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Question

Evidence briefings are a summary of
the best available evidence that has
been selected from research using a
systematic and transparent method in
order to answer a specific question.

This briefing summarises the available evidence on the
efficacy of drug consumption rooms from 15t January
2003 to 11" March 2019.

What doesn't this briefing do?

Key messages The findings from research papers

Research has found evidence of effectiveness of
drug consumption rooms (DCRSs) in reducing
harms associated with drug use, particularly high-
risk injection behaviours. Provision of sterile
equipment to reduce infection transmission is a
core function.

Some areas where DCRs are operating have had
reductions in public drug consumption and publicly
discarded drug-related litter, e.g. syringes.

People who use drugs are more likely to use a
DCR if they are homeless, or without a fixed
address.

DCRs have been used to provide people who use
drugs with education on safer drug use, access to
medical services and referrals to other health and
social care services. Staff build harm reduction
principles into their conversations with clients.

Some studies have shown that DCRs have
decreased incidences of syringe and pipe sharing,
though this is not consistent across all research.

Ambulance call-outs for overdoses in the vicinity of
a DCR in Sydney, Australia were reduced during
the DCR's opening hours.

Crime rates remained stable in the neighbourhood
where a DCR operated in Vancouver, Canada.

DCRs are generally predicted to be cost-effective,
in terms of net saving and life-years. However,
more economic evaluation studies would
complement the current literature.

Local police gained a mechanism to address
public injection drug use in a way that promotes
public safety.

KLS Evidence Briefing

summarised here have not been
quality assessed or critically
appraised.

Who is this briefing for?

This briefing is for a Health and
Wellbeing Programme Manager, to
examine the evidence relating to drug
consumption rooms.

Information about this evidence
briefing

This briefing draws upon a literature
search of the sources Ovid Emcare,
Embase, Global Health, Health
Management Information Consortium
(HMIC), Medline, NICE Evidence,
PsycINFO, Social Policy and Practice
and TRIP Database Pro from January
2003 to March 2019.

53 highly relevant citations were
used to produce this evidence
briefing. 114 additional papers were
considered to be ‘of interest’ and
details can be obtained on request.

PHE staff may request any
publications referred to in this briefing
from libraries@phe.gov.uk

Disclaimer

The information in this report
summarises evidence from a literature
search - it may not be representative
of the whole body of evidence
available. Although every effort is
made to ensure that the information
presented is accurate, articles and
internet resources may contain errors
or out of date information. No critical
appraisal or quality assessment of
individual articles has been performed.
No responsibility can be accepted for
any action taken on the basis of this
information.
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Introduction

The focus of this evidence briefing is to identify current evidence on the efficacy of
drug consumption rooms (DCRs). A literature search using a range of international
terms for 'drug consumption rooms' was carried out on the following databases: Ovid
Emcare, Embase, Global Health, Health Management Information Consortium
(HMIC), Medline, NICE Evidence, PsycINFO, Social Policy and Practice and TRIP
Database Pro. Out of 2492 papers retrieved, 53 were deemed highly relevant, and a
further 114 were considered to be of interest (reference lists are available upon
request).

There is no legal framework for the provision of DCRs in the UK and the
government's position is that the operation of such services would be likely to involve
a range of offences being committed. There have been calls, including from the
Scottish Government, for the law to be changed so that DCRs can be legally
operated, however there are currently no plans for this to happen.

Background

Drug consumption rooms are facilities that are legal in the areas they operate and
offer safe and hygienic conditions for people who use drugs (PWUDS) to use pre-
obtained illicit substances under medical supervision (1, 2). There is a range of
terminology used, such as supervised consumption sites or services and safer
injection facilities, and the services can focus on a single method of drug intake, or
several. For the purpose of this briefing, all types of services have been considered
to create a broad overview of the efficacy of such facilities and will be referred to as
'drug consumption rooms' throughout for clarity. The services provide users with
sterile injecting or inhalation equipment and access or referral to health and social
care services. DCRs have been implemented in many settings with locations across
Western Europe, Australia and North America (1, 3).

The overarching aims of implementing DCRs are:

e To create a safer environment for PWUD and reduced the amount of high-risk
injection behaviours that lead to health problems (e.g. blood-borne viruses)

e To reduce both fatal and non-fatal overdoses (4)

e To create greater opportunities for healthcare workers to work with PWUD,
enabling them to access health and social care services such as primary
medical care, addiction treatment, screening services

e To reduce the rates of public injecting in PWUD

e To reduce the amount of injection-related litter in public spaces (2).

