
referred to as ‘shared responsibilities’ illustrative of partnerships rather than a 
hierarchical approach (404). This should be a balance of legal position, protecting 
staff, protecting service users, and ideally be as few as possible (9). Some have 
noted the inclusion of harm reduction practices and interventions in rules can 
both enable and constrain health (432). The challenge for OPCs is to balance a 
medical or public health model with creating the lowest barrier service to meet 
the needs of people who use drugs in our communities (63). We note cautions 
that OPCs should not become agencies of excessive control, surveillance, 
management, education or forced rehabilitation (262). Ultimately, rules should 
aim to co-exist with the conceptualisation of the OPC as ‘safe sanctuary’ (64, 433).

Rules should be set collaboratively. They should be reviewed with potential 
clients before a service opens, and then evolve with actual clients of the open 
OPC service to ensure maximum use and a sense of ownership (82, 87, 434). It is 
likely to involve compromise amongst individuals on what is most suitable (435). 
Some rules will put clients off attending, and thus, each rule needs to be carefully 
justified (especially to potential service users) and explained to maximise the 
harm reduction benefit (138, 434). Flexibility and agility to arising issues is key to 
a successful OPC operation (135, 138, 434). We are reminded the process of drug 
consumption is not just a ‘technical act’ but also one which has routines, rituals, 
pleasures, and group dynamics (436). The facilitation of these in the healthcare 
context will make OPC operation a success (259). 

Rules can be very simple. The Glasgow unsanctioned service had just four: no 
drug dealing in or around the service, no violence or abusive behaviour towards 
volunteers or service users, no sharing of equipment, and agreeing to an 
intervention should there be an overdose event (9). 

4.3.1 Injection and other use practices 

There may be good reasons for the need for assisted injection, however, 
in many jurisdictions it is illegal. High quality advice may support but not 
completely alleviate the need. There are also considerations for smoking and 
other modes of administration including ventilation and transition between 
consumption modes.

Rules may govern injecting practices. Assisted injection rules in 11 studies 
were summarised by Xavier and colleagues (138). Often assisted injection was 
important to potential OPC clients, for example some have disabilities which 
makes it challenging to inject, and women more often require help given 
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physiological differences to men (437, 438). Hedrich (16) noted some facilities 
restrict locations of injecting; however, again, this is not recommended as some 
sites are the only viable locations due to long-term health issues or long injecting 
histories.

As one of the core functions of an OPC, the provision of high-quality of advice can 
help reduce the need for assisted injection and support for safer, independent 
injecting practices (439). Some successful programs exist to support peer 
assistance (440). Often those who received advice at one facility reduced the need 
for another to help with the physical injection (194). It does, however, require staff 
at a facility are knowledgeable and trained in injecting practices and with an 
understanding of the challenges faced by people who inject drugs.

We note work by Kolla et al. (441) who state that womxn, are at higher risk of 
overdose when injected by another; they estimated around 8% of those who 
used the Moss Park facility received an assisted injection. As such, where there 
are rules that prevent assisted injection and people who need this to avoid 
withdrawal states, this may increase risk of fatal overdose as individuals will be 
at higher risk of harm when denied access to the swift overdose response inside 
an OPC. Fairbairn and colleagues noted that there can also be harms associated 
with assisted injecting, and socio structural factors such as control and power 
dynamics (442). Again, a supportive environment may help reduce some of these 
negative impacts.

In the UK, there would be liability and legal issues in relation to direct injection 
support (443) and thus it is not recommended in the UK unless legal exemptions 
emerge (e.g. the federal exemption in Alberta for peer-assisted injections can help 
(444)). Similarly, although the Xavier et al review spoke of views on sharing drugs 
on site, summarising views on nine studies, this would not be legal in the UK and 
is similarly not recommended for sites (138). 

Some sites also provide other routes of administration such as smoking 
services. Due to service demand, often there can be a time limit on the use of 
a space for smoking. In one facility in Vancouver, they applied a discretionary 
5-10 minutes, that was expanded and contracted where needed to reduce the 
structural and everyday violence of public crack cocaine smoking. Ideally, again, 
equipment should not be shared (249). Watson and colleagues performed a 
broad consultation on smoking facilities with 236 fire, police, ambulance service 
personnel, city officials and people who use drugs included in a thematic 
analysis (365). Whilst there were considerable challenges in implementing 
a smoking space alongside an injecting space given the rules, there was an 
acknowledgement of the public health and safety benefits, particularly in 
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creating space for transition between injecting and smoking. 

4.3.2 First-time consumption

First-time injections are not facilitated on site, instead individuals would be 
offered support. 

Xavier et al. (138) reported on four studies which considered whether people 
should inject/use drugs for the first time in the OPC. Although there was some 
concern amongst these studies as to the need for the rule, people who are 
unclear on how to inject who approach an OPC may be easier to identify as using 
for the first time. Typically, those potentially experiencing their first injection 
would be supported in other ways (75, 77); perhaps redirected to support services 
rather than facilitating a first injection. This is typical practice see 3.4.3.

4.3.3 Gender 

Although most clients of OPCs are males, there are considerations for OPCs in 
relation to gender and creating a safe space by design for all who visit.

Women and others who do not identify as male may have potential barriers to 
attending OPCs with those who use drugs more likely to experience trauma 
and violence, have problems with injecting, and potentially engage in sex work 
(445-447). Some suggest OPCs are predominantly masculine spaces; a qualitative 
study in Vancouver of women who use drugs noted that whilst OPCs are safer 
than street-drug use, safety can be enhanced through consultation with females 
on set-up and running of a service (64, 448). There are also practical realities such 
as privacy of injecting. For example, women or those who identify as trans/gender 
queer/non-binary may not feel comfortable undressing in an open space; this 
may need to be addressed to encourage attendance of these individuals (186). 
Fairbairn agrees (156). In this qualitative study of Vancouver OPC users, facilities 
could be a haven from violence and norms which governed the preparation of 
drugs and their administration. It was suggested that in OPCs, women could get 
more agency over their own lives and use more safely. However, other research 
suggested although OPC use reduced exposure to violence for men over four 
years (aOR(95%CI)=0.6(.5-.9)); the same significant finding was not found in 
women (aOR(95%CI)=1.0(.6-1.7)) (449). Violence, and particularly against womxn 
remains a strong concern.

It may be helpful to set up a womxn-only OPC such as SisterSpace (450) or 
Metzineres (451). Longer hours of operation appear to benefit females with a 
higher proportion of women using a 24-hour facility in Barcelona during the 
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night-time (422). Themes for women attending an OPC (n=33) suggested that 
OPCs offer 1) safety from violence, discrimination, and coercion; 2) a unique service 
access point; 3) a space which reduces marginalisation; and 4) gender-responsive 
protocols and frameworks (452, 453). Xavier et al (452) and Forteza (451) provide 
more details on the reality of womxn in injecting spaces often in their own words. 
These resources are helpful to create gender inclusivity and reduce inequities 
in OPC spaces. Collins et al. (49) highlighted some additional barriers including 
difficulty knowing who else may be accessing OPCs, leading people to choose to 
use alone. This was specifically in a housing based OPC.

Yet there are some policies which exclude womxn including those in relation 
to children. Four studies in a scoping review (452) explored whether pregnant 
persons should be able to attend an OPC. Legal frameworks underpinning the 
clinical care may need to be changed to avoid medical liability (77), but there is 
also an imperative to support people with children and people who are pregnant. 
The connection to other linked services may help to prevent harm in this 
population (75). 

Regarding men, one study in Sydney interviewed males attending the medically 
supervised injecting facility acknowledging the OPC role in reducing continuous 
social marginalisation, criminalisation, and narratives of social nuisance and 
violence directed at them (454). Although evidence is limited on the detail of the 
male experience, OPCs would seem to play a role in reducing harm for males. 
Like research on womxn, fear of police interactions was common in this male 
population and would lead to less use of OPCs if not carefully managed through 
partnership (see 4.5). 

4.3.4 Age 

Most of those attending OPCs are adults in their 30s-50s. However, there may 
be important considerations for younger clients, particularly those who are 
vulnerably housed or lacking safe spaces.

Recommendations summarised from Xavier et al. (138) suggest a minimum age 
for OPC between 14 to 21 years old. Whilst some suggest age restrictions might 
shield youth from observing drug use (93, 435); exclusion based on age may also 
be problematic particularly for street-involved youth who may be reaching out 
to OPCs for support and safety (120). Young people can be at heightened risk for 
exploitation, vulnerability, and other challenges; excluding those who are injecting 
drugs who are young could increase the harm (77, 455). Working with young 
people at the earliest occasion gives an opportunity to reduce and prevent longer 
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term harms. As shown in 4.3.2 first time injection is not facilitated at OPCs, and as 
illustrated by (91, 178-180) in 3.2.2, there is a demonstrated need in young people 
for access to services. There are also successful exemplars of services which can 
support children on site e.g. Metzineres in Barcelona (456).

4.3.5 Substance use factors 

The reality of consumption may involve the use of one or more psychoactive 
substance. The best assessment of risk for any OPC client will be facilitated 
through honest conversations and disclosure in a safe, stigma-free 
environment.

Only one study considered stakeholder views on whether those in opioid 
substitution therapy (OST) should be facilitated access to OPCs. The priority 
opinion was not to facilitate this (77). Indeed facilities in Germany and 
Luxembourg broadly exclude those on OST (3). However, this may require more 
careful consideration. Recently there has been a greater acknowledgement of 
opioid substitution as part of a wider profile of perception of risk. Around 65% 
of injections supervised in one facility in Glasgow had received methadone/
buprenorphine treatment; considerable harm could have resulted if they had 
been refused access (9). In Melbourne, one third of an OPC cohort were on opioid 
substitution therapy (457). To disallow those who are using OST may encourage 
people to hide behaviours which does not help save lives (9). If OPC clients are 
planning to use alongside their OST prescription, it is better that they do so in 
hygienic and supportive settings where staff are available to support (137). In 
addition, an exploration of factors predicting respiratory arrest in opioid overdose 
(n=222) found no significant association between the concomitant use of alcohol, 
cocaine, or methadone and the experience of respiratory arrest (458).

A similar perspective is appropriate for rules in relation to client intoxication. 
Again, where rules are imposed, it encourages hiding the truth of intoxication 
which could cause more harm than it saves (75, 77). For this reason, it is not 
recommended to create restrictions on substance use. Any facility must be 
prepared to discuss the true nature of all health risks a person who is using drugs 
may face, and all efforts should be made to reduce barriers to honest disclosure 
from healthcare or service providers so that informed, useful, and honest support 
can be provided by OPC staff (51).

4.3.6 Handwashing 

In line with all healthcare settings, it is strongly recommended all in an 
OPC wash their hands regularly, and OPC users wash their hands prior to 
consumption. 
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People who use drugs strongly supported  
this rule (154, 434). All present at services 
(staff, people who use the service, visitors) 
should regularly wash their hands at the 
OPC as standardised good practice.

4.3.7 Registration and client anonymity 

A continued service record for each 
client will help to provide continuity of 
effective support. In some cases, this 
may require careful planning on behalf 
of the OPC to alleviate any privacy 
concerns potential or actual OPC users 
might have. 

A concern from potential service users is a loss of anonymity, and sometimes, 
individuals may choose not to register or use an OPC site if they must disclose 
more than they are comfortable sharing. As Wood remind us (459) the primary 
function of a site is to provide as low threshold a service as possible to maximise 
the use of the service and the benefits to the community (including people with 
living experience of drug use). Specific ‘handles’ or ‘nicknames’ can be used in 
replacement to full names, and other information can be searched from the 
registration data should these handles be forgotten (459). Those in San Francisco 
were happy for a range of rules, except for video-surveillance, and being required 
to show identification to use the service (92). Some have recommended using 
formal identification with OPCs supporting clients to obtain identification if 
they do not have it already (187); however, this may be a barrier to service use. 
Consultation with potential and actual service users is key to success (460).

4.4 Community liaison 

Community liaison is essential before an OPC opens, during its operation, and 
beyond into the expansion of services where there is a need (139). Community 
is broad, it encompasses local businesses or civic centres, residents, people 
who use drugs; all who use the space (indoor or outdoor) in an area.

