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a b s t r a c t 

Objectives: In the context of the ongoing overdose crisis, a stark increase in toxic drug deaths from the unregulated 
street supply accompanied the onset of the COVID-19 pandemic. Injectable opioid agonist treatment (iOAT –
hydromorphone or medical-grade heroin), tablet-based iOAT (TiOAT), and safer supply prescribing are emerging 
interventions used to address this crisis in Canada. Given rapid clinical guidance and policy change to enable 
their local adoption, our objectives were to describe the state of these interventions before the pandemic, and to 
document and explain changes in implementation during the early pandemic response (March–May 2020). 

Methods: Surveys and interviews with healthcare providers comprised this mixed methods national environmental 
scan of iOAT, TiOAT, and safer supply across Canada at two time points. Quantitative data were summarized using 
descriptive statistics; interview data were coded and analyzed thematically. 

Results: 103 sites in 6 Canadian provinces included 19 iOAT, 3 TiOAT and 21 safer supply sites on March 1, 
2020; 60 new safer supply sites by May 1 represented a 285% increase. Most common substances were opioids, 
available at all sites; most common settings were addiction treatment programs and primary care clinics, and 
onsite pharmacies models. 79% of safer supply services were unfunded. Diversity in service delivery models 
demonstrated broad adaptability. Qualitative data reinforced the COVID-19 pandemic as the driving force behind 
scale-up. 

Discussion: Data confirmed the capacity for rapid scale-up of flexible, community-based safer supply prescribing 
during dual public health emergencies. Geographical, client demographic, and funding gaps highlight the need 
to target barriers to implementation, service delivery and sustainability. 
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On March 11, 2020, the World Health Organization declared COVID-
9 a global pandemic ( World Health Organization, 2020 ), prompting
overnments around the world to close borders, redeploy healthcare
roviders to prioritize COVID-19-related needs, and shutter or decrease
n-person capacity for healthcare and social services ( Berglöf, 2020 ;
anadian Community Epidemiology Network on Drug Use, 2020 ;
ukovi ć & Stojkovi ć, 2020 ; Public Health Agency of Canada, 2020 ).
hese restrictions inadvertently exacerbated the ongoing North Amer-

can overdose crisis, leading to increased toxicity in unregulated drug
upplies in many regions, and more people using alone ( Canadian Com-
unity Epidemiology Network on Drug Use, 2020 ; Genberg et al.,
021 ; Public Health Agency of Canada, 2020 ). In the United States,
ver 94,000 people died of apparent toxic drug poisoning in the 12
onths leading up to January 2021, the highest annual figures on

ecord ( Ahmad, Rossen, & Sutton, 2021 ). In Canada, which has also
een hard-hit by the ongoing overdose crisis, 5148 apparent opioid tox-
city deaths occurred from April-December 2020, representing an 89%
ncrease from the same period in 2019 (2722 deaths) ( Public Health
gency of Canada, 2021 ). Fentanyl is a major driver in this surge even
efore the pandemic ( Ivsins, Boyd, Beletsky, & McNeil, 2020 ), as well as
timulants more recently, with 87% and 59% of opioid toxicity deaths
n the first half of 2021 involving fentanyl and stimulants, respectively
 Government of Canada, 2021b ). 

In autumn 2020, the Canadian government endorsed a spectrum
f treatment and harm reduction approaches to address the crisis,
ncluding prioritizing “safer supply ” as a primary focus to reduce
arm and improve health outcomes for people who use drugs (PWUD)
 Hajdu, 2020 ; Woo, 2020 ). Safer supply is defined by Health Canada
s a pharmaceutical-grade alternative to the unregulated drug supply
 Hajdu, 2020 ). The Canadian Association of People Who Use Drugs, a na-
ional organization of PWUD, includes the terms “legal ” and “regulated ”
n its definition, and extends the goals of safer supply from harm reduc-
ion and improved outcomes, to include furthering human rights and
ocial justice ( Canadian Association of People who Use Drugs, 2019 ).
ealth Canada’s medical model of prescribed pharmaceuticals formed

he basis of pre-pandemic safer supply services in Canada. Pre-pandemic
overnment action provided over $33 million toward safer supply and
rug checking programs ( Health Canada, 2019 , 2020a , 2020b , 2020c ),
hich had recently been or were in the process of being implemented.
owever, the Canadian government avoided action toward decriminal-

zation despite longstanding calls from PWUD, local and provincial med-
cal health officers and police ( Hajdu, 2020 ; Woo, 2020 ). 

