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The following Frequently Asked Questions (FAQs) on Supervised Injection Facilities (SIFs) were prepared by
Dr. John Weekes, Senior Research Analyst; Leah Percy, Research Assistant; and Karen Cumberland, Policy
Officer—all members of the Research and Policy Division, Canadian Centre on Substance Abuse. This
document is intended to provide current, objective, and empirically-based information to guide the discussion
around the use of SIFs in Canada.1
SIFs are legally sanctioned, medically supervised facilities where intravenous drug users are allowed to inject
pre-obtained drugs in a more protected, hygienic and less stressful environment compared to most other
private and public settings.
What is injection drug use?
¾

Injection drug use is a process whereby one or more psychoactive substance is injected directly into the
body using a hypodermic needle and syringe.2 Although many drug users don’t like this way of taking
drugs because of discomfort or fear of needles, it is often the preferred method of consumption because the
drug enters the blood stream more quickly and directly than with other methods (e.g., smoking, swallowing,
or snorting). It is considered by injection drug users (IDUs) to be more efficient and less wasteful than other
means of consumption and may be more efficient and therefore less costly and wasteful than other means of
consumption.

What kinds of drugs are injected?
¾

Almost any licit (legal) or illicit (illegal) psychoactive drug that can be liquefied can be injected into the
body. These substances come from a variety of sources such as the black market and diverted prescriptions.
Some of the drugs that are used frequently by IDUs in Canada include:
•
•
•
•
•
•
•

Cocaine
Heroin
Combinations of heroin and cocaine (“speedballs”)
Amphetamines
Talwin and Ritalin (“Ts and Rs”)
Pharmaceutical opioids (e.g., Dilaudid, morphine, etc.)
Anabolic steroids

How extensive is the problem of injection drug use in Canada?
¾

It is difficult to obtain accurate data on the prevalence and profile of injection drug use in Canada and
internationally because it is an illegal activity. In addition, many IDUs do not have a stable address, thereby
making them difficult to identify and track. Accordingly, most estimates of injection drug use are based on
information obtained from treatment programs, coroner reports of drug-related deaths, needle exchange
programs, arrest reports and other secondary sources.
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¾

In Canada, injection drug use is a problematic activity. In the past, injection drug use was thought be limited
to Canada’s largest urban centres (e.g., Vancouver, Toronto, Montréal). However, it is clear that there are
large numbers of IDUs across the country (e.g., Calgary, Winnipeg, Halifax) and that this problem also
exists in rural areas.

¾

A sampling of Canadian prevalence statistics (using different methodologies) suggests that:
•
•
•
•
•

There are between 75,000 and 125,000 people who inject drugs in Canada3 (approximately 0.2–0.4%
of the national population).
Approximately one-third of IDUs are women.4
There are about 15,000 people in Vancouver who inject.5
In Montréal, the number of people who inject cocaine is estimated to be between 6,000 and 25,000 and
for heroin between 5,000 and 15,000 (some individuals may inject both).6
Estimates suggest that about 20% of IDUs in Canada inject performance-enhancing drugs such as
anabolic steroids.7

What is the situation in other developed countries?
¾

In the United States, a 2003 national survey found that across three years of reporting, an annual average of
338,000 persons aged 12 years or older used a needle to inject drugs during the previous 12-month period
(just over 0.1% of the national population); young adults aged 18–25 were the most likely group to engage
in injection drug use.8

¾

A 1998 Australian national survey found that over 130,000 persons reported injecting drugs in the previous
12 months (0.8% of the national population); 2.1% of the population reported injecting at least once during
their lifetime.9

¾

In the UK, a prospective longitudinal treatment outcome study for a broad range of substance abuse
problems found that 62% of treatment participants were injecting drugs prior to treatment. Of these, 53%
injected heroin, 28% injected stimulants, and 4% were injecting benzodiazepines.10

¾

A recent study of substance use in European Union countries and Norway estimated that approximately 50%
of problem drug users engage in injection drug use; that is, between 500,000 and 750,000 of 1 million to 1.5
million problem drug users.11