One of the most rigorously evaluated examples of a supervised injection facility is
Insite, which opened as a pilot programme in September 2003 in Vancouver,
Canada. It is open 18 hours every day of the week and includes 12 individual rooms
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for injection. Nurses are present on-site to supervise injections, provide basic
primary care, and intervene in the event of an overdose. An addiction counsellor
works within the facility, providing counselling support and referrals to external
services (5). The success of Insight may be due largely to the fact that it is situated in
an area with a high density of PWUD, 'estimated at nearly 5000 people within a few
square kilometres' and it has been noted that for dispersed populations, mobile sites
or smaller, multiple facilities may be more cost-effective (6) (p228).

There will be references to Insite throughout this briefing because the research into
the effectiveness of the facility enabled Health Canada to approve several further
sites throughout the country, with proposals for more currently under review. It is
acknowledged however, that the success of DCRs may be context specific and their
effectiveness may depend on the local PWUD population, their geographical location
and the range of services offered by individual facilities, thus the outcomes described
in this briefing may not be scalable.

Harm reduction

Since opening in 2003, over 3 million clients have attended Insite and over 5000
overdoses have been reversed without a single death (6). In city blocks within 500m
of the facility, the overdose mortality rate decreased by 35% in the first two years of
operation (comparison rates were calculated between 15t January 2001 to 20%
September 2003 for pre-Insite, and 215t September 2003 to 315 December 2005
after Insite was opened) (7) (p5). No significant reductions in overdose mortality were
found further than 500m from Insite, which can perhaps be attributed to the report
that 70% of the frequent DCR users lived within four blocks of the facility (7).

One study observed that the opening of Insite was, 'independently associated with
reduced syringe sharing in a community-recruited sample of injection drug users who
had similar rates of syringe sharing before [Insite's] opening' (8) (p317).

The majority of DCR staff interviewed in a survey perceived that the operation of
their DCR had contributed to a reduction in overdose deaths and events, as well as a
reduction in HIV risk behaviour, discarded injecting equipment, and public injecting
(9-11). One study estimated that between March 2004 and July 2008, the potentially
fatal overdoses in Insite could have resulted in between 8 and 51 deaths had they
occurred outside the facility (12).

Before Insite opened, 15% of intravenous drug users in the area were treated for
skin infections. After the opening of the facility, 9% were admitted with cutaneous
injection-related infections. In addition, though more PWUD were referred to hospital
by the facility's medical staff, the average length of stay decreased from 12 days to 4
(13). One study evaluated that between 2 and 12 cases of lethal overdose have been
avoided each year since the facility opened (14).
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Self-reported changes in activity from a survey of 41 participants who attended a
DCR in Copenhagen, Denmark showed that PWUD found taking drugs to feel less
rushed (n = 26), that they injected outdoors less (n = 23), no longer shared needles
(n = 22) and cleaned the site of injection more often (n = 18) (15). Attendance at the
DCR also reduced the likelihood of PWUD disposing of used syringes in harmful
ways, e.g. dropping them on the ground, or giving them to another user. Before the
DCR opened 14 patrticipants said they would return the syringe to a needle
exchange after injecting, and after attendance at the DCR this number increased to
36. There was no significant increase in frequency of injecting.

A Spanish study found that use of a DCR was associated with a reduction in sharing
some equipment, mostly syringes. However, indirect sharing behaviour — such as
sharing cookers, filters, cleaning liquid and swabs — was still common, and PWUD
showed resistance to reducing this, as it was not perceived that sharing such
equipment was related to the transmission of blood-borne infections (16).

A Public Health Emergency was declared in British Columbia (BC), Canada in April
2016 due to a rapid increase in opioid-related overdoses. There were 993 illicit drug
overdose deaths in BC in 2016 (20.9 deaths per 100,000 individuals) and 1448 in
2017 (30.1 deaths per 100,000 individuals) (17) (p582). Injection was the mode of
drug administration in only 32.8% of overdose deaths in Fraser Health Authority, BC,
between 2011 and 2016, with other routes including oral 30.6%, smoking 28.8% and
intranasal 24.2%. This highlighted that drug use behaviours varied from injection and
S0 a 'supervised injection facility' would not be the most appropriate way to respond
to the crisis. SafePoint opened in Surrey, Canada in 2017 and received an
exemption from Health Canada to allow oral and intranasal consumption, allowing for
a wider demographic of PWUD to be reached. In their first year of opening, 1480
unigue clients made 55,554 visits to the facility, with 577 overdoses managed (17).