The rapid publication of interim provincial risk mitigation guid-
nce by the British Columbia (BC) Centre on Substance Use in March
020 to address the dual COVID-19 and overdose public health emer-
encies marked a key shift in safer supply provision. The goals of the
o-called “risk mitigation ” prescribing were to ameliorate COVID-19-
elated harms by supporting PWUD to follow physical distancing rec-
mmendations e.g., during hotel self-isolation; and to reduce overdose
isk, by circumventing the increasingly toxic unregulated drug supply
nd associated deaths observed early in the pandemic ( Ahamad et al.,
020 ). Provincial and regional bodies in Ontario and Québec also re-
eased or updated guidance documents for safer supply and/or COVID-
9 risk mitigation prescribing in the months immediately following the
eclaration of the COVID-19 pandemic ( Canadian Research Initiative in
ubstance Misuse [CRISM], 2019a ; Goyer, Hudon, Plessis-Bélair, & Fer-
uson, 2020 ; Hales et al., 2019 ). To our knowledge, no other provinces
nd territories initiated similar actions, despite death rates increasing
ationally ( Government of Canada, 2021b ), with the highest rates ob-
erved in BC, Alberta and Ontario ( Government of Canada, 2021b ). 

Policy changes were also enacted in the province of BC that autho-
ized registered and psychiatric nurses to prescribe certain controlled
ubstances, as a means of accelerating the implementation of risk miti-
ation prescribing ( British Columbia Ministry of Mental Health and Ad-
2 
ictions, 2020 ). The BC government also released a new prescribed safer
upply policy in July 2021, with allocated funding for its implementa-
ion ( British Columbia Ministry of Mental Health and Addictions, 2021 ).
hese swift changes in response to COVID-19 transmission risk and to
xceptionally high observed overdose rates, highlighted the need to
onitor their impacts on implementation nationally in order to inform

he need for further supports. Our team’s annual national environmen-
al scan of injectable opioid agonist treatment (iOAT) and tablet-based
OAT (TiOAT) afforded the infrastructure to pursue this work. 

Members of our team from the Canadian Research Initiative in Sub-
tance Misuse network began conducting national environmental scans
n 2018 to monitor the emergence of evidence-based iOAT for addiction
 Canadian Research Initiative in Substance Misuse [CRISM], 2019b ).
OAT involves supervised dosing of prescribed injectable hydromor-
hone or diacetylmorphine (i.e., pharmaceutical-grade heroin), typi-
ally with access to wrap-around health and social services, to reduce
isk of overdose and death ( Eydt et al., 2020 ; Fairbairn et al., 2019 ). Our
econd scan (conducted in 2019) identified an emerging iOAT adapta-
ion at one of the iOAT programs: supervised tablet-based (TiOAT) hy-
romorphone taken according to client preference (e.g., intravenously,
rally) ( Eydt et al., 2020 ). This 2020 scan adds safer supply (unsuper-
ised take-home doses) ( Bonn et al., 2020 ) of a wide range of prescribed
harmaceutical medications and other substances (e.g., alcohol), for a
ore fulsome picture of the changing landscape. 

Terminology was variable across the country, with many providers,
articularly in BC, using the term ‘risk mitigation’ to refer primarily to
rescribing for the purpose of decreasing risk of COVID-19, despite the
tated goals of BC’s Risk Mitigation guidance document also including
arm reduction from overdose or toxic drug poisoning. This inconsistent
se of terms makes differentiating between the terms ‘risk mitigation’
nd ‘safer supply’ prescribing challenging. Safer supply conceptualiza-
ion in Canada and the U.S. can even include iOAT and TiOAT, when its
oal is to reduce overdose risk ( Csete & Elliott, 2021 ; Ivsins et al., 2020 ).
or the purposes of this article, we use the terms iOAT and TiOAT to
escribe supervised dosing of prescribed injectab injectable and tablet
pioids, and ‘safer supply’ as an umbrella term for prescribing unsu-
ervised doses of pharmaceutical alternatives to the unregulated drug
upply (including but not limited to opioids), which includes prescribing
or COVID-19 risk mitigation. We differentiate between safer supply and
isk mitigation only in the context of direct participant quotes. 