Involving civic and public health authorities is important to the success of OPC 
operation (44, 461). Communities have concerns about the running of the OPC 
and how it will affect their daily lives; concerns also exist about OPC proximity to 
homes, businesses, and schools (74, 462, 463). These concerns need to be taken 
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seriously. Community recommendations from a consultation process in Ontario, 
Canada include provision of information about the goals and benefits of OPCs, 
sharing evaluation of services, and the establishment of community feedback 
mechanism to respond to emerging issues (464). Some specific concerns that 
may be highlighted by a range of community stakeholders are explored below. 

4.4.1 Increases of individuals who use drugs to an area and/or increases in 
people who use drugs (i.e. that more people will use now an OPC is available) 

Often called the ‘honeypot’ effect, evidence does not support the conclusion 
that there will be an influx of people who use drugs when an OPC opens. 
People who use drugs are already members of communities.

Stakeholder groups often have concerns about an increase in the number of 
people using drugs locally if an OPC were opened (70, 76, 126, 462); however, 
these concerns are unsupported by the evidence (54). Qualitative research 
with people who use intravenous drugs shows injecting in public spaces can 
be a necessity which is not preferred, is unhygienic, and can invoke shame and 
fear (99). Functionally, Rhodes warns we may unwittingly contribute to the 
ghettoization of people who use drugs in public spaces through the provision of 
OPCs, and that OPC operators should know of this when designing community 
outreach plans (99). Those setting up OPCs should be mindful of tensions in 
setting up community regeneration projects particularly if they exclude those 
who are socially disadvantaged and unable to express their voice on changes. 
Again, consultation and service development with a wide range of stakeholders 
helps to ease these challenges, and particularly involving people who might use 
the service and need space in the environment. See also sections in the evidence 
review relating to community matters including improving communities, 
reducing publicly observable use of drugs, drug related litter, and not increasing 
crime (Section 3.5).

4.4.2 How the media represents OPCs perpetuates stigma and heightens 
concerns 

Media representation of OPCs may raise concerns, particularly when a service 
opens. Preparation of evidence-based information can be helpful to counter 
incorrect narratives. 

An exploration of media representation from 1990’s to present which included 
1735 articles suggest the focus has moved away from professional discussions, 
and towards the challenges facing communities who fear what might happen 
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if an OPC opened in their area (465). This leaves limited spaces for individuals 
who use drugs to join the conversation and advocate for their right to space. 
Policy exploration in the UK, Denmark, and France illustrated the importance of 
negotiating relations between those making or influencing decisions and those 
who would receive the consequences of those decisions (432). Wilkins has noted 

an increase in searches around 
OPCs when one opens citing key 
moments which prompted the 
search (466). This included when 
the sanctioned site was opened 
in New York City, and when a 
judge declared that an OPC 
could be opened in Philadelphia. 
This is illustrative of a curiosity 
around OPCs amongst the 
public and illustrates the 
importance of evidenced based 
information when OPC and 
related terms are searched for.

4.4.3 Businesses and overdose prevention 

It is important to connect with local businesses and their staff in relation to 
overdose prevention interventions. They are key advocates and beneficiaries of 
good OPC operation.

Given the statistics around public injecting in and around businesses and the 
experiences of intervention by businesses and service employees (see (302, 
303)), an OPC may provide dialogue and training on interventions involving 
communities where it is needed. This is likely to be important in the early days of 
the OPC as individuals find out it is open. Indeed businesses can be trained and 
hold naloxone to support overdose prevention; it is, like OPCs a ‘community asset’ 
(6, 379).

4.4.4 Education and liaison 

OPCs can often be an education hub to reduce harm and stigma and to show 
OPCs are not to be feared. This function can sit alongside the primary functions 
of an OPC to provide healthcare and support. 

As McCann and Temenos note, these are places for useful and persuasive 
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storytelling to reduce harm and stigma (467). OPC operators will need to 
support ongoing community engagement and liaison services (358). We can 
reimagine city and other spaces to include the most vulnerable members of our 
society and as a hub to promote wellbeing trajectories (468). There are some 
excellent examples of this at OPCs around the world, e.g. OnPointNYC invites 
community members and other stakeholders to view their work (within reason, 
and recognising the need for clients to have their privacy respected during 
their healthcare journey within the centre http://www.onpointnyc.org). Like 
OnPointNYC, external facing liaison work can successfully incorporate community 
clean-up of syringes and other equipment to help improve the public realm and 
community relations. This was also clear in a feasibility study in England; a cohort 
of individuals in West Midlands worked on a community clean-up of needles and 
other used equipment as part of the work (82). In Sydney, individuals can visit on 
appointment, on a prespecified day, and the service is closed to clients to protect 
their privacy and use of the space (469). Visits need to be thoughtful, respectful, 
and unobtrusive and protect the rights and privacy of service users.

4.5 Policing and emergency staff liaison 

Creation of a positive working alliance with police is important for OPCs. 
Early interaction and involvement with the police and/or the production of 
memorandums of understanding before an OPC opens and throughout its 
operation can improve relations and protect both institutions. Emergency 
service personnel of all types working in areas around OPCs often need support 
or training on how OPCs and the surrounding area should be approached so 
that they can fulfil their mission as an organisation and ultimately keep people 
safe. 

Named contacts in the OPC and in the local police can help to counter any 
issues that arise. Effective co-existence is possible and can be achieved through 
planning and collaboration from idea to long-term implementation (470). Policing 
liaison is likely to be most successful when:

• Engagement with police happens at the earliest opportunity when 
developing a service and continues when it opens as part of service planning,

• Police chiefs are in favour (or at least tolerant) of the OPC,

• There are dedicated, named liaison persons at the OPC and in the police,

• There are negotiated boundary agreements, and

• There is regular face to face contact (471).

http://www.onpointnyc.org
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Police officers often make the most referrals to an open OPC (73% of referrals to 
European services), equalled only by those in the addiction services (17). A study in 
Vancouver aimed to determine if local police affected use of Insite, and findings 
showed approximately 17% of participants reported having been referred to the 
facility by police officers when they were found to be injecting in public (472). 
Those engaged in sex work and frequent cocaine injection were more likely to 
be referred. Overall, this study suggests that local police gained a mechanism to 
address public injection drug use that promotes public safety. This also shows 
that police may play a role in OPC success and use. A study in Vancouver aimed to 
determine if local police affected use of Insite, and findings showed approximately 
17% of participants reported having been referred to the facility by police officers 
when they were found injecting in public (472). Those engaged in sex work and 
frequent cocaine injection were more likely to be referred. Overall, this study 
suggests that local police gained a mechanism to address public injection drug 
use that promotes public safety. This also shows that police play a role in OPC 
success and use.

When an OPC opens, regardless of the nature of legislative change to support, 
the continued operation is contingent on police knowledge, respect of local 
agreements, and any exemptions for OPCs (86). Evidence from Bates (305) note 
police would welcome guidance on how to police OPCs, with confusion how to 
police possession and/or dealing in and around the centre. Training and support 
for officers on harm reduction in an area with an emerging OPC will be helpful 
to support both policing and OPC activities (304, 306, 473). For example, as part 
of Proyecto Escudo in Mexico, following training, 86.2% of police officers felt they 
would refer people who use drugs to the service. People who use drugs also 
thought training of police around OPCs and what they do would help improve 
relations, interactions, and prevent historical conflicts from (re-)occurring (304). In 
Alberta, there were some concerns about crime around OPCs, but it recognised 
that stronger collaboration between OPC personnel, community members, and 
policing would ease fears and allow co-occurrence of policing practices and OPC 
service provision (187).

A primary concern for those who use OPCs is potential threats posed by police 
including detainment for those who possess drugs or equipment for personal use 
(131). Bardwell and colleagues supported this conclusion; negative relationships 
with police and a lack of understanding of how they would interact with the 
facility and the surrounding area were a key concern of those who might benefit 
from attending an OPC (79). Qualitative work with prospective service users 
shows fear about police interactions were a barrier to engagement in a potential 
OPC; distrust of the police was common (82). Policing was also identified as a 
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primary barrier to accessing OPCs in Vancouver; the gentrification of areas, and 
policing priorities led to greater fear of arrest and deterred service users from 
benefiting from services (474). This was echoed in Alberta, in 28 interviews and 
ethnographic observations, there was fear that OPCs could not protect its service 
users from police hassle (47). DeBeck described how drug market policing 
strategies may reduce healthcare use in people who use drugs (472); however, 
this can be rectified, and in some cases police can benefit from increased referral 
of clients to OPCs reducing community tensions and supporting public health 
initiatives. Negotiation with police to minimise contact whilst tackling the most 
severe crimes, even in unsanctioned sites, facilitated access and preservation of 
life (64). One of the primary barriers to OPC use is fear of arrest, with 38% of 326 
opioid users in Boston, Baltimore, and Providence expressing these concerns (85).

Several concerns may occur but can somewhat be mitigated by memorandums 
of understanding and acknowledgement of realities at an OPC. For example 
acknowledgement that those who attend the service to avail of the supervised 
consumption will be in possession of drugs for their own personal use and/or 
without a prescription (475), and that 

• These drugs will be obtained elsewhere,

• They will be of the amount for personal use at the service but may include 
enough for more than one use of the site and incorporate polydrug use 
patterns,

• The provision of drugs to another at the service (e.g. injecting another person) 
or through supply is prohibited, with systems in place to monitor this,

• That this would not be unlike existing concessions for other well-established 
services (e.g., needle exchange provision) where clients may be in possession 
of drugs at the time of entry to and exit from the premises.

• OPCs do not provide the drugs to be consumed at the service and do not 
hold drugs at the service for the use of any other person.

The harm-reduction successes of policing are acknowledged by Graham (476). 
They illustrated tensions between some police officers and services will exist, 
but dialogue between service providers and officers is essential to a mutual 
understanding of challenges faced by each. Dramatic shifts in perspectives are 
achievable through dialogue, e.g. in Ontario in 2012, strong and impassioned 
opposition from police chiefs (477) to a position of support as part of a 
comprehensive set of solutions to prevent overdose, serious adverse health 
events, maintain community safety, and achieve policing objectives (478). Strike 
and colleagues in four focus groups of serving officers in Toronto (90% who were 
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Constables) explored themes underpinning officer concerns (306). The first was 
what discretion means in practice when balancing the interests of the public and 
the responsibilities of their role:

“And how do we explain it [i.e., keeping a distance away from SCS] to the 
public? Because we know how to use discretion, but how do we explain 
it to a pissed off mother who says that she’s seeing drug dealing behind 
her house […]and what are we doing about it. It’s a hard sell?” (East-End 
Division) pp.1921 (306). 

Other concerns including not understanding how OPCs work could be easily 
overcome with a tour. Police have concerns about the willingness of OPC staff 
to work with them in partnership (306), tours can also Build towards a shared 
confidence in working together. Police concerns were described in several ways, 
refusal to answer police inquiries, being unable to park or be close to the OPC, 
or inability to pursue suspects. Police staff were keen to stress they were less 
interested in possession, but more serious offences such as trafficking or violence: 

“We’re concerned with the drug dealers that hang out around those sites 
and then there’s turf wars and then they bring guns with them, and so on 
and so forth. That is the problem that we’re concerned with, okay? Not the 
one person that comes in with a little baggie.” (East-End Division) pp.1922 
(306)

And later: 

“And the problem that we’re coming with is they’re [SCS staff] not seeing 
what’s happening on the outside and how the two are intertwined. And 
I think that that leads to a lot of barriers that we, that’s resulted in our 
frustrations, that we can’t open up the communication. We’re willing to 
communicate. And the other side isn’t.” (Central Division 1) pp.1922 (306)

The hopes for better communication were outlined in the following quote:

“What I would hope is that we would have, maybe not a warmer reception, 
but we’d have a good working relationship with the actual staff at the 
sites[…]historically, we don’t always have a great relationship with some 
of these places. Sometimes it’s us, sometimes it’s them; sometimes a 
combination of both. But hopefully, we can kind of forge something that 
would be a positive for everyone in the area, not just the people using that 
facility.” (West-End Division) pp.1922 (306)

In discussions with 18 police officers, Watson et al. (83) reported there was 
considerable opposition from police with a suggestion that OPCs do not solve the 
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issues with addiction, they send an ambiguous message about the acceptability 
of drugs, and they interfere with policing effort. Much of this stems from a lack 
of understanding, effective communication, and how it would work alongside 
policing efforts. Dialogue that acknowledged and listened to the realities of 
all sides, builds a broader picture of what is going on in a community which 
can include knowledge from harm reduction efforts, and policing knowledge 
(83). These collaborations lead to novel understandings, e.g., police officers 
understanding some challenges of the abstinence approach to drugs as they 
apply it in their daily work:

“Maybe it’s time to look at it the other way around. . . treat people better ...I 
think the police organisation is always very against that kind of policy. But I 
believe that now in Helsinki, we are changing to thinking. . . because we see 
that this war is lost.” pp. 5 (229)

In comparing two policing approaches in Canada, and how police interacted 
with people who use drugs revealed that the approach of police officers on the 
ground was an essential ingredient in the success of an OPC; police officers 
hold considerable power. Both Edmonton and Calgary had concentrated 
policing approaches where one site people who used the service felt safe from 
police interferences, and in the other they feared harassment, arrest, and being 
displaced (479). The nature of the police response is important, and more 
heavy-handed approaches have a negative impact on OPC outcomes. For more 
information on legal matters (particularly as they relate to the UK context) see 
Section 4.8.7.

