
 
 
 
 

Supervised Injection Services: Evidence and Practice 

Webinar Questions  

  

1. The Ministry of Health and Long term Care (MOHLTC) in Ontario has committed to approving Overdose 

Prevention Facilities within a 14 day period, that would not require federal exemption like a more established 

Supervised Injection Facility.  These are intended to be short term, temporary sites, or “bare bones” to 

respond to the crisis, where one designated health professional needs to be accessible (perhaps on call) at any 

given time and there is no robust requirements to have systematic connections to health or social services. 

Because this is more “pop” up, temporary, we haven’t come across studies on them.  Do you have any 

insights, opinions or precautions about how generalizable studies on Supervised Injection Facilities are to 

Overdose Prevention Sites?  

 

MCK Response: I’m also not aware of any published studies on OPSs to date. Given that OPSs provide a 

regulated space and sterile equipment for consuming drugs (like SCFs), it’s likely that these facilities could offer 

similar benefits to SCFs in terms of preventing overdose-related harms and reducing potential for infectious 

disease transmission. However, as you’ve mentioned, OPSs differ from SCFs in several ways. For example, OPSs 

are often primarily staffed by non-nursing volunteers and staff trained in overdose response, and do not offer 

the same level of services (e.g., do not provide referrals to external services such as addiction treatment, and 

offer a lower level of intervention around safer injecting practice and other issues (e.g., treatment of injection-

related infections)). OPSs therefore may not provide the same extent of benefits related to the provision of 

these kinds of services as SCFs. Further research would be needed to determine this. 

 

2. The Ontario Association of Chiefs of Police critique SIS studies as they don't examine the role of police patrols, 

and effectiveness of those patrols. Have any studies examined that?  

 

MCK Response: I know of a few studies that have examined the role of police in impeding/ facilitating access to 

SCFs. (We didn’t include these in our review because we focused on health and community outcomes rather 

than factors affecting service uptake).  

For example, one Vancouver study examined opinions and experiences with Insite among people who inject 

drugs. As part of this, participants were asked about features of the facility that affected how often they inject 

there, and 5% reported that police operating near the site deterred them from accessing the facility: 

https://www.sciencedirect.com/science/article/pii/S0306460306002528 

These findings are similar to previous studies suggesting that concentrated police presence may reduce use of 

harm reduction services such as needle exchange services: 

http://www.ijdp.org/article/S0955-3959(05)00196-9/abstract 

https://journals.lww.com/jaids/fulltext/2003/09010/the_impact_of_a_police_presence_on_access_to.19.aspx 

However, it should be noted that the local Vancouver Police Department supported Insite’s opening in 2003 and 

thereafter adopted the strategy of actively encouraging individuals who were injecting in public to use the 

facility. A study found that 17% of Insite clients were referred to the SCF by local police over a two-year study 

period (2003-2005): https://substanceabusepolicy.biomedcentral.com/articles/10.1186/1747-597X-3-11 

https://www.sciencedirect.com/science/article/pii/S0306460306002528
http://www.ijdp.org/article/S0955-3959(05)00196-9/abstract
https://journals.lww.com/jaids/fulltext/2003/09010/the_impact_of_a_police_presence_on_access_to.19.aspx
https://substanceabusepolicy.biomedcentral.com/articles/10.1186/1747-597X-3-11


 
 
 
 

Similar findings have been documented in European settings where police have developed partnerships with 

local service providers to promote engagement with SCFS: European report on drug consumption rooms 

- Emcdda 

So, it seems like although recurrent police presence near SCFs may deter access for some individuals, police 

might also play a role in facilitating access if they are supportive of SCFs and collaborate with service providers 

and/or actively refer individuals to these facilities. 

 

3. Is there any systemic information on use patterns of SCS in terms of distance from home/shelter and/or social 

hub where people are located? In particular, are there any studies that address this that were not undertaken 

in Vancouver/DTES?   

 

MCK Response: Previous studies conducted in Vancouver indicate that Insite has a very small geographic area of 

coverage with more than 70% of daily Insite clients residing within 4 blocks of the facility and travel-related 

issues posing key barriers to accessing the facility. 