The purposes of this article were to: 1) describe the operational and
linical characteristics of iOAT, TiOAT and safer supply sites across
anada before and early on in the COVID-19 pandemic; and 2) explain
he reasons for the emerging changes in safer supply implementation
uring the pandemic’s first wave. Additional data on the barriers to im-
lementation and potential mitigating strategies will be addressed else-
here. 

ethods 

tudy design 

This national, mixed methods environmental scan used a single
ross-sectional survey alongside qualitative interviews about operations
t two time points (March 1 and May 1, 2020), to examine prescrib-
ng practices and services from the provider perspective. The University
f British Columbia/Providence Healthcare Joint Research Ethics Board
pproved the project, under the purview of program evaluation. The
hecklist for Reporting of Survey Studies (CROSS) was used to guide
eporting. 

ecruitment 

Recruitment through convenience sampling involved email and pub-
ic and private social media invitations based on a scoping web, primary,
nd grey literature search for authors and funding recipients working
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n relevant research and/or clinical projects, and provincial/national
rofessional associations, research networks, clinical guideline commit-
ees, PWUD/advocacy groups, health and social service providers, fed-
ral and provincial governments, and health authorities across Canada.
nowball sampling and word of mouth reached additional participants.
nclusion criteria were providers at any iOAT/TiOAT and/or safer sup-
ly site as of March 1 and/or May 1, 2020, offering prescription opioids,
timulants, benzodiazepines, alcohol, cannabis, and/or nicotine prod-
cts, with clinical and operational knowledge of the services. Prospec-
ive participants were invited to contact the study team to indicate their
nterest in taking part, in order to receive an email with the survey. Each
articipant could report on any number of sites at which they provided
ervices through a single survey or interview. Sites with more than one
rospective participant were asked to nominate one respondent based
n their knowledge of the information asked on the survey or interview,
espectively. No compensation was offered for participation. 

ata gathering 

The 9-section survey (up to 61 questions depending on the site’s ser-
ice scope) was adapted from our iOAT scans (Appendix 1) ( Eydt et al.,
020 ) and emailed to participants as a Word document. Questions in-
luded requests for quantitative data, as well as open-text responses
bout program characteristics, changes in response to COVID-19, lessons
earned, and barriers, gaps and strengths (see Appendix 1). Retro-
pective data were gathered from participants beginning in May 2020
hrough January 2021 by the second author. Data on client character-
stics were gathered for time point 1 (March 1) in keeping with previ-
us annual scan protocols. Data on service delivery models, substances,
rescribing practices, barriers/facilitators of implementation, and oper-
tional changes in response to COVID-19 for each service (iOAT, TiOAT,
afer supply) related to time point 2 (May 1). 

Individual 10-60-minute (mode ∼30) semi-structured telephone or
oom interviews were used to clarify survey responses if needed
e.g., elaborating on responses to open-ended questions, such as barri-
rs/facilitators; confirming that quantitative data referred to a specific
ite when more than one site was represented), and participant capacity
ermitting, to also gather qualitative data on factors influencing imple-
entation. The interview guide was structured based on the theoretical
omains of the Consolidated Framework for Implementation Research
 Damschroder et al., 2009 ), to probe barriers and facilitators of imple-
entation. Data on operational changes in response to COVID-19 (Mc-
rae et al., 2022), on the impact of safer supply, and on barriers and
itigating strategies for implementation will be reported elsewhere. 

All participants were invited to complete both the survey and in-
erview; however, the context of dual public health emergencies neces-
itated flexibility to support participation (e.g., completing only one,
ased on participant-determined feasibility, having different site rep-
esentatives complete the survey versus interview, and offering tele-
hone survey administration). Participants could also omit or estimate
urvey responses when data were not readily available. For sites with
nterview-only data, participants were asked priority survey questions
f time permitted (e.g., services and substances offered). All participants
ere asked to consult with wider program staff (where applicable) to

onfirm data accuracy and broaden the range of perspectives repre-
ented in the survey data. Participants were offered the opportunity
o verify the accuracy of their answers before publication. Interviewer
raining/experience (2 nd author) included 2019 scan administration and
rientation to 2020 changes. Data were stored on a secure, password-
rotected university server. 