It is also important to consider the roles of emergency service personnel in 
the discussions around OPCs and how to respond. Many emergency services 
personnel will be a primary source of information and care in emergency settings. 
Good working relationships are likely to support preservation of life and especially 
positive outcomes to any overdose events (34). Perlmutter and colleagues discuss 
some key elements to consider including how best to interact with OPC staff, 
how to improve safety for emergency service personnel and communicating the 
safety provided at OPCs for all who attend, and clarification of roles to fully realise 
the potential in reducing emergency healthcare use (34). There was a recognition 
of the importance of care following an overdose event and in identifying gaps 
in provision. Suggestions included planning standard operating procedures 
with input from emergency personnel, shared practical guidelines, and training 
together, this was summarised in the following quote from a paramedic:

“I think that the best way that we partner with that safe injection site staff 
is just make sure that those lines of communication are wide open, and 
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when...it gets started up, we introduce ourselves and we’re all aware of what 
everybody’s jobs and responsibilities and capabilities are.” pp.6 (34)

4.6 Staffing at OPCs 

OPCs are operated with a range of staffing models with staff who may include 
medical or nursing staff, social workers, counsellors, or peers (i.e., staff have 
living or lived experience of substance use). 

Staff need to be knowledgeable about issues facing people who use drugs, 
non-judgemental, and their qualifications can vary including degrees and 
accredited positions, lived or living experience, or on the job learning (118). A 
medical model, i.e., a service led by an employed practicing Doctor is the costliest 
model to operate because of the higher salaries of medical personnel. Nurse-led 
facilities are less costly, and more common (480). These typically would have their 
standard operating procedures determined by medical and nursing staff, with 
interventions and day-to-day leadership from nursing staff (346). Trained drug 
workers can also staff the facility. Peer-led models are the least expensive to staff. 
However, it remains important that peer workers are appropriately compensated 
and supported in employment structures which value the difficult and important 
work of saving lives (481). Without such structures, the model becomes 
unsustainable (9, 375, 482). OPCs in New York operate on a 3:1 or 4:1 basis in the 
injecting space. Canadian recommendations recommend 2:1 to allow for breaks 
(331).

All staff should be trained at a minimum in overdose intervention and first aid 
(9). Staff prevent overdoses and reduce the likelihood of fatal outcomes from 
overdose events. This can be achieved through intervention in overdose events, 
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advising individuals, providing a safe haven, and supporting individuals when they 
use (55). Aside from overdose response, staff provide education, tailored support, 
and a host of additional services, and they build relationships with clients who can 
then improve their health (351). All staff models should incorporate compassionate 
harm reduction and practical supports needed whether this is through lived, 
living, or learned experience. Confidentiality is an important part of service 
provision (72); many who might use an OPC have a history of judgemental service 
provision, and trust may take some time to be earned by staff. The meaningful 
and supported involvement of peers can be vital to creating the trust and safety 
which supports a successful service (483).

There should be some acknowledgement that the staff at OPCs have an 
extremely challenging job. Staff have experienced considerable grief from the 
loss of clients when they have left the facility, and the constant threat on services 
despite a growing local and international evidence base also take their toll (63). 
Other concerns include physical exhaustion and stress due to under resourcing, 
concern about client wellbeing and supports available, being unable to perform 
other tasks to support clients, overwhelm from external partners and media 
coverage, and stress on the continuity of the site (89). We are reminded by 
Goodhew and colleagues (167) of the extensive trauma histories of the clients 
using OPCs, and thus the need for staff to be trauma informed and supported 
through these approaches. Staff support is another cost to be considered 
to reduce the likelihood of staff requiring time off because of burnout and 
exhaustion. The range of benefits of working in OPCs are also clear. These include 
job satisfaction, acting out values of harm reduction, improved knowledge of 
drug use practice, increased compassion, and improved knowledge of the barriers 
experienced by clients and creative ways to overcome these (467).

McCann and Vadivelu (89) found the key characteristics for high-quality service 
delivery were being warm and friendly, caring and compassionate, understanding 
client needs, non-judgemental, knowledgeable about drug use realities, and 
skilled at de-escalation. Ethnographic research on OPC operation has noted how 
important staff are in maintaining a supportive environment; and in particular, 
training needs of staff include not just in overdose intervention and prevention, 
but also an understanding of the lived, and often urgent realities of the lives of 
people who use drugs (375). 

4.7 Costing a service 

The costs associated with a service depend on several factors, including the 
initial set up costs, staffing the facility, included services, nature of facility 
(fixed site, integrated, or mobile services), and the location. 
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This section includes some issues for consideration, and a subsection including 
costs associated with existing or hypothetical OPC services. There should be 
partnerships and clinical pathways developed into compassionate, stigma 
free healthcare. Ideally, all healthcare should be stigma free for drug users, but 
facilities which link externally should aim to identify providers and services which 
can improve outcomes for drug users through compassionate care to refer 
OPC clients to if the service is not available on site. The location will depend on 
the needs of the local area. Ideally an OPC is in an area where people who use 
drugs spend time, and often in a street-based drug scene. Potential service users 
typically cannot travel too far away, for example for cost or mobility reasons (85). 
For some considerations by type of site, see 2.2.

4.7.1 Costs associated with existing and hypothetical facilities 

Costs vary depending on jurisdiction and country, legal requirements, staffing, 
services provided, size and type of facility. Funders can be local, regional, or 
national governments, charities, crowd funded or additional sources.

Estimates of costs at Insite, a sanctioned supervised drug injection site in North 
America, range from 1.5-3million CAD per year (318). Insite user statistics from 
2019 state there were 170,731 visits by 5111 individuals in a particular year, with 1314 
overdose interventions, 3158 clinical treatment interventions (including wound 
care or pregnancy tests), and clients predominantly used opioids (60%), stimulants 
(15%) and mixed substances (24%). Insite is a nurse-led service (484).

A Canadian study of the Safeworks Harm Reduction Program, established in 
2017 as a nurse-led service, estimates an average cost of $62.19 CAD per visit for 
drug consumption and had an annual cost of $3.7 million CAD for their full year 
of operation in 2019 (220). The report notes that costs have increased over time in 
line with an increase in service use and suggest $2,364,876 CAD in cost savings 
were produced by the centre through averting the need for emergency services. 
While this does not fully offset operating costs, the authors did not examine 
additional variables like reduced needle sharing which they suggest may have led 
to an underestimation of cost savings. This does not consider the reduced burden 
on healthcare and ancillary services. A further publication of the same program 
reports monthly costs ranging between 59,674 – 313,310 CAD (222).

In modelling the costs and benefits associated with a potential OPC in San 
Francisco based on Insite, Irwin and colleagues (485) suggest a conservative 
estimate of $2 million USD to set up a 13-booth facility operating 18 hours a day. 
They estimate annual costs of $2.6 million USD ($2.4 million for operating costs 
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and $220,000 for annualised upfront costs). The study estimates savings of $2.33 
USD for every dollar spent from averted overdose deaths and healthcare savings. 
The authors also noted routes for potential savings, for example by not requiring 
ambulance calls for every overdose and not requiring doctors and nurses to be 
staffed in roles which would be better suited respectively to nurses and peers.

A further modelling study based on a hypothetical facility in Baltimore, 
Maryland estimated annual costs of $1.8 million USD and savings of $7.8 million 
USD through prevention of overdose-related deaths and ambulance calls, 
hospitalisations, and infection prevention (310). Base costs for an OPC including 
needle and syringe exchange for a range of US cities were given in the review by 
Armbrecht and colleagues (116). A range of costs were proposed per city including 
an OPC with needle and syringe exchange programme, compared to a needle 
and syringe programme (NSP) on its own. They estimated an example cost to run 
a facility in Boston to be 2,153,000 USD. This is around 511,000 USD more expensive 
than an NSP service on its own. However, this report estimated the overall 
costs of the facility, ambulance costs, emergency department visit costs, and 
hospitalisation costs in the overall figures (for fully detailed assumptions see (116)). 
The overall costs for OPC+NSP were 2,261,000USD compared to 6,270,000USD for 
NSP alone; although the OPC+NSP costs just over 500,000 USD, healthcare costs 
saved were in excess of 4,000,000 compared to NSP alone. Similar figures were 
found for other cities, including Philadelphia, San Francisco, Atlanta, Baltimore, 
and Seattle. Kilmer and colleagues (390) suggest that while no studies formally 
compare OPCs and treatment, “back-of-the-envelope calculations” show that 
supervising a month’s use of an Insite client may be similar to the costs of 
providing methadone at a United States rate for the same period, based on 
cited annual methadone costs per participant of $3,769 USD versus an annual 
cost of $5,500 CAD (around $4,036 USD) for someone attending Insite for drug 
consumption twice a day. 

Estimates of annual costs of services which include non-injecting routes of 
consumption range from 108,000USD for an unsanctioned Canadian inhalation 
facility run by VANDU, to Indro in Germany approximate 187,000 USD, and 
1,164,000 USD for Pauluskerk, Rotterdam in the Netherlands (135). Costs for a 
proposed New York OPC suggest that implementation could cost between 
250,000 USD-3,000,000USD depending on the facility, whether a service could be 
repurposed, or was standalone for long hours (221). 

In a survey of funders of OPCs, funding most commonly came from local 
government (71%), followed by regional or state government (36%), national 
government (13%), with 13% adding from additional sources. The overlap of co-
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funding was not clear. Kimber and colleagues reported that the mean budget per 
annum across 15 European OPCs was 440K EUR, ranging from 164K EUR to 859K 
EUR (486). 

4.8 What does the evidence say about common challenges  
of OPCs 

This section will draw on findings elsewhere in this document, to address 
some typical challenges to OPC operation despite evidence of their positive 
outcomes. 

OPC operation, for some sites, remains under continued and ongoing political 
challenge despite evaluations of their effectiveness e.g., (100, 117, 487). Persistent 
myths need to be challenged and addressed. Barry and colleagues (488) note 
the most pressing counterarguments are that OPCs do not encourage drug use, 
or initiation of injection, and to stress the importance of the facility alongside 
investment in other treatment options (which can be accessed through OPC 
referral or independently). Some critics of OPCs claim they encourage drug 
use and facilitate addiction, while others have concerns about the effect of 
these facilities on their communities in terms of potential increases in crime, 
drug-related public nuisance, and property value. These concerns are broadly 
unsupported by evidence from existing sites; there is less resistance to OPCs 
once they are open at some sites (17, 276, 489) although it has continued in Paris 
[personal communication with Marie Jauffret Roustide]. Sometimes, there is an 
increase in support, however, there typically remains a committed group of those 
who are not in favour (296). Where issues arise adjustments to OPC processes and 
dialogue amongst community partners may improve outcomes for all concerned 
(187).