Service providers currently engaging users in harm reduction in Alberta, Canada
also found that PWUD were asking for a place where they could safely inhale drugs,
as 'people who smoke crack or methamphetamine want to do so out of the public
eye in a private and safe space, away from law enforcement and social violence' (3)
(p212). In the first four months of opening a facility that included the opportunity to
inhale drugs under supervision, there were 11 overdoses from inhalation; 7 related to
opioids, treated with oxygen administration or Naloxene; and 4 related to
methamphetamine, which required ambulance call-outs. Clients' self-report of
substances being used showed that there were 8381 instances of inhalation, 709
instances of intranasal/oral and 16,941 instances of injection. However, the ability to
ingest drugs through inhalation has allowed staff at the site to actively encourage
clients to choose a safer form of drug use than injection, as part of moving them
down the treatment continuum. Staff build harm reduction principles into all their
conversations with clients. Anecdotal evidence from clients at the facility shows that
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people are being encouraged to transition from injection to smoking, and more data
is being collected over time to document this (3) (p214).

There is a paucity of studies reporting the relationship between the rate of HIV and
the implementation of DCRs, due to methodological problems and the facilities'
limited coverage of the target population (18, 19), though one model has estimated
that Insite may prevent 5-6 infections per year (20).

Prevention of hepatitis C in DCR settings has not been extensively explored,
however a 2018 questionnaire sent to currently operating DCRs aimed to determine
the range and scope of prevention and treatment options in these services.
Estimated prevalence rates of hepatitis C were 60% among clients. Of the 49 DCR
services that responded, 65% offered hepatitis C testing onsite and 54% offered liver
monitoring or disease management (21).

It has also been noted that it is highly unlikely DCRs represent the sole place of

injecting for many users, which makes it difficult for the facilities to consistently

ensure reduction of infection or viruses:
'While for some health aspects, such as damage to veins or the
development of abscesses, capturing only a proportion of injecting
episodes will still bring significant benefits, for other health aspects, such
as hepatitis C, preventing contraction of the virus within the DCR may
appear of limited value if all it takes is one instance of sharing injecting (or
drug preparation) equipment outside the DCR to lead to infection' (22)

(p43).

However, DCRs present an opportunity to create points of contact with individuals
who may not currently be participating in treatment for their condition. For example,
between December 2003 and April 2005, Insite gained blood samples from
attendees and found HIV infection in 170 out of 1007 participants (17%) (23).
Ensuring these people are aware of their status and providing sterile equipment to
reduce transmission is a core function of many DCRs.

Ambulance attendance for overdoses

Public injecting by PWUD has been shown to be associated with an array of health
risks; one of these is elevated risk for overdose (24). A study in Oslo, Norway
examined ambulatory data on attendance for overdose and found that one third of
the total opioid overdoses attended by emergency medical services occurred at the
DCR. However, most of these patients were not transferred for further treatment;
85% were assessed to be stable on-site. In addition to this, there was a reduction in
overdoses in public locations during the DCR's opening hours (25).
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A similar effect was found in Sydney, Australia when a 'medically supervised
injecting centre' opened. During the centre's operating hours there was a 68%
decrease in the average monthly number of ambulance attendances in the vicinity of
the centre (26) (p678). '‘Average monthly ambulance calls with naloxone treatment
for suspected opioid overdose decreased from 27 to 9 (relative risk reduction of
67%)" (13) (p866).

An unsanctioned supervised injection site in the United States saw 2 overdoses
(from more than 2,500 injections) and in both instances staff reversed this on site
using naloxone (27).

Accessing health and social care services

People who use drugs are more likely to rely on acute and emergency care. This is
due to less knowledge of how to access services, ability to afford healthcare, long
wait times at medical facilities, and the amount of time spent acquiring and
consuming drugs (5).