nalysis 

Anonymized quantitative data were summarized using descriptive
tatistics in Excel. “Sites ” included: 1) each setting where a partici-
ant was offered a given service (iOAT; TiOAT; safer supply, including
3 
OVID-19 “risk mitigation ”); and 2) each service, when multiple ser-
ices were offered at one location. Transcribed interviews were analyzed
n NVivo ( QSR International, 2019 ). Safer supply and risk mitigation
odels were reported together (as “safer supply ”) because of dynamic

hifts in early-pandemic prescribing aims, which at times made differen-
iating between them challenging. Interviews were audio recorded and
ranscribed; data specific to survey questions or resulting from clarify-
ng survey responses were extracted and combined with survey data for
nalysis by two authors to address objective 1. An interpretive epistemo-
ogical lens guided the qualitative analysis ( Merriam & Grenier, 2019 ).
ualitative data were initially coded to the theoretically-derived con-

tructs of the Consolidated Framework for Implementation Research
 Damschroder et al., 2009 ) and combined with survey data on barri-
rs and facilitators of implementation (reported elsewhere). Additional
oding of data on reasons for service implementation (and on COVID-19,
argely reported elsewhere) followed by two authors to address objec-
ive 2, using directed content analysis ( Hsieh & Shannon, 2005 ). The
esulting categories were reviewed with a third author alongside the
oded data. 

esults 

ample 

The 50 participants from 103 sites included 2 survey-only respon-
ents (covering 3 sites), 17 interview-only respondents (39 sites), and 31
ompleting both (60 sites). This sample yielded both survey and inter-
iew data for 64 sites (on account of different respondents nominated for
urvey versus interview), survey-only for 3 sites, and interview-only for
5 sites. Each participant reported on between one and 14 sites, while
wo reported on all sites across a given health region, accounting in
art for the large number of sites with interview-only data. Participants
ncluded: 16 physicians, 7 nurse practitioners; 2 medical residents; 8
urses; 5 directors/leads (1 counted as a physician above); 6 managers; 6
oordinators; and 1 knowledge translation and evaluation officer. Forty-
our (85%) participants were female, the remainder male. Survey par-
icipants consulted 116 colleagues, including medical students; nursing
ssistants; pharmacists; pharmacy technicians; directors; regional harm
eduction coordinators; community action teams; outreach, harm reduc-
ion, and overdose prevention sites; and mental health, social, overdose
utreach, community liaison, personal support and peer workers; along
ith many of the roles listed for participants. Thirty-four (68%) respon-
ents consulted with colleagues to confirm data accuracy during data
athering, while 39 (75%) personally verified the data for accuracy with
he data collector prior to publication. 

rogram characteristics (from survey and interview findings) 

ervices provided at each time point. Fig. 1 presents site locations, by type
f service. Between March 1 and May 1, 2020, sixty participating sites
eported having introduced safer supply between March 1 and May 1,
020 (i.e., a 285% increase from the 21 sites in our sample reporting
ffering it as of March 1), while iOAT/TiOAT numbers remained con-
tant; no sites had discontinued pre-pandemic services at the May 1 time
oint. 

lient demographics. Client demographics were available at March 1,
020 only, and are presented in Table 1 . 

ubstances offered. At both time points, all 19 iOAT sites offered in-
ectable hydromorphone (278 clients, 69.3% of all iOAT clients); two
ites also provided diacetylmorphine (123 clients, 30.7% of all iOAT
lients); one iOAT site also offered TiOAT. All TiOAT sites provided
ablet hydromorphone. Safer supply/risk mitigation substances varied
etween provinces, though all sites provided opioids ( Table 2 ). While
reatment approaches like iOAT and TiOAT employed individualized
itration for each client, some (but not all) safer supply services use more
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Fig. 1. Participating sites. 

Table 1 

Client demographic data at time point 1 (Mar 1), by service type. 