What are some of the problems associated with injection drug use?
¾

Health Factors
•

•
•
•
•

Injection drug use puts the user at high risk for contracting HIV, hepatitis C, and other serious bloodborne viral infections through the sharing of contaminated (non-sterile) needles or the indirect sharing
of contaminated equipment that is used as part of the injection process (spoons, containers, filters,
etc.). Female IDUs are at increased risk for contracting HIV and the risk is further heightened for
Aboriginal women and incarcerated women.12
Needle-sharing accounts for a large proportion of both HIV and hepatitis C transmission. For instance,
research indicates that injection drug use accounts for at least 60% of hepatitis C transmission in
Canada.13
On the west coast, the Vancouver IDU Study (VIDUS) found that 28% of IDUs who participated in the
study are HIV-positive and 86% test positive for hepatitis C.14
Cocaine injection is of particular concern because some heavy users inject up to 20 times per day15 —a
rate of injection that dramatically increases the risk for contracting a variety of health problems.
Serious health complications include abscesses, infections (skin, heart and lungs), vascular damage,
poor nutrition, endocarditis, adverse drug reactions, perinatal transmission of infectious diseases to
unborn children, fatal and non-fatal overdose16,17, sleep deprivation, amenorrhea (absence of
menstruation), depression and other mental health problems, suicide, and death. Women are at
increased risk of experiencing physical health complications resulting from intravenous drug use.18
The morbidity, mortality, and health care costs associated with long-term illness and palliative care are
sizable.19
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¾

Personal and Social Factors
•

IDUs frequently:
° Experience interpersonal difficulties and social isolation, causing relationship problems with
friends and family,
° Have lower educational attainment, leading to employment problems and low income,
° Experience stigmatization and stereotyping as a drug “addict”, thereby further entrenching social
isolation and marginalization,
° Rely heavily on health and social service agencies.
° Have unstable living arrangements and may be homeless.

•

There is a strong relationship between injection drug use and various types of criminal behaviour and
criminal sub-culture (e.g., trafficking, theft, break and enter, etc.).20 In England, 19% of arrestees
reported injecting drugs over their lifespan, 14% had injected within the previous 12 months.21

What is a Supervised Injection Facility (SIF)?
¾

SIFs are a “low threshold” (i.e., easily accessible) service typically run by nurses, social and public health
workers or other medical staff who provide sterilized injection equipment and counselling to users, but are
not typically allowed to provide drugs or directly assist in the process of injection.22 Canadian researcher Dr.
Benedikt Fischer* and his associates have clearly summarized the main goals of SIFs:
a) to reduce acute mortality and morbidity risks among IDUs
b) to bring IDUs in contact with social, health and treatment services, and
c) to reduce public order problems (drug use in public, discarded needles) related to intravenous drug use.23

¾

SIFs are complementary to other harm reduction initiatives and provide immediate outreach services to
IDUs who may not have extensive contact with conventional health services. 24 SIFs are commonly located
in areas where public drug use is considered a nuisance and a serious public health concern.25

¾

Officially sanctioned SIFs are operated by trained medical staff that supervises users to decrease the danger
associated with injection drug use; illegal “for profit” sites, also known as “shooting galleries”, are typically
run by drug dealers.

¾

SIFs are known by various names worldwide, including: Injection room, “Fixer”-room, Safe Injection Site,
Safer Injection Facility (SIF), Supervised Injection Site (SIS), Supervised Injection Facility (SIF), Medically
Supervised Injecting Centre (MSIC), and Supervised Consumption Sites (drugs can be consumed in ways
other than injecting).

¾

While SIFs are often referred to as “Safe” injection Facilities, the term “Safer” or “Supervised” is more
appropriate because any type of illicit injection drug use is a risky behaviour and guarantees of complete
safety cannot be made.

¾

SIFs are state sanctioned facilities that are exempt from the application of the criminal code or other
legislation that governs the use of controlled substances. Insite, Vancouver’s SIF, operates with an
exemption under Section 56 of the Controlled Drugs and Substances Act (CDSA) issued by the Federal
Minister of Health.26

What types of services are available at SIFs?
¾

SIFs can generally be seen as an integral component of a wider network of services intended to meet the
needs of the intravenous drug-using population. SIFs offer a potential gateway to further treatment and
social assistance, which include, but are not limited, to the following:
•
•
•
•

*

Provision of sterile injecting equipment and alcohol swabs to sterilize injection sites
Emergency medical care, which can be found in most facilities (e.g., oxygen, naloxone for overdoses,
etc.)
Basic health services
Needle exchange

Dr. Fischer is a prominent substance abuse researcher with Centre for Addiction and Mental Health in Toronto.
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•
•
•
•