However, research conducted in other settings has found that individuals may be willing to travel a greater 

distance to use SCFs. For example, a feasibility study of people who inject drugs recently conducted in London, 

Ontario, found that, among those who were willing to use a future SCF, 40% were willing to walk more than 20 

minutes to access a SCF in summer months while 16% were willing to walk more than 20 minutes during winter 

months. There was less of a difference between summer and winter months in terms of willingness to travel to a 

SCF by bus for more than 20 minutes (53% in the summer vs. 46% in the winter). However, it’s unclear if what 

people reported in the study will translate into their actual willingness to travel to a SCF with a facility actually 

operating in London. 

https://harmreductionjournal.biomedcentral.com/articles/10.1186/s12954-017-0174-x 

 

4. Victoria's new SIS will be housed in a site that is directly next door to a mental health team that includes 

police officers, on a street that is the most heavily policed street in the City. Interested in work being done to 

examine what prevents people from accessing SIS/SCS. 

 

MCK Response: Some previous research has examined on the role of policing in shaping access to SCFs. As 

described above, concentrated police presence near the SCF could deter access for some. 

 

5. Curious about why sustained injection cessation should be considered as a means of measuring long term 

health impacts. Within a harm reduction model, I wonder about other means of measuring long term effect? 

MCK Response: Thanks Melanie. I was using this outcome as one example given that previous studies have 

found the SCF use helps to promote uptake of addiction treatment and, in turn, short-term (i.e., 6-month) 

injection cessation, but we still don’t know if SCF use helps to promote longer-term cessation from injecting. I 

agree that there are many other long-term outcomes that could potentially be examined (e.g., mortality due to 

different causes), although I think it’s worth reiterating here that SCFs have been shown to effectively achieve 

their stated public health and public order objectives. So, depending on the specific outcomes examined, such 

longer-term impacts might be over and above what these facilities are expected to provide. 

TG Response: From a harm reduction standpoint, I would not consider long-term abstinence to be a health 

marker in itself, but it can certainly become one when the person decides that it is, or when there are obvious 

http://www.emcdda.europa.eu/attachements.cfm/att_2944_EN_consumption_rooms_report.pdf
http://www.emcdda.europa.eu/attachements.cfm/att_2944_EN_consumption_rooms_report.pdf
https://harmreductionjournal.biomedcentral.com/articles/10.1186/s12954-017-0174-x


 
 
 
 

signs that the substance (or the pattern of use) is causing them harm.  Abstinence can certainly be facilitated 

through engaging harm reduction strategies, services and programs.  

There are many other ways to measure the long-term effects of supervised injection facilities, many of which 

have already been explored: safer needle use, public order, risk taking behaviours, connection to health and 

social services, overdose rates and outcomes…    

6. Any research on connectedness/other measures of well being that are emotional/psychological vs physical 

health based? 

MCK response: I know of no studies that have investigated emotional or psychological health impacts of SCF use. 

I think it would be a great idea to examine potential impacts of SCFs on these kind of outcomes to see if these 

may be additional benefits. But to expand on my response to Melanie above, such emotional/psychological 

benefits would again likely be beyond what SCFs aim to achieve in relation to their primary stated health 

objectives. 

 

7. Do you have Protocols for each of the OD and Injection related emergencies that can be shared electronically?  

TG Response: We use decision support tools produced by our health authority (Vancouver Coastal Health) for 

managing chest pain, seizures, and hypoglycemia in the community and I would be happy to share these with 

you.  We use provincial guidelines for managing opioid overdose and anaphylaxis events in the community 

setting, and I will provide links to these down below.  There is certainly some room for improvement with the 

provincial guidelines by focusing more specifically on supervised injection settings (for overdose management) 

and for presentations that may be more common among people who inject drugs (for anaphylaxis).   We do not 

have anything formalized for managing arterial injections, or other injection related injuries, which is 

unfortunate.  To fill this gap, we rely heavily on strong mentorship for new staff.   

Overdose Management / Naloxone: http://www.bccdc.ca/resource-

gallery/Documents/Educational%20Materials/Epid/Other/NaloxoneDSTUseforRN.pdf *We actually used an 

older version of this guideline, that better addresses the spectrum of opioid overdoses by grading them by 

severity, with specific management strategies dependent on the severity of the event.  I’m happy to send it to 

anyone who is interested. 

Anaphylaxis Management Non-Hospital Setting: http://www.bccdc.ca/resource-

gallery/Documents/Guidelines%20and%20Forms/Guidelines%20and%20Manuals/Epid/CD%20Manual/Chapter

%202%20-%20Imms/Part_3_Anaphylaxis.pdf  

 

8. Are there clinical parametres for naloxone admin?  

TG Response: We follow a provincial DST that indicates the use of naloxone for respiratory suppression/arrest @ 

0.4mg IM.  If no improvement to respiratory status, then we can repeate every 2-5 minutes.  It seems that more 

experienced staff are more comfortable waiting the full 5 minutes before adding additional doses.   