Service iOAT TiOAT Safer supply Total 

Client 

characteristics # 

Sites reporting 
# 

Sites reporting 
# 

Sites reporting 
# 

Sites reporting 

# % # % # % # % 

Total starts 1041 18 95% 123 2 67% 298 19 90% 1468 39 91% 

Active clients 401 19 100% 82 2 67% 255 17 81% 738 38 88% 

Waitlist count 441 5 26% 42 1 33% 228 5 6% 711 11 26% 

Mean age [range] 46[17-70] 8[12] 42%[63%] 40[21-26] 2[2] 67%[67%] 42[18-63] 7[16] 33%[76%] 44[17-70] 17[30] 40[70%] 
Gender % M 68% 15 79% 60% 2 67% 63% 15 71% 69% 32 74% 

% W 32% 40% 36% 33% 

% T < 1% 0% 2% < 1% 

% Indigenous 29% 9 47% Unknown 0 0 23% 15 71% 26% 24 56% 

% Non-Indigenous 71% 82% 71% 

Total # of sites 19 3 21 43 

Note: Total starts = # clients ever accessing prescriptions; # active clients = # clients accessing services within 1 week of the scan reference date; M = man; 
W = woman; T = transgender, non-binary, Two-Spirit, genderfluid. Missing data were omitted when calculating means, ranges and proportions. 

Table 2 

Available safer supply/risk mitigation substances by region. 

Available Substance TOTAL British Columbia Alberta Ontario Québec Atlantic Provinces 

Time point Mar May Mar May Mar May Mar May Mar May Mar May 

Opioids 21 81 2 56 0 1 15 17 2 3 2 4 

Benzodiazepines 4 24 0 17 0 0 0 1 2 3 2 3 

Stimulants 5 56 1 47 0 1 2 2 0 3 0 3 

Cannabis 2 14 0 2 0 0 0 9 0 3 0 0 
Alcohol 8 27 0 14 0 0 8 9 0 3 0 1 

Nicotine products 9 25 0 13 0 0 9 9 0 3 0 0 
# of sites 21 81 2 56 0 1 15 17 2 3 2 4 

Note: Bold font denotes increases by second scan reference date. Opioids included hydromorphone (Dilaudid, generic, 
contin), morphine (Kadian, M Eslon), methadone, Sublocade, Suboxone, fentanyl (patch, IV), and oxycodone. Specified 
benzodiazepines included Lorazepam, Clonazepam, and Diazepam. Specified stimulants included dextroamphetamine and 
methylphenidate. Alcohol included beer and wine. Nicotine products included nicotine patches and gum, cigarettes, and 
nicotine cessation medication. 

p  

t  

i  

d
 

p  

q  

1  

a

S  
rotocolized dosing (i.e., set dose across clients), while still enabling the
ailoring of dosing to meet clients’ needs more effectively (e.g., adjust-
ng dosing for concurrent opioid and benzodiazepine use, services not
iscontinued if days were missed). 

Table 3 reports on other quantifiable service delivery model com-
onents at participating sites, including settings, pharmacy model, fre-
 d  

4 
uency of care, and funding sources. Differences between time points
 and 2 are indicated, where data were available. These characteristics
re described below. 

ervice delivery models. Existing safer supply sites on March 1 included
edicated private practices, mobile outreach, machine-dispensed,
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Table 3 

Service delivery model components, by service type. 

# (%) ∗ reporting, by type of 

service iOAT TiOAT Safer Supply Total 

Service delivery model/setting Mar & May 1 (no change) Mar & May 1 (no change) Mar 1 New as of May 1 Combined 

Comprehensive, dedicated iOAT 
clinic 

3 (16%) 1 (33%) 0 2 (3%) 6 (6%) 

Hospital-based 2 (11%) 0 2 (10%) 1 (2%) 5 (5%) 

Pharmacy-based 0 0 0 0 0 

Dedicated safer supply clinic 0 0 1 (5%) 0 1 (1%) 

Prescriber’s private practice 0 0 4 (19%) 5 (8%) 9 (%) 

Mobile outreach 0 0 1 (5%) 1 (2%) 2 (2%) 

COVID-19 isolation unit 0 0 0 2 (3%) 2 (2%) 

Vending machine dispensing 0 0 1 (5%) 0 1 (1%) 

Embedded in existing services – – – – –

Housing 5 (26%) 0 3 (%) 4 (7%) 12 (12%) 

Hospice 1 (5%) 0 1 (5%) 0 2 (1%) 

Shelter 3 (16%) 0 4 (19%) 0 7 (7%) 

Primary care clinic 0 0 1 (5%) 19 (32%) 20 (%) 

Community health centre 4 (22%) 0 5 (24%) 3 (5%) 12 (12%) 