Controversies with OPC operation and challenge can come directly from key 
stakeholder groups or the interactions between them including between levels 
of power and role (465). Sometimes, the application of evidence-based harm-
reduction policy elsewhere in policy frameworks does not prevent challenge with 
OPC opening and operation e.g., Portugal (61). Realistic expectations should be 
stressed when a new service opens. As Vander Laenen et al. have stated (137), 
OPCs will not end all public drug use, facilitate treatment for all, or solve criminal 
legal aspects from drug related, and drug related lifestyle offences. They should 
not replace other strategies such as treatment services, health and welfare 
services, or community policing, but add an evidence-based component to drug 
strategies. 
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4.8.1 Sending the ‘wrong message’ 

Some may feel OPCs opening or continuing to operate send the wrong 
message about drug use. OPCs do not take a moral position on drugs. Instead 
by applying harm reduction principles, we can recognise the complexity of 
addiction, the reality of drug use and life circumstances, reduce stigma and 
self-stigma, and provide compassionate care which can improve quality of life 
and help individuals build resources to improve their own lives.

A key challenge is that some feel OPCs send the wrong message about drug use; 
the nature of what the wrong message is can be debated (490). For some, there 
is a feeling that the wrong message relates to promoting an idea that ‘drugs are 
safe’, for others it is that ‘drugs are acceptable’, and/or that OPCs ‘give legitimacy 
to drug use’ (68). From some earlier OPC research, it has been suggested that 
acceptance of OPCs in communities in the long term offer the opportunity to 
reconsider policy from ‘penal and criminal’ to ‘health and improvement’ in the 
lives of those who use drugs (491). The ‘wrong message’ has been key to Irish 
policy debates as described by O’Shea (160). This is known and acknowledged by 
potential OPC users, as illustrated by this quote by Max aged 27: 

“You’ll probably hear—well you’re encouraging them now because you’re 
giving them rooms to come in and do it.” pp.82 (160)

Although typically most community members and other stakeholders are in 
favour, they may hold some concerns, often as a result of misunderstanding what 
an OPC does, and how their role fits in. For example, in Mexico, although key 
stakeholders were in favour overall (58%); healthcare professionals had concerns 
it would go against their principle of relieving sickness and promoting health 
to work at an OPC. Others later countered that education for key personnel 
including health workers would be useful to overcome this issue, particularly for 
those with limited experience of harm reduction interventions (492). A lack of 
knowledge was less of a barrier in other studies. Several emergency department 
staff surveyed did not feel like they know a lot about overdose prevention centres, 
yet between 75% and 85% approved or would send someone to an OPC (430). This 
was echoed in a quantitative cross-sectional survey of family doctors, pharmacists, 
emergency room doctors and other stakeholders in Paris who mostly considered 
OPCs would reduce risk behaviours and improve the health of people who use 
drugs (493). As expected those with prior experience of working with those who 
use drugs had more favourable views on people who use drugs (494). 

Unlu and colleagues described the situation in Helsinki, that the moral 
frameworks prolong discussion and impede action, with deadly consequences 
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for people who use drugs (495). There was also some concern that a 24/7 health 
facility may be viewed by some suspiciously, as those who cannot access an OPC 
do not have the same freedom to access healthcare services. The polarisation 
of views on what those with living experience ‘deserve’ in scarce times can be 
overcome; if morality is the concern, the basic nature of the care can be stressed, 
if human rights is the concern, it may be worth stressing the improvement in 
quality of daily life. 

A representative sample of US adults (n=1004) demonstrated 58% considered 
OPCs should be illegal as they believed we would better spend funding on 
treatment and recovery; 56% considered they should be illegal as opioids are 
illegal (488). In an earlier analysis of the same data, 29% of Americans supported 
OPCs, however, as respondents showed high levels of stigmatising attitudes to 
people who use opioids, this is a modifiable barrier to improving public support 
(496). This was also a concern of stakeholders in San Franscisco who expressed 
concern that harm reduction and abstinence based healthcare organisations in 
the same neighbourhood may send mixed messages (293). 

Reducing public drug use is a key driver of positive opinion on OPCs (497). 
However, this negates the knowledge that many of those who attend an OPC 
are experiencing addiction and may have tried many times to change through 
treatment (498). It may also show a limited understanding of the complexity of 
addictions (498). OPCs are an extension of compassionate care rather than an 
encouragement of substance use (42). There are many complex reasons within 
and beyond an individual which may cause them to be unable or unwilling to 
consistently pursue treatment (27). Emphasising the nuance and context in 
which behaviour change occurs is complex and contingent on various influences 
including the social and physical environment (opportunity), our knowledge and 
ability (capability), and our beliefs, desires, habits, self-perceptions, and how we 
regulate our emotions (motivation) (499, 500). Behaviour change applied to harm 
reduction is no different (27). 

Oudshoorn’s exploration of what OPCs mean to their clients described four 
themes including enduring addiction, accessing safety, collecting and belonging, 
and transforming (183). They describe a journey of moving from despair to hope, 
inclusion, and better quality of life. Several quotes particularly support the concept 
that OPCs do not send the wrong message:

“They [the public] need to know what this place is offering people and how 
it’s changing people’s lives. It’s not promoting use. It’s providing a safe place 
if you choose to do so, and they have all the avenues to help you get out of 
your slump, and they have the connections to get you into treatment, they 
encourage you, if you choose to do so.” Participant #27 pp.12 (183)
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Instead Oudshoorn and colleagues describe caring relationships with staff 
and peers as an intervention, and one that supports behaviour change. Three 
narratives, from three different users of the service encapsulate this growth and 
change:

“They help you find housing and stuff, and like they’re just really nice, to 
have someone that, like I said, that’s not judgmental, they actually listen to 
what you have to say, and they support you. They give you like hope which is 
something I never had before in my life.” Participant #15 pp.10 (183)

“Well coming to this place got me introduced to health and the first people 
I met here was able to find housing for me.... It meant a lot that someone 
actually cared for my wellbeing. It was good. It was a good feeling that 
there’s people like that here that will help people.” Participant #5 pp.12 (183)

“The sky’s the limit right, I can do anything... that’s the hope I feel when I 
walk into these doors. Every time I walk in this door, this place saves my life, 
every time. Even if I didn’t even realize I wasn’t having a good day, this place 
will make me feel better. Every time.” Participant #22 pp.13 (183). 

Indeed, the annual report of the Overdose Prevention Society peer-led site 
describes how INSITE and then the Overdose Prevention Society OPC was 
fundamental in the continued abstinence of a peer-worker, who had given up 
hope, and was expecting to die in the Downtown Eastside of Vancouver (501).

The focus on the individuals in the OPC ignores the social determinants of 
health, which play a key role in the lives of people who use drugs (502). It has also 
created a socio-political climate which enables and reproduces marginalisation, 
stigmatisation, and structural vulnerability of people who use drugs, blaming 
individuals for their situation and negating the wider context in which people 
exist (97, 165). Those who view drug use as a failing of individuals rather than 
influenced by wider financial, societal, or structural contexts, and those who do 
not know anyone who uses drugs tend to hold less favourable views (498). From 
an ethical perspective, we are reminded by Vearrier that: 

“harm reduction promotes the autonomy of, prevents harms to, advances 
the well-being of, and upholds justice for persons who use drugs.” pp.120 
(503)

4.8.2 Lack of public understanding of OPCs 

Many do not know about OPC operation and outcomes. Despite this, most 
surveys show more are in favour of OPCs than those who are against. Effective 
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communication, education, and community engagement can help improve 
public perception and support for pilot OPCs. Addressing misconceptions, 
mockups/videos, or frequently asked question documents can help individuals 
understand and visualise what they do, so too, engaging respectfully with 
people’s concerns and fears can support community buy-in for harm reduction 
and compassionate responses. 

Most surveys show a greater proportion of the general population is in favour 
of OPCs (297, 489). The public opinion is crucial for the feasibility of pilots, the 
longevity of services, and the diffusion to additional sites (489). Those who were 
more likely to have a positive view of OPCs (60%) included those with higher levels 
of education; higher income; cannabis use in the last 12 months; were in favour 
of cannabis decriminalisation; supported needle exchange in prison; prioritised 
health or social service led support approach to people who use drugs; and 
agreed drug users need public support. Strike at al. (463) qualitatively explored 
views of 141 stakeholders in interviews or focus groups and found the following 
reasons for ambivalence or a lack of understanding. The seven reasons were:

• Lack of personal knowledge on the evidence they can make a difference,

• Concern the goals are too narrow and they should be broader,

• Not knowing enough about the scale of the problem and whether it justifies 
the investment in an OPC,

• Unsure where OPCs should be located to avoid community damage 
especially on business,

• Worry that it will lead to problems that existed prior to gentrification of an 
area,

• Concerns that it will cause disinvestment from valued treatment options,

• Concerns that it should be piloted and closed if there are negative 
outcomes.

There is also a limited level of support for smoking facilities (i.e. safer smoking 
facilities or SSF) in Canada, with one 2009 study identifying that the lack of 
agreement on the value of the facility is in part explained about the lack of 
knowledge about the facilities and what they can achieve (297). In France, the 
low acceptability of OPCs in some of the eyes of the public has been used to 
prevent the opening of services (504). However, Munoz Sastre and colleagues 
(505) explored acceptability of a planned OPC in a French town using vignettes. 
The most acceptable service would be run by health professionals which could 
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hold parallel aims of the supervision of consumption and goals for detoxification 
and rehabilitation of people who use drugs. A survey of views on OPCs in Canada 
found 83% of those surveyed were in favour of OPCs opening in Waterloo, Canada; 
this was significantly associated with knowledge about OPCs and favourable 
views on OPCs (506). Qualitative exploration of the views revealed the following to 
be important:

• Logistics and co-ordination: effective oversight/management; monitoring 
effectiveness and demonstrable change in the opioid crisis,

• Considerations: misperceptions of rules and roles, and concerns arising from 
those; whether alternatives are available e.g. detox/prevention, and 

• Humanitarian experience: understanding the human rights and health, 
contributing factors such as adverse childhood experiences, and deprivation 
and the role of elected officials to do something about it.

Mrazovac et al. (506) also argue for the role of even brief education on logistics 
of OPCs how they work, and what they look like, and using effectiveness 
evidence to support their role in the community. Education materials should 
also consider the Not in My Back Yard (NIMBY) issue; and stress the importance 
to the community. One study in Canada suggested that an OPC in the location 
where they lived did not influence their support for an OPC; however, there was 
an association between compensation for an OPC in their area with approval 
of an OPC (507). Advocacy options include the development of frequently 
asked questions’ documents, having a named reference person to contact 
with community concerns, meetings with residents and businesses, inviting 
community members from elsewhere to describe their experience (e.g. business 
owners, police, residents etc), and awareness raising sessions on what OPCs are 
and how they might benefit the community (508). In the “Yes in my backyard” 
(YIMBY) toolkit, the Pivot Legal Society describe how these actions could be 
implemented in practice (509). An example of this in practice was the parking of 
“Fixelance” outside the parliament buildings in Copenhagen to help destigmatise 
and demystify what a mobile OPC was and how it was not something to be feared 
(510).

In Finland, a key driver of support amongst 23 stakeholders was to emphasise 
how it would change the lives of the public (229). One individual interviewed 
who worked in policy settings acknowledged that whilst it was a human rights 
issue about access to healthcare, most members of the public would not know 
or understand the reasoning behind the site. They acknowledged that most 
members of the public are more convinced by messages around ‘security, safety, 
cleanliness path and path to treatment’ (pp.7). Safety is also a predominant 
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concern of potential users of OPCs, demonstrative of shared concerns (511). Rural 
communities with high overdose deaths are vulnerable with cultural, resource, 
and other barriers, particularly if there is a lack of acceptability or access to 
typically widely accepted harm reduction initiatives (90). Yoon et al. noted that 
framing OPCs as a tool to reduce visibility of drug use alongside community 
buy in for improved ‘harm reduction infrastructure’ were key to facilitating 
implementation of sites (139).