Counselling services
Referrals to other agencies and services such as needle exchange programs, drug treatment, methadone
maintenance programs, social welfare programs, etc.
Information and education on drugs, safer injection techniques and primary health care services.
The variety of services available at SIFs also establishes a social support network for IDUs who are in
regular contact with SIF staff members.27

What are some of the rules and regulations that typically govern SIFs?
¾

“House rules” vary between SIFs; however, all clients are expected to comply with the facility’s policies to
ensure the safety of users, employees, volunteers and the public. The following are a few examples of
common SIF rules and regulations existing for facilities in various countries:
•
•
•
•
•
•
•
•

¾

No sharing of injection equipment
Entry is generally restricted to users over 18 years who have a history of injection drug use28
All users must register on arrival
No drug dealing or trafficking on location
No sharing of drugs
Access often limited to local injectors
No alcohol use on premises
No verbal or physical violence or other illegal activities

Certain European SIFs have smoking rooms where users can inhale drugs rather than inject; however, other
SIFs do not permit smoking within their facilities. The Vancouver SIF does not offer a smoking room.

What is the history of SIFs?
¾

SIFs were originally established by local health service providers in the Netherlands (1970s), Switzerland
(1980s) and Germany (1994) in order to minimize the public nuisance associated with injection drug use and
to provide a clean and protected environment for IDUs in order to reduce the transmission of blood-borne
viruses, risk of overdose and public disorder.29

¾

In Switzerland, the first government authorized SIF (1986) was established in direct response to increasing
rates of HIV infection and public nuisance factors.30

¾

In Hamburg and Rotterdam, Germany, certain SIFs have been established that specifically aim at assisting
drug-using sex workers, most of whom are women.31

¾

Currently, there are approximately 40–50 legal SIFs in operation throughout the world, including:
•
•

Australia
Austria

•
•

Canada
Germany

•
•

Luxembourg
Netherlands

•
•

Spain
Switzerland

What are some of the characteristics and backgrounds of IDUs who use SIFs?
¾

It is difficult to define overall characteristics of people who use SIFs. However, demographic data collected
from SIFs in Europe and Australia reveal that the majority of SIF users tend to be characterized by a
combination of economic, social and health problems, including mental health issues.32 In particular, SIF
users may be the most marginalized and socially disadvantaged IDUs.

¾

Studies have found that those who use SIFs are more likely to be long-term IDUs (more than a decade of
intravenous drug use) with unstable living arrangements, low-income and a history of incarceration. Casual
IDUs have been reported to use SIFs while first-time injectors are generally denied entry.33

¾

Collective evidence from Europe, Australia and Canada indicates that the majority of SIF users are males in
their late 30s to early 40s34 35 who engage in “high-frequency drug use and risk behaviour.” 36 Female SIF
users are typically younger than male users. There has been minimal research done on SIFs that takes a
gender inclusive approach; consequently there is little available information regarding barriers to
accessibility for women.
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¾

It is reported that a high percentage of the SIF user population has a history of previous overdose. For
example, in Australia, the final evaluation of the Sydney SIF revealed that 44% of clients had previously
experienced a non-fatal heroin-related overdose. 37

¾

Over 90% of IDUs in Vancouver are HCV-positive and 28-30% are HIV-positive.38,39 It is likely that a high
percentage of Vancouver SIF users suffer from these or other health-related illnesses. However, evidencebased data have yet to be presented in the peer-reviewed literature.

¾

In Vancouver, heroin and cocaine are generally the drugs of choice for SIF clientele. Other drugs injected
span the range of illicit and prescription drugs.

¾

In Canada, feasibility studies have suggested that IDUs who would be most willing to use SIFs are most
likely to be public drug users and IDUs at risk of health-related harms from injection drug use.40

¾

Studies have also shown that sex trade workers and female IDUs may be more willing to use the Vancouver
SIF41 and that there is a high probability that Aboriginal IDUs will use SIFs if culturally relevant services
are also provided.42

Who operates and funds SIFs?
¾

While most facilities adhere to similar operational practices43 funding sources vary among SIFs.