Addiction treatment program (e.g., 

oral OAT clinic) 

0 0 0 25 (42%) 25 (19%) 

Harm reduction program (e.g., 

overdose prevention/supervised 

consumption site) 

2 (11%) 2 (67%) 0 3 (5%) 7 (7%) 

Intensive case management team 0 0 0 4 (7%) 4 (4%) 

Youth program 0 0 0 2 (3%) 2 (2%) 

Mental health program 0 0 0 7 (12%) 7 (7%) 

Perinatal clinic 0 0 0 1 (2%) 1 (1%) 

Number reporting 19/19(100%) 3/3(100%) 21/21 (100%) 60/60 (100%) 103/103(100%) 

Pharmacy model May 1 (no change from Mar 1 reported) 

# (%) ∗ reporting, by type of 

service 

iOAT TiOAT Safer Supply Total 

Onsite pharmacy 8 (44%) 2 (67%) 24 (55%) 34 (52%) 

Hospital pharmacy partner 2 (11%) 0 4 (9%) 6 (9%) 

Community pharmacy partner 5 (28%) 1 (33%) 5 (11%) 11 (17%) 

Informal relationship with some 
pharmacies 

0 0 1 (2%) 1 (2%) 

Patient choice 3 (17%) 0 26 (59%) 29 (45%) 

Delivery available 5 (28%) 0 15 (%) 20 (31%) 

Number reporting 18/19(95%) 3/3(100%) 44/81(54%) 65/103(63%) 

Frequency seen by prescriber May 1 (3 sites reported decreased frequency by May 1) 

# (%) ∗ reporting, by type of 

service 

iOAT TiOAT Safer Supply Total 

Every 6 weeks or less 0 0 4 (11%) 4 (7%) 

Every 4 weeks 0 2 (100%) 21 (60%) 23 (41%) 

Every 2 weeks 0 1 (50%) 16 (46%) 18 (32%) 

Weekly 0 0 21 (60%) 21 (38%) 

More than once per week 19 (100%) 0 2 (6%) 21 (38%) 

Number reporting 19/19(100%) 2/3(67%) 35/81(43%) 56/103(54%) 

Funding sources May 1 (No change reported for Mar 1 sites) 

# (%) ∗ reporting, by type of 

service 

iOAT TiOAT Safer Supply Total 

Federal government 1 (5%) 0 3 (4%) 4 (4%) 

Provincial government Ministries 9 (47%) 0 0 9 (9%) 

Health authorities 12 (63%) 3 (100%) 10 (12%) 25 (24%) 

Community partners 6 (32%) 1 (33%) 2 (2%) 9 (9%) 

Private donations 0 0 2 (2%) 2 (2%) 

Patient fees 0 0 2 (2%) 2 (2%) 

No funding 0 0 64 (79%) 64 (62%) 

Number reporting 19/19(100%) 3/3(100%) 81/81(100%) 103/103 (100%) 

Note: iOAT = injectable opioid agonist treatment; TiOAT = tablet-based iOAT; % add to more than 100% where more than one model was reported at a site; % represent 
only the proportion of those reporting. 
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i  
ospital-based, and embedded services in hospices, shelters, primary
are clinics, community health centres, addiction treatment, and harm
eduction programs. By May 1, 2020, the survey data identified that new
afer supply sites were also embedded in youth or mental health ser-
ices, perinatal care clinics, overdose prevention/supervised consump-
ion sites, oral OAT, iOAT and TiOAT clinics, and intensive case man-
gement teams. 

requency of care. Many safer supply/risk mitigation sites offered flex-
bility in care frequency, ranging from weekly to monthly prescriber
heck-ins to monitor client goals and health, based on client stability and
5 
rescribed medication(s), while the TiOAT sites reported once or twice
er month appointments. Three sites reported decreased frequency of
are with the onset of the pandemic, as well as shifting to virtual care
or some or all appointments. This approach differed significantly from
OAT programs where supervised dosing occurred two to five times per
ay. 