Our guidelines also indicate an initial dose of Naloxone 2mg for cardiac arrest in an opioid overdose, which is 

something we have never seen.  To my knowledge, every cardiac arrest we have managed has been in the 

context of stimulant overdoses. 

http://www.bccdc.ca/resource-gallery/Documents/Educational%20Materials/Epid/Other/NaloxoneDSTUseforRN.pdf
http://www.bccdc.ca/resource-gallery/Documents/Educational%20Materials/Epid/Other/NaloxoneDSTUseforRN.pdf
http://www.bccdc.ca/resource-gallery/Documents/Guidelines%20and%20Forms/Guidelines%20and%20Manuals/Epid/CD%20Manual/Chapter%202%20-%20Imms/Part_3_Anaphylaxis.pdf
http://www.bccdc.ca/resource-gallery/Documents/Guidelines%20and%20Forms/Guidelines%20and%20Manuals/Epid/CD%20Manual/Chapter%202%20-%20Imms/Part_3_Anaphylaxis.pdf
http://www.bccdc.ca/resource-gallery/Documents/Guidelines%20and%20Forms/Guidelines%20and%20Manuals/Epid/CD%20Manual/Chapter%202%20-%20Imms/Part_3_Anaphylaxis.pdf


 
 
 
 

9. Also interested in comments on approaches to balancing b/t reducing risk of withdrawal while also 

maintaining client safety? 

TG Response: Starting with a low initial dose (0.4mg) and then delaying repeat doses is a good strategy for 

diminishing withdrawal risk.  Oftentimes we will start to see a return of respirations near the 5 minute mark.  At 

that point we can withhold repeat doses and continue to observe closely for continued improvement.  If we are 

too quick with our administrations, then we might be piling too many doses on top of each other to the point 

that we cause a withdrawal syndrome.   

Immediate safety is a top priority though, so if there are difficulties managing the airway, or ventilating the 

person, then by all means increase the dose / frequency to achieve a return of respirations.  During the 

emergence from the overdose, interpersonal skills are incredibly important in communicating what has just 

happened, what was done to manage the overdose, and to encouraged them to stay with you for further 

monitoring, or to go with the emergency response team.  When we are re-orienting someone to the events 

surrounding their overdose, we try to frontload with the severity of the overdose event so that they will be in a 

better headspace to hear that they had received Naloxone.  Overdoses can be very disorienting, and it can be 

distressing to hear that you have received Naloxone, especially if this is one of the first things that you hear.    

10. Would you be able to share the precautions you take to promote the safety of the service provider? 

TG Response: We foster a safety culture, and we try not to engage in power struggles whenever possible.  We 

do not engage people in their booths for harm reduction education without doing a safety assessment first.  We 

mentor this practice, and we include it explicitly in our in-booth policy.  We want to ensure that the person isn’t 

too agitated, or unpredictable in their movements, which might increase our risk for needle-stick. We also 

include strategies for ensuring our workspace is safe, by requiring folks to move all their belongings to the back 

of their booths so that we don’t put our hands down and get stuck on something we could not see.  When 

helping in booths we will always stand on the side of the person that is opposite to their hand that is holding 

their needle, so that if the hand holding the needle spasms, jerks, or loses control, then we are out of the way.  

When a power struggle is becoming obvious, and especially if someone is escalating because of it, then we try to 

give in.  A good example this is how we manage our wound care supplies.  Sometimes a person will want a 

dressing supply that I think is inappropriate for their wound and that there are better options for them both in 

terms of cost and effectiveness.  If I can see that this interaction is damaging our relationship, or that they are 

escalating in anger which might put me at risk, I will almost always surrender the dressing supplies if doing so 

will not cause them any harm.  Usually I will end with, “Ok.  Why don’t we go with what’s been working for you 

up until now, and I’ll look into this in more detail today.  If the product manuals say that we should be using 

different supplies, then we’ll use different ones next time.  Sound ok?”.   

With overdose management, we always include a scene survey for sharps.  Because needles can hide 

underneath arms, we will lift the arms outward by holding tightly onto their shirts to check for any hidden 

sharps.  To prevent musculoskeletal injuries during floor transfers, we use a 1 person chair-tip system that has 

been reviewed by our musculoskeletal injury prevention team.  It uses rocking momentum to tip them 

backward, and weight distribution within the chair.  We’ve had a lot of success with method in decreasing back 

strains when transferring to the floor. 