¾

In Frankfurt, local businesses provided in-kind support and played an important role in establishing SIFs in
the area in an effort to address public order concerns.44

¾

Various financial institutions, non-governmental sources and private donors fund SIFs in the Netherlands,
Switzerland and Germany. The Ministry of Justice in Switzerland pays 95% of the expenses for the SIF in Basel.45

¾

In Sydney, Australia, the New South Wales Government recruited a non-governmental organization to
establish and operate the SIF.46

¾

In Canada, the British Columbia Ministry of Health Services is supporting the operations costs of the
Vancouver SIF and Health Canada is providing funding to support the scientific evaluation of the three-year
pilot SIF research project.47

¾

Vancouver Coastal Health, in partnership with Portland Hotel Society-Community Services Society, a local
non-profit organization in the downtown east side, operates the Vancouver SIF.48

How are SIFs viewed under the international drug conventions?
¾

The three existing international drug conventions were established to address the broad range of supply
reduction and demand reduction issues with the ultimate goal of limiting the use of drugs to “medical and
scientific purposes.”49 Moreover, the conventions are supportive of treatment and social reintegration
measures designed to reduce drug use and health-related concerns.50,51,52,53 Although the conventions do not
explicitly address harm reduction measures such as needle exchange programs and SIFs—in part because
they were written before such measures were established—they are not seen to be at odds with harm
reduction initiatives like SIFs.54

¾

Some have argued that harm reduction policies55 can meet the obligations of the conventions to promote
“treatment, education, aftercare, rehabilitation and social reintegration” of IDUs.56

¾

The International Narcotics Control Board (INCB) has been critical of Canada and other countries for
considering the implementation of SIFs. In the 2003 INCB annual report, the Board claimed that, “such sites
are contrary to the fundamental provisions of the international drug control treaties.”57

¾

The Vancouver SIF was able to open after receiving a ministerial exemption based on Section 56 of the
Controlled Drugs and Substances Act. This section of the Act allows the Federal Minister of Health to issue an
exemption to Canada’s illicit drug laws for a specific “medical or scientific purpose.”58 The Vancouver SIF is
currently operating as a scientific research project that will be evaluated over three years by a team of researchers
based at the BC Centre for Excellence in HIV/AIDS and the University of British Columbia.
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What are some of the outcomes associated with the presence and availability of SIFs?
¾

Unfortunately, no firm conclusions can yet be reached regarding the impact of SIFs in relation to the spread
of infectious diseases such as HIV, HCV and HBV. There is some anecdotal evidence to suggest that SIFs
contribute to reducing the spread of disease to the general public by promoting safer injecting practices and
safer sexual practices among IDUs.59

¾

However, observations and studies in Switzerland, the Netherlands and Germany have suggested that SIFs
reduce the risk and harm associated with intravenous drug use such as high-risk behaviours (needle sharing,
improper syringe disposal, unprotected sex, etc.) while also contributing to a decline in criminality and
public order problems (e.g., public drug use, discarded syringes in public, etc.).60

¾

Studies in countries such as Germany and Switzerland observed a link between the establishment of SIFs
and an overall decline in drug-related deaths.61 Both of these countries experienced a decline in incidents of
overdose and drug-related deaths in the year following the implementation of SIFs; however, it is difficult to
make any definitive attribution of these effects to SIFs specifically, since numerous new interventions and
policy reforms were established during this time.62

¾

The availability of SIFs appears to minimize overdose incidents (including fatal overdose). In Europe, the
rate of overdose in SIFs ranges from 1:500-600 injections and 1:129 injections in Australia. Most overdoses
are dealt with on site and do not result in ambulance response or additional medical care and
hospitalization.63

¾

A 1999-2000 survey of European SIFs found that there had never been an overdose death reported in any of
the sites surveyed.64

¾

A high rate of daily visits, up to 200/day in some facilities, has resulted in improvements in the overall
health among IDUs. Data from European SIFs indicate changes of intravenous drug-using behaviours such
as lowered infectious disease risks and increased condom use. However, limited research has been done to
try to accurately measure the relationship between SIFs and a change in blood-borne infection rates.

¾

Women have typically been under-represented as clients of drug assistance services. However sociodemographic data collected for the European Union’s drugs monitoring agency found that SIFs are assisting
drug-using sex workers, the majority of whom are women.

¾

A study conducted in Hamburg, Germany, revealed that 37% of SIF users surveyed reported changing their
drug consumption behaviour to be more hygienic while 30% claimed they were “consuming less in public”
since the establishment of the locale SIF.65

¾

The evaluation of the Sydney, Australia, SIF found that registered clients (3,810 during the trial) averaged
15 visits each during the 18-month trial period.