harmacy models. Pharmacies included onsite pharmacies (e.g., in hos-
ital settings), partnered (formal or informal partnerships established
y the service to provide a single location that either provided the med-
cations to the service site, or accepted clients to go and receive their
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oses), or client-selected (i.e., their preferred local pharmacy in the com-
unity). One of the new sites (for risk mitigation) had all medications
elivered to clients quarantined in a motel. The machine-dispensed ser-
ice offered prescribed opioids for up to 15 clients without the barriers
f daily witnessed doses or check-ins, which had been the norm for most
rograms pre-pandemic: 

“They don’t need to wait in line, no one needs to know that they’re actu-

ally picking up, when they’re picking up. Someone can come in and grab

their meds for the day in the morning and then go to the work for the

rest of the day. They don’t have to leave work 3 times a day. So, there’s

the dignity in choice in giving people back their schedule and their life,

and also just trusting that those who are accessing it know what’s best for

them. ”

Participant 42

hifts in prescriber approaches. Prescribing in response to COVID-19 and
ts impact on risks to people who use drugs emerged organically, at
imes “flying under the radar ” [Participant 40] to avoid clinic oversight.
ne prescriber referred to their pandemic practice as “guerilla-style ”
rescribing: 

“The model is basically not in the clinic. It started off really guerilla style

at the homeless encampment that was set up in April/May to encourage

some degree of isolation, and so we were just there in a pop-up tent.

Luckily it was warm, and now that it’s getting colder, it’s done out of one

of the mental health outreach [programs] – it’s not really associated with

my clinic. ”

Participant 32

Lack of clear endorsement by regulatory bodies, and the perceived
nacceptability of safer supply by colleagues, shifted somewhat with the
andemic, as described by another prescriber when asked when they
egan safer supply prescribing: 

“Well, honestly, without telling anybody, like three years ago maybe…I’ve

always been really wanting to do more harm reduction and fearful of

my license or other people knowing about what I’m doing because of the

[political] climate, but I think there’s way bigger, way bigger appetite

[since the pandemic]. It’s kind of ‘cooler’ now. ”

Participant 36

Others described informal networks collaborating to provide safer
upply/risk mitigation in the absence of formal training for what they
onsidered to be a new approach: 

“Because it’s a novel program, we’re coming up with never-before-seen

circumstances or marginal cases that need discussion, so it really helps

a lot [to be connected]. And having a variety of different perspectives.

I mean we have [nurse practitioners] and the balance of the prescribers

are [nurse practitioners], but there’s a couple of physicians on board as

well, and we have nurses and we have harm reduction workers from all

over the city which really allows us to get a broader picture of what the

community needs, as well as getting different perspectives on questions. ”

Participant 12

unding. Dedicated pre-pandemic funding for iOAT and TiOAT pro-
rams was typical, and was obtained from provincial health ministries,
ealth authorities and/or community partners, with one program re-
eiving federal funding. In contrast, pervasive lack of dedicated funding
or safer supply meant new safer supply services were typically folded
nto existing funding structures, causing significant resource strain: “It’s
he funding pieces that have been like the hardest. So, like funding for
taff, funding for a supervised model which we still don’t have, funding
or the medication. ” [Participant 1]. Another participant [13] reported
I think we could run a lot more efficiently if we had more support, like
n [electronic medical record], more staff, more time, more clinic time
vailable, just everything would help. So, we’re working within that. ”
6 
Unfunded programs accepted new safer supply clients despite full
aseloads for their other services (e.g., iOAT, OAT), or relied on dona-
ions and volunteer support to operate: 

“There’s been a lot of in-kind support or we couldn’t have done this. But

no, nothing [in terms of funding], even simple things like paying for the

rent of the room we had…No, it’s been a struggle to get any kind of

resources. “

Participant 43 

This lack of funding had implications for providing services: “It’s just
eartbreaking when you know that there are so many people that could
enefit from this, but I just don’t have enough funding to let everybody
n it. ” [Participant 10]. 