11. Can you speak to staff retention and burn out?  And more importantly, the effect on peers who have a history 

of trauma. With the increased risk of over dose dead, how are peers and staff surviving? 



 
 
 
 

TG Response: There is certainly a build-up of compounding grief, but in my opinion, this isn’t the same as burn 

out.  The experience of grief transcends our work lives, and I think most of us feel like we’re able to push back 

against this crisis by participating in this work.  When the overdose crisis really started to show itself it caught us 

completely off guard, and many of our nurses and staff members were working double shifts, and coming in 

regularly on their off days.  Despite this, we have had very high levels of retention.  Staff and peers are present 

for each other.  We are constantly debriefing with each other, and we certainly allow each other the time to do 

this.  We encourage each other to take extra breaks, go for coffee, or to take some time off the floor to regroup.  

When one of us is struggling to cope with what’s happening, or what’s happened, we tend to each other.  We 

also do activities with each other outside of work, which seems to help us maintain a strong sense of connection 

with each other.  We have had some formalized debriefing sessions as well, with some good success depending 

on the facilitator.          

12. Can you speak more about non-nursing staff in SCS? Our OPS staff (none are nurses) currently do very similar 

work, albeit with less training and less of a scope of practice. I think nursing care and supervision is really 

critical to SCS and I also see how non-nursing staff can be really effective in doing this work. I would love to 

add a nurse to our OPS and I also know that the service we're currently offering is good quality and not just 

OD prevention/response. Thanks! 

TG Response: First and fore-most, so it’s important that they do not become over medicalized and I think non-

nursing staff play an important role in making sure that doesn’t happen.  There is certainly a lot of overlap in 

activities between nurses and non-nurses.  At Insite, program workers and peers are very involved with 

managing overdoses and other injection related emergencies, making referrals to health and social services, and 

providing harm reduction education, which is typically seen as nursing work.   Many of the skills that we perform 

are skills that can be learned by others, but a nurses’ focus during our engagements is almost always based 

broadly on health on wellness, which creates somewhat of a filter for our interactions.  Non-nurses have more 

capacity to engage folks on issues outside of their experiences of health and illness, which creates much more 

room for authentic human connection because we are certainly more than our health and our health risks.  

Nurses can often be seen to represent “the system”, even when we are working in a supervised consumption 

sites, and non-nurses can help bridge this gap by using their position of trust to allow us to be invited in to 

respond to emerging health needs.     

When the goal of the SCS is to respond to a wide variety of health needs, the nursing role becomes more 

essential. This is where the nurses’ knowledge, training and scope of practice comes into play.  A good example 

of this is Hepatitis C education, testing and treatment.  Anyone can provide meaningful Hep C education, but 

RNs can also test for it.  Identifying an infection often leads to modified behaviours as people are careful not to 

infect others when they know they may be carrying the virus.  Identifying an infection can also lead to 

treatment, and clearance of the virus, which has obvious benefits to the person themselves, but also eradicates 

the risk of spreading the virus to others.  When Hep C is identified, nurses can also offer immunizations to other 

hepatitis viruses (A/B) to prevent co-infections which can have catastrophic consequences.   

Overdose management is another area where non-nurses play an essential role, but where there is added 

benefit to nurse participation.  Most of the time we respond to opioid overdoses, and if we catch them early 

enough and they follow a usual pattern (passed out, unresponsive, not breathing) then they can be managed by 

anyone with adequate training and support.  However, we have had numerous incidents where someone was 

thought to be experiencing an opioid overdose, but they were actually experiencing anaphylaxis (or the 



 
 
 
 

anaphylaxis was co-occurring) which requires a different level of intervention, which includes immediate 

recognition.  Nurses will usually pick-up on anaphylaxis in someone who is thought to be having an opioid 

overdose because their heart rate will continue increasing despite normal/restored oxygenation (due to a drop 

in blood pressure as they head towards shock).  This will usually trigger the nurse to perform a skin check (for 

hives, welts, swelling) and listen to the chest (for wheeze), and if they suspect anaphylaxis then they will give 

epinephrine. All of us working in SCS are expected to be able to identify someone in distress, and to provide 

basic overdose response (rescue breathing, Naloxone, 911), which are the most useful skills we can have in 

preventing death and disability to the majority of the folks who access SCS, especially during this time of crisis, 

but it’s when things become more complex and more varied that we benefit from nursing support.     

I hope I answered these questions clearly.  Please feel free to contact me if you need any clarifications or 

elaborations:  Tim.Gautheir@vch.ca  

Thank you! 