Qualitative interviews with users of Insite showed that the facility had provided easier
access to health and social care services for PWUD because it combines non-
judgemental, integrated care. Aspects of this that were highlighted by users of the
DCR as positively influencing their transactions with healthcare services include:
e Timely access to primary healthcare and referrals — no "waitlisting”
e On-site care for abscesses and other injection-related infections
e Healthcare staff in the facility more familiar with the infections that are
common among PWUD, making diagnosis and treatment easier and faster
e Referrals and assistance with transportation to hospital for more serious
health conditions
e Information as to how to access counselling and social services (5).

Some participants stated that they would not have accessed this care without the
staff at the DCR; medical care was given to 44% of the total of 50 study participants
at Insite, and 94% accessed other non-medical services at the facility. Furthermore,
'24% of participants reported that they would not have accessed the services they
obtained at the [DCR] had Insite not been available' (5) (p344). This study showed
that users of the facility viewed Insite as mediating barriers that may restrict PWUD
in seeking or accessing health and social care services. Ability to access various
forms of care at one location that participants regularly visited was shown to be a
benefit of the DCR. In addition, 'those who attended the facility on one or more
occasions per week were also more likely to enter into a detoxification program than
other users, and more likely to make contact with the facility’s addiction counsellor'
(10) (p236).
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DCRs are also good places to target educational messages about safer injecting.
Participant narratives indicate that significant gaps in knowledge exist regarding
safer injecting practices, but within a DCR the information is given as part of the drug
use cycle, allowing for demonstration of techniques at the time a client is
experiencing difficulties (28). More than 30% of users of Insite reported receiving
safer injecting education from nurses between May 2003 and October 2004 (29).

Attendance and acceptability among people who use drugs

Studies that discuss the willingness to attend DCRs have been undertaken directly
with people who use drugs. In the UK, 301 attendees of a needle exchange
programme were asked if they would use a DCR if available and 84% responded
positively (30). Another investigation of 90 methadone-maintained outpatients
recruited from a London clinic showed 89% would willingly use a DCR, including
acceptance of rules such as no drug sharing, no assistance with injecting and
compulsory handwashing (31).

A systematic review of perceptions of DCRs found the most commonly stated benefit
for PWUD was the provision of a safe place, free from the risks of being on the
street, such as potential theft, assault, and police harassment (32), as well as
providing social acceptance (33). This theme was especially prominent among
females. A thematic analysis of qualitative interviews with women who attended
Insite showed that they found it to be a refuge from interpersonal and structural
violence, and that they had improved control over their own drug resources and the
injection process (34).

A cross-sectional survey that took place in a mid-sized city (London, Canada)
showed that there was a high level of willingness to use DCRs, particularly during
daytime hours and in private cubicles. Of 197 people who inject drugs, 170 were
willing to use a DCR, patrticularly those who injected daily, injected in public, or were
experiencing an unstable housing situation (35). Another study with a similar
methodology found that of young adults surveyed in Rhode Island, New York, 63%
would be willing to use a DCR. Compared to participants who answered 'No' or
‘Unsure’, participants willing to use a DCR were more likely to have been homeless
in the last six months, have used heroin, or have accidentally overdosed (36).

A guantitative survey of 602 injecting drug users in San Francisco showed that 513
of the respondents would use a DCR if it were convenient for them, and analysis of
the respondents’ characteristics suggested that this was most likely in those who had
injected in a public space in the past 6 months (24). However, the rules for use of the
DCR would have an effect on this number. For example, less than half of the
positively-responding study participants would use the DCR if they had to show
identification to be able to do so, if there was video surveillance onsite, or if they had
to live in the neighbourhood to be eligible.
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The potential to implement a DCR in New York City was put forward in 2003, but the
results of a set of interviews carried out at a needle-exchange facility to ascertain
potential use of the DCR was inconclusive. The only significant outcome from the
sample was that PWUD who 'inject in public and are homeless, are more likely to
use a [DCR] than those who inject in public but are not homeless' (2). Further studies
into acceptability of such facilities suggest that both PWUD and healthcare
professionals generally hold positive views about their potential to reduce public
injecting and improve the overall health of PWUD (37-42).

Common features that limit the attendance of PWUD at a DCR are:
e Travel time to the DCR
e Limited operating hours
e Lack of assisted injections
e Prohibition of sharing drugs
e Waiting times to access the DCR (43, 44).