There are several frequently asked question documents to guide understanding, 
for some examples see (388, 512-517). The lack of public understanding of how the 
OPC planned for Ireland would reduce community concerns including proximity 
to schools and young people blocked its implementation through the planning 
process (513, 518). Planning challenges are not new or limited to Ireland e.g. (519). 
Business owners and service employees, most of whom had experienced drug 
use on or around their places of work could see the risks of public injecting in 
their day-to-day life (302, 303). For some, they have an acute understanding of the 
realities; and there is also a strong recognition that those who do not understand 
such a facility may wish for it not to be in their backyard. Again, providing clear 
information is useful to reduce the public misunderstandings (303). In a news 
and media review of over 100 news stories about OPCs, McCreedy (508) found 
Bostonians were most concerned about increased crime, appropriateness of 
public spending, effectiveness, and whether they encouraged drug use or illegal 
activities. Concerns about the Insite pilot raised in 2002 including from the United 
States Office of National Drug Control policy suggested that OPCs would lead 
to increased HIV transmission, and a migration of people who inject drugs into 
areas around OPCs (281). Despite no evidence then, or since that in support these 
conclusions, these myths echoed through the media, hindered the evaluation of 
services, and delayed progress (281).

4.8.3 How evidence is used (or not) in policy

There is a considerable body of research on OPCs at present; this document can 
attest to the range and variation of scholarship designed to understand OPC 
operation and outcomes. Evidence often plays a crucial role in shaping context 
and decision making in healthcare systems; for OPCs a range of additional 
factors may influence implementation rather than evidence.

Scholars have aimed to produce good quality research on OPCs to understand 
and explore valid concerns (520). Whilst the aim may be to follow the science in 
developing policy (521), this is often not practiced (522, 523). Politicians may feel it 
undesirable to rely on evidence from researchers in their decision making (524). 
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Debates over OPCs often involve a battle of claims and counterclaims on how 
best to address the opioid crisis (525). Hayle (526) has suggested the alignment of 
problems, policy options, and political circumstances as part of Kingdon’s Multiple 
Systems Theory drive (or do not) drive change. This was echoed in Denmark 
and France (527). Even back in 2007, Maher and Salmon (100) concluded there 
was enough evidence to support OPC implementation. This evidence shows 
improvements relating to needle and syringe sharing, overdose reversal, public 
injecting, uptake of drug treatment, and public amenity. Locally, data associated 
with drug-related deaths, health harms, crime, public drug use, and drug-related 
discarded litter complemented the existing international evidence -base to justify 
the opening of local services (101, 528). This should be enough to open sites; 
however, often this does not persuade (525). For countries with long standing 
OPCs, much less evidence was required to open and continue site operation. As 
such, with evidence accumulating regularly, the evidence should be enough now 
to persuade, yet some countries or parts of countries remain resistant (e.g., US 
and UK).

Semaan and colleagues (134) applied the Kass (529) ethics framework for public 
health to OPCs which incorporates six elements (a) public health goals and 
need for OPCs, (b) effectiveness of OPCs in achieving public health goals, (c) 
potential concerns, (d) minimisation of concerns and role of other programs, 
(e) fair implementation of OPCs, and (f) fair balancing of OPC benefits and 
burdens. In this review, they conclude OPCs do advance traditional public health 
goals, reduce morbidity and mortality, and that burdens can be minimised (but 
not eradicated) in communities. Vearrier stated from a public health ethical 
perspective that harm reduction improves equity, addresses racial disparity 
gaps and serves disadvantaged populations in a cost-effective manner (503). 
Nevertheless, the opening of OPCs was not recommended in the Stanford-Lancet 
commission on the North American opioid crisis (530). This stated that there was 
‘no evidence’ that OPCs had a beneficial impact on drug-related mortality at 
the level of the population; an over-interpretation of the review by Pardo et al (4) 
which was used to support this statement. There is growing evidence of impact of 
OPCs in reducing drug-related mortality (184), although it does not come from a 
randomised controlled trial.

To some extent, the evidence provides the context and the reassurance for 
OPCs to proceed (100, 531). Barriers to adoption include identifying the right 
location, legal concerns, mistrust around diversity especially race, and financing. 
The evidence can support decision making around these elements and help 
local partners identify useful solutions. The opening of the OPC in New York 
was only possible through political will, support of policy makers, client buy-in, 
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and a service provider partnership resulting in OnPointNYC (532). Open drug 
scenes and overdose events are key drivers of the development of coalitions 
of police, politicians, treatment agencies, and policy makers (190). Longnecker 
(533) describes the continual threats of prosecution despite policymakers’ 
acknowledgment of the severity of the situation. 

Kryszajtys recommends using mock-ups or pictures/videos of potential or existing 
sites to help support those who decide to understand exactly what an OPC is 
(534). They noted evidence presentations and Question and Answer sessions with 
people who operate OPCs can also help. Those who are unfamiliar with OPCs are 
keen to ask questions, less hesitant on OPCs and better able to imagine what an 
OPC looks like. Sumnall and colleagues in a survey of 1591 individuals, also found 
that narratives and communication strategies should consider communications 
that address public concerns and mention harm to others indirectly (535).

Despite legal exemptions being in place to pilot OPCs in Canada (281), there has 
been interference in the ability to implement the pilot and evaluate the site, with 
governments in North America and elsewhere hesitant to support initiatives 
which are not zero-tolerant on drugs (536). Although three evaluators summarised 
the strength of the evidence produced as part of the evaluation, the Canadian 
government appeared to interfere in the subsequent funding for the cohort study 
to be suspended, and the researchers prevented from engaging with further 
pilots with no evidence why (536). Ultimately the research was funded elsewhere; 
however, this was a cautionary tale of the intersection of addiction research and 
drug policy.

Smith and colleagues (537) remind us that there is a political responsibility for 
OPCs as a health intervention. They recognised the role of local actors bringing 
about regional policy changes in the absence of national legal change. In Finland, 
there is some agreement; Unlu et al. (495) stress the importance of strong 
advocacy and effort to overcome the moral perspectives which hold health 
advances behind what they could be if evidence was used instead. Evidence plays 
a role, but policy makers can and occasionally do override the evidence when they 
wish to do so. 

Ultimately, there are complex forces at work when opening OPCs (538). Evidence 
is important and has been weaponised both for and against the opening of OPCs 
internationally. The legal geography also plays a role. It spans from very local 
agreements and municipal governance to the influence of international public 
health treaties (521, 539). For a detailed discussion of drug policy adaptation and 
transfer as ‘global models that travel’ in relation to OPC operations, see (467).



101

4.8.4 Resistance to expanding service provision despite evidence

Despite evidence illustrating OPC effectiveness on a range of measures, 
resistance may arise when opening new facilities to meet unmet need. Political 
interference, administrative burden, and policy blocks can hinder service 
expansion.

Multiple author teams over time such as (540-542) noted requirements for new 
facilities across Canada to reduce the continuing opioid crisis. However, they 
note that the diversity in views and politics across the country makes policy 
diffusion difficult, and what works for one place may not work to open a needed 
facility elsewhere. This has been echoed elsewhere. For example in Sydney (543), 
although the Medically Supervised Injecting Centre (MSIC) has been in successful 
operation for well over 20 years, cities and their needs evolve over time. The MSIC 
continues to provide essential services to Kings Cross. However, with increases 
in overdose deaths elsewhere in the city and the limited resource that people 
who use drugs have to travel to Kings Cross, additional facilities are needed. It is 
proving challenging to open despite a strong (and independent) evidence base 
on the effectiveness of the MSIC. As Malkin (544) reminded us back in 2001, the 
prevention of expansion of services could be seen as a breach of international 
obligations on human rights in provision of health care standards. Extraordinary 
efforts are always required by service providers to continue the operation of a 
service (76). So too, extraordinary efforts are required just to open the service as 
per other, now well-established services such as needle exchange. In Dublin, the 
Director of Drug services acknowledged the considerable resistance to opening 
the first needle exchange, which just happened, became the daily reality in policy 
and community life, and is illustrative of the ‘chipping away’ policy strategy that is 
sometimes needed to bring about change (160).

We can see that the expansion of services into novel areas where there remains a 
need has additional benefits. An interrupted time series analysis by Kennedy and 
colleagues (545) noted following the expansion of OPCs in Canada, the monthly 
prevalence of OPC use immediately increased by about 6.4% and then 0.7% 
monthly thereafter. Similarly, there was an expansion in treatment use by 4.5% 
and public injection and syringe sharing decreased by 5.5% and 2.5%. Where need 
exists, there is evidence service expansion improves health and engagement. 
In addition, some have noted that they are unaware of the demand to expand 
services in potential OPC users (160).

There have been a range of services which have developed a proof of concept 
with an unsanctioned service e.g., in Glasgow, with the aim of wider adoption. 
Although operational for over 10 months, supporting over 1000 injections, and 
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intervening in nine overdose events, the lack of support forced closure, with no 
replacement since (to date September 2023). Another service running for a similar 
time ODYSSEAS in Greece, with 2500 approximate visits and intervention in 103 
overdose events, this service was similarly ‘stranded’ in 2014 because of policy 
blocks and increased bureaucracy (546). 

Russell and colleagues (547) noted in Ontario that deliberate and active changes 
in policy to increase bureaucracy and administrative burden following the 
appointment of a new provincial government reduced the capacity to support 
those who use drugs and reduce the overdose death rate. Services remain at the 
mercy of political interference. Pauly et al. (186), in their evaluation of outcomes 
for OPCs in Canada talk of the challenges associated with OPC implementation 
in a climate of scarcity. Ziegler (525) also describe how one federal government 
cited a lack of evidence to prevent changes in laws to expand service provision; 
whilst there was enough evidence to expand existing services in terms of reach 
and number of sites. Federal law is also a potential block in the US, with an 
exemption against application of Section 856 of the Controlled Substances Act 
to OPC operations thought to be a useful way to support OPC operation in cities 
where they are needed to address harm (548). Often blocks are not a refusal to 
expand sites in number or size, but the creation of almost impossible conditions 
for operation, in one instance 26 different conditions (76).

There was also some sign that the public health investment around COVID-19 is a 
barrier to new and extending OPC provision. In one Finnish study, COVID-19 was 
cited as a barrier to progress (256). However, suggestions included stressing the 
impact on drug-related deaths, the potential cost savings, effects on street safety 
or public order, motivation to catch up with other EU country standards, and the 
importance of this being a tailored local solution to the issue.

4.8.5 Prioritising abstinence treatment and not harm-reduction services such 
as OPCs

In discussions about OPCs, there can be an emphasis on abstinence and 
recovery, rather than acknowledgement that an OPC is principally a harm 
reduction intervention. An OPC is part of a continuum of care, offering harm 
reduction and support in a non-linear process which supports healthful 
behaviour change, whilst recognising and facilitating journeys to treatment 
if people are ready. Prioritising only abstinence narratives can affect how 
individuals are perceived, and how they perceive themselves reducing 
capability to change and opportunities to improve quality of life.

This is often a prevailing view in the media. A review of 174 articles which referred 
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to proposals to pilot an OPC in Glasgow evidenced an abstinence and recovery 
rhetoric underpinned most press articles (549). The implication of this emphasis 
affects how people who use drugs feel about themselves and their place in 
society, and how other community members perceive and treat them (488). 
Pauly and colleagues (186) noted even the temporary OPS services (the name 
for agile non-permanent services opened in response to the overdose crisis in 
Canada) helped move society from shame and blame of individuals for their 
situation to one of acceptance of OPCs roles in communities. They seemed to 
reduce stigma. As de Gee et al. (191) note as they describe the evolution of OPCs 
in the Netherlands since 1994, the nature of recovery has changed. Instead of 
the limited abstinence view being the predominating view, a broader and more 
useful consideration is a definition of recovery encompassing societal, social, 
and personal recovery. Treatment, which aims only for total abstinence for all, 
has led to mistrust and stigma, and ultimately puts lives at risk (432). People 
feeling stigma conceal their true realities, and this can amplify the risks they face 
(186). The recognition of a range of options to reduce risk in individuals who use 
drugs, and a graduated range of solutions to improve health in those who are 
dependent can to some extent ease the all-or-nothing debate, and account for 
more nuanced needs whilst still offering ways to cease drug use for those with 
that goal (504). Indeed, others have noted that harm reduction accounts for 
the knowledge that behaviour change involving substance use is a non-linear 
process, and even where abstinence may be the end goal, harm-reduction can 
support that journey (550). Similarly, the public health approach to substance use 
acknowledges a role of OPCs in a continuum of care from primary prevention 
efforts to tertiary treatment services (551).