¾

SIFs have been a resource for the provision of peer and social support opportunities and volunteer
opportunities for users.66

¾

Various impact evaluations have found that there is a gradual acceptance of SIFs once they are implemented
and operational.67

¾

It has been reported that reduced health care costs and costs to the criminal justice system (including
policing) are an additional benefit.68

¾

In Vancouver, the number of injections per day has been steadily increasing since the SIF opened in
September 2003. At the end of April 2004, the rate had risen to an average of 500 injections/day.

Do SIFs pose a risk to the public?
¾

Overall, there is some initial evidence that SIFs reduce public nuisance and public risk (e.g., discarded
syringes, open drug scene, etc.) because they offer an alternative location for street-entrenched IDUs to
inject drugs. For example, in Frankfurt, the number of public drug users decreased from approximately 800
users in 1991–1992 to 150 in 1993 during a period in which SIFs were established along with a number of
other public health interventions and policy reform measures.69 In addition, neighbourhood complaints
regarding public drug use dropped considerably.70
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¾

Some public concern regarding the potential negative impact of SIFs on local businesses and property value
has been expressed.71 There are fears that IDUs will migrate to neighbourhoods where SIFs are located and
that there will be an increase in drug dealing and public disorder in proximity to SIFs. However, these
concerns are not substantiated in the scientific literature, which suggests that IDUs will only travel very
short distances (i.e., a few city blocks) to obtain health services. SIFs have been associated with
improvements in public order rather than increases in public disorder.

¾

There have been some concerns regarding a “honey pot” effect with drug traffickers operating close to
SIFs72; however this impact is not consistently reported or documented as a public concern in the various
impact evaluations that are currently available. Preliminary observations from Vancouver suggest that this
is not the case.73

What is the role of police with SIFs?
¾

According to a report by the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA), SIF
staff and neighbourhood committees are working in partnership with local police to minimize public
nuisance and increase the efficacy of SIFs.74

¾

Police responses to SIFs vary among locations, but are generally positive. For example, in Zurich, police
monitor SIFs to ensure that entrance is restricted to local citizens75 while in other locations police avoid
unnecessary visits. 76,77

¾

In Germany, some police were initially hesitant, but concluded that SIFs are necessary for providing
“hygienic conditions” for IDUs to consume. They argued that SIFs have helped significantly in maintaining
public order since their implementation.78

¾

An impact evaluation on SIFs in Hamburg reveals that SIF users were seldom if ever bothered by police on
patrol in the vicinity of the facility.79

¾

In Australia, the New South Wales Police Service were actively involved with the planning and
development of the SIF, as well as with the evaluation of the facility, and are supportive of the role it plays
as a public health initiative.80

¾

The Vancouver Police Department was a partner in establishing the SIF and supports the facility as part of
the four-pillar81 integrated approach to dealing with the drug problem in the downtown eastside. As noted
above, police have reported public order benefits in the wake of the opening of the Vancouver SIF.

What is the future of SIFs?
¾

Taken together, existing evidence suggests that SIFs may offer the potential to reduce risks and harms to
injecting drug users, specifically by reducing various risks associated with injecting as well as public
nuisance consequences related to public drug use. However, systematic research evidence on the direct
effects of SIFs on morbidity (i.e., infectious disease transmission) and mortality is limited at this point.
Certainly, SIFs must not be expected to constitute a single solution to intravenous drug-related health and
public order problems, but must function as part of an integrated continuum that also includes prevention,
evidence-based treatment, and other harm reduction measures such as needle exchange programs.

¾

The current lack of an explicit legal framework under which SIFs can function on a permanent basis
presents a challenge to be addressed for the future of SIFs in Canada.

¾

Constructive partnering of SIFs with the efforts of local law enforcement agencies may offer a means to
offset the negative consequences of drug enforcement for IDUs. For instance, police “crackdowns” in heavy
drug-use areas around SIFs have had the net effect of displacing IDUs to other neighbourhoods as well as
into high risk environments (e.g., back alleys, behind dumpsters, etc.).

¾

Various studies and evaluations have been conducted on the impact of at least 39 SIFs in Germany, the
Netherlands, Switzerland, Spain and Australia.82 An impact evaluation of the Vancouver facility is currently
taking place, which will provide information regarding the effectiveness of the SIF. Evidence-based studies such
as these will influence public policy decisions regarding the future availability and use of SIFs in Canada.
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