Public order and community response

The expectation that DCRs could 'diminish all visible drug-related problems is neither
realistic nor adequate’ (45) (p665), but there is evidence to show that they reduce
disruption of public order. Suspected drug dealing did not increase near Insite, and
public drug use declined. 'Police statistics during the year before versus the year
after the facility opened showed that crime rates remained stable in the
neighbourhood where the facility is located' (29) (p1403). This outcome is consistent
with a study of Australia's first DCR, which concluded that there was no increase in
the proportion of drug use or supply offences after the facility's opening (11, 29).

Reduction in the public visibility of injecting drug use has been suggested to be, 'the
most probable reason for public tolerance of supervised injecting facilities in Europe'
(46) (p272). This includes reductions in drug litter, such as discarded syringes, and
instances of public injection drug use (6).

Community perception research shows that there is a concern that DCRs may
increase risks within communities, particularly relating to public nuisance (47). There
were some feelings that DCRs are condoning drug use and facilitating the
congregation of drug users and drug dealers (9). A survey of 1004 adults in the
United States showed that 57.6% of respondents thought that DCRs should be
illegal because they thought funding should be spent on treatment and recovery, and
56.3% thought they should be illegal because opioids are illegal (11).
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Relationships between drug consumption rooms and police

International research has been undertaken directly with 10 supervised consumption
service managers and 6 police liaisons, across 10 cities. Semi-structured interviews
highlighted behaviours and planning that contributed to co-operative relationships:
e Early engagement and dialogues — allowed the police time to prepare for
changes in how the community will be policed in relation to drugs
e Supportive police chiefs — added credibility to the plans and provided an
authorised voice to communicate with community stakeholders and politicians
e Dedicated police liaisons — acted as a mediator between police and the facility
¢ Negotiated boundary agreements — this was regarded as the most crucial
feature, including boundaries such as police consistently adhering to the legal
exemptions near the DCR site, underscored by the need to preserve a sense
of safety and trust among PWUD (48).

A study in Vancouver aimed to determine if local police impacted utilisation of Insite,
and findings showed that approximately 17% of participants reported having been
referred to the facility by police officers when they were found injecting in public (49).
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 in a way that promotes public safety.

Cost-effectiveness

Cost-effectiveness of current DCRs have not been rigorously evaluated, however
some estimations have been made.

In brief, these are:

e On the base assumption that decreased needle sharing is the only effect of
Insite, incremental net savings of almost $14million (CDN) and 920 life-years
could be gained over 10 years (50).

e Mathematical modelling used to estimate the reduced number of new HIV
infections and deaths prevented each year by Insite provided a societal
benefit in excess of $6million (CDN) per year after programme costs (51).

e Potential savings of a San Francisco DCR through averted HIV and hepatitis
C infections, reduced skin and soft tissue infections, averted overdose deaths,
and increased medication-assisted treatment uptake was estimated at $2.33
(USD) for each $1.00 spent. Total annual net savings of $3.5million for a
single 13-booth DCR were predicted (52).

e A proposed DCR in Montreal used mathematical modelling to predict that 11
cases of HIV and 65 cases of hepatitis C could be prevented each year. This
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translates into a net cost saving of $0.686million (CDN) for HIV and
$0.8million for hepatitis C per year (53).

Limitations of the evidence

According to the available evidence DCRs are effective, but it should be noted that
many of the findings described in this briefing are based on studies of single DCRs
and services delivered within specific contexts. There is currently a lack of
comparative studies and review level evidence upon which to draw firm conclusions
about their efficacy. Further research is needed.

Some literature discussing the effectiveness of DCRs in Europe is unavailable in
English, and so could not be included in this briefing.
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Example search strategy Inclusion/exclusion criteria
Ovid Medline Inclusion criteria
1. "drug consumption room*" e Studies with drug consumption rooms as their
focus

2. "drug consumption facilit e English language

3. safe* ADJ2 (injection OR injecting OR consumption) Exclusion criteria

4. public* ADJ2 (injection OR injecting OR consumption) Published pre-2003
. -

5. supervise* ADJ2 (injection OR injecting OR e Opinion pieces

consumption) e Policy papers

. . . e Syringe and needle exchange services
6. (injection OR injecting) ADJ2 facilit*

7. (safe* OR supervise*) ADJ2 inhalation

8.10R20OR30OR40OR50R60R7
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