There are also challenges from other interested parties, e.g. a Judge in 
Philadelphia considered that the goal of an OPC is to reduce drug use, not 
facilitate it (552). Wodak and colleagues (553) note how important those with zero 
tolerance to drug use attitudes were in prohibiting progress on the medically 
supervised injecting centre in Sydney. It was civil disobedience by people who 
could no longer watch the consequences of inaction that led to change. This was 
echoed in early qualitative work with Canadian police officers (83) who had a clear 
preference for treatment and rehabilitation compared to harm reduction. Later 
explorations reflected a change in attitudes with a preference for treatment, with 
the acknowledgement that some are not ready for this step (306). More recent 
work in Alberta suggests that OPCs should be “entry points into a recovery-
orientated system of care” (187). Treatment, harm reduction, and prevention can 
co-exist in healthcare, community and policing, although a study of five European 
cities found we should expect some initial conflicting views when policies change 
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(470). They found understanding and co-existence can be enhanced through 
dialogue with stakeholders.

The findings of the many papers on INSITE in Vancouver were critiqued 
extensively by Mangham (554). Their recommendation was for a greater focus 
on treatment and prevention rather than the healthcare provided at INSITE. 
However, primary prevention (i.e., encouraging people not to use drugs) is not 
the focus of an OPC. Whilst there were calls for mandatory treatment instead of 
OPC based healthcare, there no evidence to suggest forcing people into drug 
treatment who do not want it works, is compatible with human rights of people 
who use drugs, or would be appropriate for regulated healthcare providers to 
apply when there is no consent given. This was echoed in part by the former 
Vancouver police chief Jamie Graham, who recommended abstinence as the first 
step for people using drugs not the last (476). Their position expressed concern 
about the independence of evaluators and called for mandatory treatment 
instead. These positions do not seem to acknowledge realities of some not being 
ready for treatment, that many have tried treatment in the past which has not 
worked, the importance of saving lives, and that of cost savings (27). Indeed, 
Kerman noted that social connectedness, emotional support and stress reduction, 
safety and security, housing/shelter provision, and facilitated health access 
improved their social determinants of health and facilitated better lives and 
wellbeing (182). This may or may not have resulted in cessation of use. 

Some do progress into treatment from OPCs. Substance use can have a serious 
impact on health, and drug overdoses are a consistent risk. By keeping people 
alive, OPCs allow individuals to connect with treatment; if someone suffers a fatal 
overdose, it will never be possible for them to seek treatment or other support 
(255). The relationships with the staff can make a big difference. Behaviours that 
show trusting, respectful, and non-judgmental approaches include not pushing 
too hard for change, allowing individuals to set their own health priorities, being 
patient and sympathetic, listening actively, inquiring about wellbeing, offering 
practical supports, and asking open-ended questions (345, 514). These can keep 
people healthy and well (and sometimes lead to treatment)(514).

4.8.6 Stigma preventing service provision

Stigma, poverty, homelessness, criminalisation, and political resistance to 
harm reduction can contribute to opposition to OPCs. Despite evidence of 
effectiveness and fiscal soundness of OPCs, opposition may arise from moral 
frameworks and lack of information rather than evidence-based concerns. 
Addressing challenges and focusing on keeping people healthy and safe is 
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crucial in the context of drug-related deaths and resultant grief and trauma. 

There can be community opposition to harm reduction services because of 
stigma associated with drug use (555). Goffman (556) in their work on blemishes 
of character and tribal stigmas emphasise that those who use drugs are ‘other 
to us’. It can be cognitively more comfortable to ‘other’ people who use drugs 
in our assessment of their need as it allows us to legitimise discrimination and 
ignore that need (557). Doing this dehumanises people who use drugs leading 
to overlooking their equal social status as a member of the community (544), 
and are deserving of compassion and consideration of their needs as much as 
any other community member (558). In Ireland, a recent investigation illustrated 
stigma within media, health centres, and communities was a significant 
barrier to implementation of OPCs and naloxone (57). This includes recognising 
the complex and heterogenous circumstances in which drug use arises and 
continues. Many addiction treatments do not sufficiently consider the desired 
outcomes of the person using drugs and their specific needs around stopping or 
altering their patterns of use (559). 

A better understanding of the life circumstances of individuals can lead to 
less stigmatising attitudes towards those who use drugs (535). Sumnall and 
colleagues’ survey of 1591 individuals illustrated that there was greatest support 
for OPCs when messages communicated address public concerns about drug use 
and mention the indirect harm to others caused by substance use. Regrettably, 
this ‘othering’ of the issue away from meeting the needs of the person using 
drugs can perpetuate stigma (535). Similarly, Dupree considered stigma to be 
a central limiting factor regarding access to support and treatment, and it’s 
effectiveness (560). Poverty, homelessness, criminalisation and other social-
structural determinants of health, and political resistance to harm reduction 
programming, are additional contributing factors (561). So too a comprehensive 
response to overdose should include low threshold opioid substitution treatment, 
needle and exchange programmes, naloxone distribution, unsanctioned OPCs, 
and drug checking services (562).

The narrative by Smith illustrates the importance of reducing labels, and that 
they are unnecessary to care for people who use drugs (559); unintended 
consequences of the label of addiction/disease are often not considered. We 
should ask people who use OPCs or plan to use OPCs what they intend and want 
to get from a service and consult on research and clinical outcomes that reflect 
these priorities. There are also concerns from OPC site users about the closure of 
sites and losing the valuable benefits, and that many of these cases to close sites 
arise from ideals that continue and extend stigmatising narratives (89).
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The opposition to OPCs can be a question of values; concerns arising from 
prejudice and ignorance, and not based in evidence, should be set aside (520). 
Predominant positions against OPCs centre on enabling drug use, sending 
a message that society has given up on their abstinence, taking money from 
abstinence-based treatment, and that drug use is a moral failing best tackled 
through punishment and control. These are not evidence based. The right thing, 
to open an OPC in an area of need, is fiscally sound, promoting healthcare, and 
backed by high-quality scientific research. Unlu et al., (229) in exploring the issues 
stakeholders have with OPCs in Finland found stigmatisation of people who use 
drugs emphasised the moral framework which limited harm reduction services 
and improvements in health.

Drug related deaths are complex. One benefit of OPCs is the ability to look at 
individual level risks and develop skills through partnerships to reduce these 
(563). The role of living including poverty, housing, education, discriminatory laws, 
marginalised attitudes, and structural factors all play a role at perpetuating the 
deaths. As Wakeman (564) reminds us, drug use is:

 “…soaring unassisted. The time has come to think instead about how we 
can enable people to stay alive” pp. 1013.

4.8.7 Legal issues in the UK around OPCs

Human rights treaties and international legal obligations call for the protection 
and promotion of health, however, their interpretation and application 
to people who use drugs may differ in practice. In the UK, the Misuse of 
Drugs Act 1971 presents several legal considerations principally those 
related to possession, supply, production, and administration of controlled 
substances. Policy clarification, good standard operating procedures, and local 
memorandums of understanding with policing could go some way to alleviate 
legal risks for OPC operation. However, changes to regulations or wider legal 
frameworks would be preferred to safeguard OPC operation and allow pilot 
sites to be trialled in areas of need.

The overarching legal framework from the UN Drug Conventions does not 
prevent the opening of OPCs. Whilst respecting the prohibitionist stance of 
these conventions and frameworks, they are health-orientated requirements, 
and do not stand in the way of OPC operation, so long as the aim of an OPC is 
to reduce the adverse health consequences of drug use (137). This is reflected 
by the International Narcotics Control Board who view the existence of OPCs to 
be permissible within the treaties so long as they reduce the negative effects 
of drug ‘abuse’ and contribute to ‘treatment, rehabilitation and reintegration’ 
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of individuals. The UK has signed three conventions; however, so too have the 
sixteen countries which currently operate OPCs (at least some, if not all). 

Human rights treaties and international legal obligations require the protection 
and promotion of health, and to adopt measures within a state’s means to achieve 
these goals (565). Malkin and colleagues stressed these obligations require states 
to remove barriers, and facilitate trials of interventions that are workable to 
support the legal obligations to maintain the health of people who use drugs 
(566). However, this is of course the ideal, and reality suggests that there is 
variation in how this is interpreted and applied in practice (539). In Canada 
especially, Longnecker considered the federal challenges to either temporary or 
long-standing OPC facilities are indeed against these international legal 
obligations (533). 

The role of the police in many 
international jurisdictions is 
to preserve life. Gostin (567) 
outlines the importance 
and power of the police 
under their authoritative 
powers to respond to health 
crises. Memorandums 
of understanding and 
partnership working to 
support disease control 
measures or responses to 
public health emergencies 
are important to justify 
local actions (461). Evidence can support the action of police, and statistics 
should be gathered to support policing efforts. Later work from the same 
author holds the position of the importance of partnership with local police, 
stressing how important it is that potential new services stress that drugs are 
obtained elsewhere, that injections are performed by the person who uses drugs 
themselves, and that these are vital healthcare services for some of the most 
vulnerable in society (568). It is possible for local areas to develop a discretionary 
model where there is public health need; waiting will lead to more preventable 
deaths (569). See also 4.5.

Opponents of OPCs state concerns they may attract drug dealers and users to 
the area around a facility but Hedrich (54) argues that this claim is unsupported. 
However, OPCs operate close to drug markets so they can meet existing need 
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in an area, so some drug dealing is consequently reported near to them (54). 
Indeed, evidence from Vancouver found no increase in drug trafficking in the 
year following the opening of an OPC compared to the year prior (283). This is 
supported by a study of crime around a Sydney OPC; some increase in loitering 
was noted by people in the area, but this was not attributed to new drug dealers 
or users (570). 

The UK Government has consistently opposed OPCs on legal, ethical, and moral 
grounds. Legislatively, sections 4, 5, 8, and 9A of the Misuse of Drugs Act 1971, are 
those likely to provide the most concern. The Misuse of Drugs Act 1971 does not 
prohibit the operation of an OPC but what it does prohibit would make the lawful 
operation of one most difficult. Section 5 prohibits the possession of controlled 
drugs and would be impossible to avoid; without the drug, visitors of the OPC 
would be unable to take them. This also presents a risk to staff of the OPC as 
there is no lower limit when considering the amount of a drug that someone can 
be found in possession of. The test is only that it must be visible, tangible, and 
quantifiable. A used wrap with only a trace amount may be sufficient, or residue 
in a syringe. Staff at the OPC would therefore be at risk themselves of coming 
into possession of these amounts, for example when cleaning or collecting any 
drugs a visitor has accidentally dropped and left behind. There should be clear 
procedures in place for any drugs found on the premises e.g. an amnesty bin, 
clear pathways to destroy the drug, or pathways to transfer custody to a police 
officer to destroy the drug.

In England and Wales, the Crown Prosecution Service have considered this issue 
historically, when charges were brought against users of Needle and Syringe 
Programmes, who were returning used needles and collecting new ones. It was 
recognised that it would not normally be in the public interest to prosecute 
people keeping used needles, sterile needles, or ‘bona fide’ operators of schemes. 
This recognition was specifically because of the dangers posed by blood-borne 
viruses, however, and it is far from certain whether similar discretion would be 
provided to the operators of any OPC. If a local arrangement was reached with a 
police force, then policies should make clear how the handling of any controlled 
drugs will be managed, and if the police will be invited to collect them to dispose 
of them.

Section 4 prohibits the supply and production of controlled drugs and policies 
would have to be in place to make visitors of the OPC aware that the supply 
of controlled drugs in the OPC or any external area under its control was 
unacceptable. There is no requirement for a supply to involve money, or any 
benefit, and so the policy would also need to be clear that sharing of any drugs 
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by visitors is unacceptable. The offence is not only treated far more seriously than 
possession, but is also a prohibited activity under Section 8, and could give rise to 
criminal liability against staff of the OPC.

Section 8 prohibits occupiers of premises, or those concerned in the 
management of premises, from permitting or suffering activities taking place on 
them. There are four subsections, which prohibit the following activities:

1. The production of a controlled drug (e.g., an offence under Section 4);

2. The supply or attempt to supply a controlled drug, or offering to supply a 
controlled drug (e.g., an offence under Section 4);

3. The preparation of opium for smoking; and

4. The smoking of cannabis, cannabis resin or prepared opium on site.

Heroin is controlled separately as Diamorphine, and most other opioids have their 
own separate definitions, and are not included within the above restrictions on 
opium. The smoking of cannabis and cannabis resin poses more of a risk, and 
the policies of the OPC should be clear that it must not be smoked on-site. What 
will certainly pose a risk is the danger that visitors of the OPC may supply other 
visitors or offer to do so. Staff will need to be vigilant against this to minimise the 
risk of them incurring criminal liability themselves. Convictions have been secured 
against staff at services who have failed to take all reasonable steps to prevent 
these activities taking place, with these failures being viewed as an unwillingness 
to intervene. 

Finally, while a strict interpretation of ‘producing a controlled drug’ could be 
argued to extend to preparing heroin for injection, the risk of this is thought to 
be low. Prosecutions are not thought to have been brought against people who 
inject drugs under this provision for many years, with alternatives such as Closure 
Orders instead being used. There would be strong arguments, though untested, 
that it would not be in the public interest to pursue such a prosecution against 
someone for this. Any local arrangements made could mitigate against this risk 
by ensuring that preparation of controlled drugs for personal use would not be 
treated in this manner.

These restrictions only apply to those who are occupiers or managers of premises, 
and who have some form of knowledge they are taking place. An occupier, or 
manager, will be someone who has a sufficient degree of control of the premises, 
which in an OPC could range from the Director or the organisation, a shift 
manager, or other members of staff. The definition of premises has been left 
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open, but it has been found to include venues such as day centres for individuals 
who are vulnerably housed and nightclubs, and it would be both prudent and 
reasonable to believe that it would extend to most arrangements necessary for a 
viable OPC to be based in.

There must also be knowledge of the activity taking place. The creation of clear 
policies and staff practices should entirely avoid the risk of the OPC being seen 
as a venue which permitted activities such as the supply of controlled drugs. 
However, to ‘suffer’ the activity taking place is failing to act when there are 
reasonable grounds for believing something prohibited may take place. This 
creates a positive obligation to investigate suspicious behaviour, and for staff 
not to turn their eyes away from it. Workers in the voluntary sector have been 
prosecuted for failing to act when the supply of heroin was seen taking place in 
the open by undercover police at a day centre for people who were unhoused. 

The prosecution in that case also found while there were policies that could 
involve banning visitors to the day centre they were not strictly enforced, to the 
extent there was not real disincentive or sense of risk. The importance of local 
agreements for any OPC is also emphasised as it was also found it is not relevant if 
the defendant believes they are acting reasonably, but instead a key consideration 
will be whether they have failed to take all reasonable steps available to them to 
prevent the activity taking place. It will be of vital importance for protecting all 
staff that local agreements are in place based on clear policies, and that these 
policies are in place, clearly communicated to all staff, and properly enforced to 
manage this risk.

Section 9A prohibits services, or individuals, from supplying any article which may 
be used or adapted in the administration of a controlled drug if it is believed that 
is why it will be used. It also prohibits the supply of articles which may be used to 
prepare a controlled drug for administration. Hypodermic needles are explicitly 
exempt from this prohibition. Further exemptions can be found in the Misuse of 
Drugs Regulations 2001. It is now possible for practitioners, pharmacists and those 
employed in the legal provision of drug treatment services to provide swabs; 
utensils for preparing a controlled drug; citric acid; a filter; ampoules of up to 5ml 
of water for injection and ascorbic acid. 

In certain circumstances it is also allowable for people employed or engaged 
in the lawful provision of drug treatment services to supply aluminium foil in 
structured steps to engage someone in a drug treatment plan, or if this forms 
part of their drug treatment plan. Unhelpfully, there is no set definition of 
‘lawful provision of drug treatment services’, and while it could arguably apply 
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to services set up by an organisation commissioned to provide treatment 
services it is uncertain this would extend to services operating only through 
local arrangements. If the latter is covered then it is certainly the case that an 
expansion of these articles would be helpful in securing better health for people 
who use drugs in a healthcare setting and ideally allow for other paraphernalia 
including pipes, tourniquets, etc. Local agreements for additional paraphernalia 
have been possible in the context of academic studies, but whether similar 
discretion would be exercised without this is less clear.

Beyond the Misuse of Drugs Act 1971 then an OPC must be vigilant that visitors to 
the service only inject themselves, and that direct help by staff and other visitors 
is unacceptable. The Offences Against the Person Act 1861 prohibits the unlawful 
administration of a noxious thing, with the intention to cause injury or endanger 
life. The Courts have established that heroin is a noxious thing for these purposes 
and that injection amounts to administration. While there may be reasonable 
grounds to argue there was no intent to cause injury or endanger life, and that 
the action was to help someone or increase their safety, the prospects of such an 
argument succeeding are unknown. The danger of this problem can be easily 
avoided by prohibiting the injecting of others at the OPC.

The Health Act 2006 prohibits smoking in smoke-free premises, and smoking 
is defined as ‘smoking tobacco… or any other substance’, which would include 
both heroin and crack cocaine being caught by the description. Without prior 
authorisation, in this case from the Local Authority, then it is difficult to envisage 
that enforcement of this offence would not take place. For more information on 
legal matters see (443, 461, 571, 572). Case law in relation to this section is available 
if required (contact corresponding author).
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OPC evaluation is essential to understand if a service is effective and to 
allow for service improvement and evolution over time. Evaluation may be 
at community (healthcare, policing, local authority, etc) level or individual (at 
service) level.

Careful evaluation of the effectiveness and cost-effectiveness of facilities must 
be undertaken in order to build an evidence base to understand what works, for 
whom, and in what circumstances (115). A realist review is underway authored by 
some of the team on this report to help explain why and how OPCs work, not just 
summarising the literature but also providing explanations. A rigorous evaluation 
is useful to determine service delivery and change over time and to ensure 
evidence to keep successful centres open (44). It supports international countries’ 
legal obligations to promote and protect health, and gives evidence whether 
OPCs achieve that legal imperative (566). It should have several components, 
including statistical baselines of change in an area, and information on the service 
itself. Collection of data for evaluations should run alongside the requirements 
for regulatory standards/professional accountability, and ideally serve both 
functions (e.g. see (331)). It is unlikely it will be possible to carry out randomised 
trials of OPCs. In their absence, the best chance of identifying the causal effects 
of OPCs comes from quasi-experimental designs that compare trends in deaths, 
non-fatal overdoses, and other outcomes not only before and after the inception 
of an OPC, but with comparable groups of people who use drugs who do or do 
not have access to an OPC. There are existing guidelines for the development 
and evaluation of complex health interventions, including those provided by the 
UK’s Medical Research Council (573). Outcome selection is essential to assess 
effectiveness, identify opportunities for service improvement, and support wider 
implementation (574).

5.1 Community evaluation 

Community level evaluation would ideally collect data over time including 
prior to, and following OPC opening. There may also be a comparison between 
areas in which an OPC operates with areas where it does not. Measures might 
include healthcare data, policing data, council data, or other neighbourhood 
data. 

Ideally, a baseline measure of statistics for the area in which an OPC site would be 
located is appropriate, with follow up at regular intervals following the opening of 
a site (461). This complements individual level data. This might also be compared 

5. Evaluation of an OPC 
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to an equivalent area in characteristics, e.g. different policing districts (285) or 
an equivalent service such as needle and syringe exchange providers (128). This 
might include some of the following areas of inquiry:

• Healthcare data: e.g., ambulance call-outs for overdose events, treatment 
data, uptake of screening services,

• Policing data: e.g., crime figures in the local area, call outs for drug-related 
complaints,

• Neighbourhood data: e.g., perceptions or activities reported by businesses or 
residents,

• Local council data: e.g., an understanding of drug-related litter and where it 
is located.

The need for a local service is often based on the assembly of the data on 
mortality (rate and number of drug-related deaths), morbidity (rate and number 
of emergency department visits, hospitalisations and healthcare utilisation), and 
proxy measures of substance use including needle and equipment use, naloxone 
distribution and use, and oxygen use (358). The evaluation needs may vary 
depending on the area size from large urban settings to smaller urban or urban/
rural settings (575). Qualitative research may also provide important insights from 
stakeholders and help explain quantitative findings. It may also be useful to 
involve stakeholders in the design of any community evaluation to reduce 
concerns of bias towards the facilities and pre-registration of plans will mitigate 
the accusation researchers will not report negative outcomes (83). 

5.2 Evaluation of OPC use and individual level data 

There should also be an evaluation of a service, how it is used, and if those who 
use it are getting the service they need. 
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Any OPC service should seek to attract those who are not usually engaged with 
services, and those who are marginalised such as those vulnerably housed or 
using drugs on the streets or in otherwise unhygienic conditions. The report by 
Hedrich (54) outlined service objectives which can help determine evaluation 
plans:

1. Reach as many people in the target group as possible and keep them in the 
service,

2. Provide few barriers to access and create an accepting, non-judgemental, 
very low threshold environment,

3. Create a safe environment for lower-risk, more hygienic drug use,

4. Reduce morbidity and mortality through overdose prevention, health advice, 
and links to healthcare which does not stigmatise people who use drugs,

5. Stabilise and promote the health of service users,

6. Reduce public drug use, and drug related litter,

7. Prevent increased crime in and around OPC spaces.

Crucial to this is explaining to clients why the data is being collected and 
supporting questions on how and why this is being done (89). Good practice 
would also provide readable or visual summaries of data to those who use the 
service. We should assess OPCs on their ability to attract people who use drugs 
at risk of harm and link them to the support they request (2). The keeping 
of clinical records can be helpful for community learning and knowledge 
translation and facilitates the innovation of healthcare practice requiring minimal 
identifying information (383). It is also useful to understand visits by injection 
or other consumption event (576). Attention should be paid to ensuring that 
any evaluation of the service has a minimal burden on the OPC users (44) and 
there are exemplars of census information which can be anonymous, e.g. data 
from four Frankfurt services (181). It is essential to create a facility where people 
who use it feel able to be themselves, and tell the truth about their use (345). 
Whilst these are primarily numeric indicators, qualitative data can support better 
understanding of OPC operation. Other recorded information about visits by each 
injection or consumption event could include: 

• Background information on the people who use the service (this could 
include gender identity, age, ethnicity, how long individuals had been using 
drugs),

• Types of drugs being used, and any other drugs ingested at the time of the 
injection,
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• The nature and extent of any overdose intervention including the symptoms, 
what interventions occurred, any other service involvement, and outcome of 
the overdose event,

• Any other services used, or any referrals made to offsite services,

• Any security or safety incidents and how these were handled,

• Any use of emergency services and the reason why,

• Changes in health-related or other quality of life,

• Health and well-being,

• How satisfied individuals were with their experience at the OPC (e.g. how 
do they rate their care, would they recommend to others, and was there 
anything such as rules or regulations that may have impeded their using the 
facility).

Building evidence can help an OPC can weather the storm of challenge, maintain 
its operation, and adapt to changing needs of the population it serves (44). A 
comprehensive reporting framework for providers is given (358). Many evaluations 
use cohort studies both novel, and established to track the use and benefits of a 
service over time e.g. the Vancouver evaluation draws on SEOSI (Scientific 
Evaluation of Supervised Injecting) cohort established around the time of the 
service evaluation, and comparable data includes CHASE (Community Health and 
Safety Evaluation) and VIDUS (Vancouver Injection Drug Users Study) to 
understand and compare those who use a site and those who do not (459).

5.2.1 Ethical approval for potential services in the UK

Queen’s University Belfast has outline 
ethical approval to independently evaluate 
planned services in the UK. This includes 
plans for data security and transfer, 
confidentiality, consent, and measurement 
of the components above in 5.2. This 
ethical approval can expand to include 
new services, and we encourage potential 
providers to get in contact at the earliest 
opportunity to facilitate their inclusion. This 
can be easily arranged with discussion on 
(anonymous) data transfer, and a letter of 
support from the provider and partnerships 
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with local expertise to understand the context. From this an ethical amendment 
can facilitate an additional site study. Good practice in OPC evaluation facilitates 
individuals to use the service without being part of any research or evaluation 
programme – this is a part of the outline approval (459).

An Independent organisation which operates  
separately to a facility Ideally supported by an independent international advisory 
board should conduct evaluation (194). We can provide that service and use open 
science methodologies to ensure allowed external partners to scrutinise the 
science, whilst respecting the privacy of those who provided information, and the 
privilege of holding that data and telling the stories contained within. 
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This document aimed to summarise articles, reports, and other sources related 
to overdose prevention centres to understand and summarise the evidence, 
consider practical matters for OPC operation, and address frequent concerns 
from over 550 sources. 

6.1 What OPCs are and what they do

Overdose prevention centres can also be referred to as drug consumption 
rooms, safe consumption/injecting/smoking sites, and/or other relevant names. 
These names can reflect legal distinctions e.g. in Canada, which relate to 
permanency or function of the site. 

There are currently over 200 OPCs worldwide in 17 countries, primarily in urban 
areas, and they cater to a range of drug types and visitor numbers.

Overdose prevention centres are community facilities which provide a safe, 
hygienic space for individuals to use their own drugs, supervised by trained staff, 
who can intervene in an overdose. They can be integrated facilities with other 
services, specialised sites which are primarily an OPC with limited other services, 
mobile sites, or tent/other temporary sites. 

Collaboration and consultation before and after a service opens is central 
to successful OPCs. Potential and actual OPC users should be consulted on the 
design of and running of sites to support their use. Collaboration and consultation 
involving members of the local community, businesses, police, elected 
representatives, public health, or other local authority staff with OPC staff and 
operators can smooth over any issues before and after a service opens.

6.2 What is the evidence they are effective

OPCs reduce harm, save lives, and promote wellbeing with voluntary access 
to social health, welfare, and drug treatment services. There are 33 reviews 
summarising findings in this report.

Evidence suggests they can:

• Prevent overdose deaths through risk minimisation strategies, immediate 
intervention using naloxone and other methods, and a calming environment;

• Reduce the transmission and impact of blood-borne diseases by offering 
advice, sterile drug use equipment, testing services, and safe disposal options;

6. Summary
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• Minimise public drug use and drug-related litter by providing a safe space 
for drug use and encouraging responsible disposal;

• Do not increase crime compared to control areas which do not have an OPC;

• Reach marginalised community members who may not access other 
services because of stigma, trauma, previous negative experiences, or lack of 
awareness;

• Support the uptake of relevant services by providing specialized support, 
referral pathways, and integration of drug users in the service model; 

• Save taxpayer money primarily through preventing and treating HIV/HCV, 
facilitating earlier access to meet healthcare need, or reducing the need for 
emergency healthcare; 

• Contribute to real-time surveillance data by understanding substance 
use patterns, providing drug testing services, and sharing information with 
various stakeholders.

Evidence can vary in quality with many well conducted studies including cohort 
or qualitative designs. Most evidence is associative in nature, with randomised 
control trials likely to be unethical given the scale of the public health crisis, and 
the lack of equipoise. Some studies lack comparative groups or longer follow up 
periods. These types of design are most expensive to conduct.

6.2.1 OPCs are used by people who use drugs

There is a clear willingness to use OPCs in areas where they are needed, 
particularly from those who use in public spaces with estimates from 66%-85% 
willing to use. There is evidence from the UK and Ireland including (9, 82, 152-154) 
in support of their use should one be available. Willingness to use was associated 
with certain groups including males and females depending on the facility, ethnic 
minority groups, LGBTQIA+ groups, those who are HIV affected, those who inject 
alone, and those who have overdosed in the past year. Those who have a history of 
police involvement are more reluctant to use facilities. 

Those who used open OPCs included those at most risk of harm (including 
traumatic experiences). Other characteristics of typical service users include those 
aged 30-40, who are experiencing housing instability, have experience of sex 
work, engage in risky drug use practice, who are in poorer health, and who live 
near a site. Barriers to use include restrictive rules, time limits or long wait times, 
difficulty in accessing or commuting to a site, unnecessary use of naloxone, fears 
about police, or unfriendly/unknowledgeable staff.
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6.2.2 OPCs help prevent overdose deaths

Overall, OPCs have shown promising results in reducing overdose deaths, 
preventing fatalities through timely interventions, and potentially saving 
healthcare resources by reducing ambulance call outs and hospital admissions. 
Additionally, there is no evidence to suggest that OPCs increase risky behaviour or 
risk compensation among their users.

6.2.3 OPCs improve health and support access to treatment and other support 

OPCs play a crucial role in linking service users to health and other supports, 
including primary care, hospital care, and drug treatment options. They help 
individuals improve wellbeing and prioritize their health including the prevention 
and intervention in overdose events. The frequency of OPC use and strong 
partnerships between staff and service users are facilitators in accessing supports 
and in the provision and uptake of good quality advice. However, barriers may 
arise when treatment sought has long waiting lists or is otherwise unavailable 
due to the persons’ situation. Improved trust in healthcare, reduced 
homelessness, and enhanced quality of life are among the positive health 
outcomes associated with OPC use.

6.2.4 OPCs improve communities

OPCs can create space for people who use drugs who have few other options 
of where else to go. They provide space for consumption which reduces drug 
related litter and improves the safe and hygienic disposal of used equipment. 
There is little evidence they increase crime with most studies illustrative of no 
change, even when compared to control areas which do not have an OPC. There 
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is evidence that OPCs can co-exist with other community services and businesses, 
although there may be a need for dialogue to smooth over early operational 
issues particularly amongst community representatives, those with lived and 
living experience of drug use, healthcare providers, OPC staff, and policing or 
other emergency personnel.

6.2.5 OPCs save money

One of the core arguments for the establishment of OPCs is their ability to save 
money by preventing or treating HIV/HCV infections and reducing the use of 
emergency healthcare services. Cost-benefit analyses from different countries, 
including the USA and Canada, suggest local savings of between $500K - $6.9M 
USD annually per facility. The potential health benefits of OPCs include prevention 
of HIV, HCV, overdose deaths, and skin and soft tissue infections, leading to 
significant cost savings in healthcare budgets. The efficient handling of overdose 
events may reduce the need for ambulance call outs, emergency department 
visits, and long hospital stays.

6.3 Considerations in operating an OPC

Services will need to consider the type of substances used and the nature of that 
use (e.g., smoking, injecting, etc) when considering the space. Several excellent 
guides to operating OPCs exist including sanctioned, unsanctioned, and the 
four different types (integrated, standalone, mobile and tent/temporary) sites. 
Services should consider provision for overdose intervention support; needle, 
syringe, and other equipment provision; opioid assisted therapy; HCV/HIV 
support; drug checking; food, drink and other necessities; protocols and codes 
of conduct for staff and client safety; clinical guidelines and standard operating 
procedures. Resources will often guide service provision including opening hours, 
referral pathways, and staffing. Rules should be as few as is practical but may 
need to consider operations around injection and other use practice, first-time 
injection, provision for gender, age, or other identity factors, substance use factors, 
handwashing, and client anonymity. Standard operating procedures should be 
identified before sites open and evolve with the service. Community and police 
liaison will support the successful operation of the service. 

6.4 Common challenges to OPCs and the evidence

Sending the wrong message: There are concerns that OPCs may send the 
wrong message, such as encouraging or initiating drug use, or prolonging drug 
use careers. OPCs are part of a wider public health approach from primary 
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prevention to tertiary treatment to address harm from drugs. Moral frameworks 
and stigmatizing attitudes towards people who use drugs have blocked progress, 
highlighting the need for a nuanced approach to public opinion and policy. 
The focus on individuals using OPCs overlooks the significant role of social 
determinants of health, reduces sympathy, and maintains marginalisation 
and stigmatisation narratives of the ‘worthiness’ of people who use drugs. 
Emphasizing harm reduction alongside contextual factors can lead to more 
effective and compassionate approaches to supporting those in need and help 
keep people who use drugs improve their health.

Lack of public understanding of OPCs: Public opinion plays a key role in 
the feasibility, longevity, and expansion of OPCs, with most surveys showing 
a high level of support especially where individuals know someone who uses 
drugs. Educating the public about OPC logistics and evidence can address 
misunderstandings and concerns, while community engagement activities 
informed by people who use OPCs or plan to use them can shape strategies 
such as frequently asked question documents, awareness-raising sessions, and 
community consultation, can help gain support and address the “Not in My 
Backyard” (NIMBY) issue. Reframing stigmatized attitudes and emphasizing 
safety, cleanliness, and treatment pathways are essential for garnering public 
support and facilitating OPC implementation. Engaging compassionately with 
people’s fears is also likely to help understanding.

The role of evidence in policy on OPCs: The implementation of OPCs often faces 
barriers including legal concerns, financing, and lack of political support, despite 
the extensive evidence that they can change outcomes internationally. Evidence-
based strategies including mock-ups, pictures, and information addressing 
concerns can help policy makers develop support. Legal geography, ranging 
from local agreements to international public health treaties, also influences the 
process of establishing OPCs. Advocacy efforts, strong local actors, and the use 
of evidence-based strategies are essential for overcoming moral perspectives 
and promoting the benefits of OPCs in advancing public health interventions. 
However, policy makers can still override evidence-based approaches, 
highlighting the complex interplay of factors in the decision-making process.

Resistance to expanding service provision: There is an emphasis to expand new 
services in areas of need to address the opioid crisis, but the diversity in views, use 
of evidence, and political opinion makes policy diffusion challenging. Opening 
new OPCs often requires extraordinary efforts due to resistance and bureaucratic 
hurdles despite evidence showing improved health outcomes and engagement. 
There is evidence from UK, US, Greece, and Canada amongst others to illustrate 
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how political interference, increased bureaucracy, and policy activity or inactivity 
can impact OPC adoption and/or force closure. 

That resources would be better spent on abstinence-based treatment: Media 
portrayal of OPCs often focuses on an abstinence and recovery rhetoric, which can 
lead to unnecessary stigmatization of individuals who use drugs. OPCs can play 
a role in a continuum of care, acknowledging the non-linear nature of behaviour 
change involving substance use. Indeed, there is a growing recognition that 
OPCs can be entry points into a system where treatment, harm reduction, and 
prevention can coexist. OPCs are harm reduction rather than primary prevention 
(encouraging people not to use drugs). They are essential in keeping people alive 
and providing an opportunity for them to connect with treatment when they are 
ready. OPCs with non-judgmental and supportive staff can foster relationships 
that keep individuals healthy, promote overall wellbeing, and reduce the impact 
of stigma.

Stigma prevents service provision: Community opposition can arise due 
to negative stereotypes and emotional reactions associated with drug use. 
Treating people who use drugs as ‘others’ and ‘undeserving’ ignores their needs 
perpetuates structural stigma which manifests as limited access to life saving, 
evidence-based interventions. Reducing labels and consulting with whole 
communities including those who use drugs and those who do not is crucial to 
effective care. Drug-related deaths are influenced by structural stigma involving 
factors such as poverty, limited access to housing, education, legal discrimination 
and marginalisation. OPCs can address some of the individual-level risks which 
are increased through social stigma, and work in partnerships to reduce drug-
related harm beyond the individual. Enabling people to stay alive through harm 
reduction services like OPCs is essential in combating drug-related deaths and 
improving public health.

UK legal issues and OPCs: The UN Drug Conventions do not prevent the opening 
of OPCs so long as they aim to reduce the adverse health consequences of drug 
use. Locally, the role of UK police forces incorporates preservation of life, and 
the partnerships with policing are important to the success of OPC operation. 
The Misuse of Drugs Act 1971 in particular poses significant challenges to OPC 
operation. Possession of controlled substances will certainly occur, and there 
will need to be standard operating procedures to address the potential criminal 
liability that could arise from the supply of controlled substances. Memorandums 
of understanding with police will be necessary in the absence of any legislative 
reform to mitigate these risks, as well as interpretations of what amounts to 
preparing a controlled substance for administration, and whether additional 
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articles or paraphernalia may be supplied by the OPC. Staff at OPCs must be clear 
about what has been agreed and vigilant in complying with the law and any local 
agreements. Proper procedures for handling drugs found on the premises are 
essential, and OPCs in the UK must prohibit the injecting of others.

6.5 Evaluation of an OPC

Any OPC should be independently evaluated to support the improvement of the 
service and to sustain the service provision. Evaluations can vary in nature, often 
as a function of funding and personnel available. Outcomes should ideally include 
community and service outcomes and where possible and ethical, researchers 
should engage in open science (such as pre-registration or open anonymised 
data). We recommend ethical approval from an appropriately experienced Ethical 
Committee to support the rights of all involved in the research.
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