Existing funding requirements also impeded providers’ ability to de-
iver the level of care they felt was important and required, with respect
o safer supply: 

“Any of those changes have to go through our funder and we have to

build up quite a case for why we want to do this and you know, what the

evidence behind that is and what this will look like, and there’s a lot of

things to work through, and so it creates a lot of difficulty in being able

to accomplish the kind of care that we want to accomplish with people,

and to build and evolve the program into something that’s going to better

meet people’s needs. ”

Participant 18 

Where they did exist, safer supply funding sources included provin-
ial health ministries, health authorities, community partners, federal
overnment, private donations, and patient fees. This new funding, in
ome cases long-sought, was only available because of the pandemic: 

“Funding has been a challenging piece to obtain, for sure, and it wasn’t

until the pandemic that that was approved. And with funding comes all of

the resources that were needed. We knew that we needed a more compre-

hensive wrap around care model and we weren’t able to do that without

the funding. ”

Participant 16 

ncillary services. Ancillary services and staffing ranged from one pre-
criber with minimal supports (more common for safer supply services),
o onsite wraparound health and social services (more prevalent in
OAT/TiOAT services). Fourteen (13.6%) of the 103 sites represented
n the scan reported staffing a peer support worker, navigator, or col-
aborator at time point 2. Available referrals were reported for harm
eduction, primary care, allied and mental health, emergency care, in-
ensive and specialty care (e.g., dental, wound, infectious disease), lab
esting, outreach, shelters, spiritual/cultural services, and other social
ervices. 

easons for rapid scale-up (qualitative findings) 

Qualitative data reinforced the COVID-19 pandemic as the predom-
nant driver of safer supply/risk mitigation scale-up in Canada during
his period, because of (a) the need to address health risks from COVID-
9 itself; (b) the increasingly toxic unregulated drug supply; (c) new
andemic-specific clinical guidance that was released in some jurisdic-
ions to address these factors; and (d) pandemic-specific funding oppor-
unities that became available. These factors are discussed below, with
upporting participant quotes. 

(a) Changing perceptions about the relative advantage of safer sup-
ly (i.e., benefits with respect to preventing COIVD-19 infection, ver-
us perceived risks of providing access to safer supply) from leadership
erved as enablers: 

“With COVID…the hesitation from leadership in the health authority

went away…because of concerns about an outbreak in the shelter sys-

tem… they saw that we would absolutely have to provide [safer supply]
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to help people stay in one spot. The risks and benefits of the prescription

shifted. ”

Participant 39

(b) The target of this urgency transitioned quickly toward reducing
verdose risk, given the increased mortality observed by providers even
efore it was acknowledged by authorities: 

“Right from the very beginning we thought it was a dual pandemic, be-

cause we saw these trends early, in April. We were seeing high numbers of

overdoses week to week in our practices, so I think that hasn’t changed.

I think, yes, probably for the first couple weeks, like the second half of

March, we were thinking of COVID risk mitigation, but probably by April

we were already seeing the toxic drug supply even before it was declared,

so we really thought about it in those terms and that hasn’t changed, it’s

just gotten worse. ”

Participant 34, resident

(c) Clinical guidelines facilitated adoption for some participants. This
uidance documentation provided prescribers with formal approval to
roceed whereas without it, many had been hesitant because of the pro-
essional risk associated with offering safer supply without regulatory or
overnment approval. “People have been working on [safer supply] for
uite a while in the background, but COVID hit, and the guidelines came
ut, and people were given the freedom to immediately start doing this. ”
Participant 6, nurse practitioner]. Associated with service changes were
lso shifts in attitudes about harm reduction, towards greater apprecia-
ion of its utility as an approach to care moving forward: 

“I think harm reduction has been rolling along and becoming more and

more accepted for a long time, and then I think COVID just kind of opened

a can whoop-ass. I think it was also coincidence, but I think it definitely

did push it into [being] more acceptable. ”

Participant 36, nurse practitioner

(d) Pandemic-related funding also created opportunities to imple-
ent long-planned harm reduction services (e.g., managed alcohol pro-

ram; outreach service) that were previously unfeasible; pandemic con-
itions also averted planned TiOAT at multiple sites, potentially shaping
ervices moving forward: 

“There’re definitely groups in Ontario and Quebec who were…in the plan-

ning stages [for TiOAT], but COVID derailed all that, unfortunately…As

safe supply continues, there’s less need for [TiOAT] sites…They still play

a role, absolutely, for the people who really need that connection [to

wrap-around care], but for people who are stable, who can go to a phar-

macy every day and get carries, then that’s the best option for them. ”

Participant 19, clinic manager

And although for many prescribers COVID-19 risk mitigation was
he stimulus for adjusting their prescribing practices, three indicated
lans to discontinue post-pandemic in an effort to return to previous
rganizational protocols, or in anticipation of challenges maintaining
dequate levels of care: 

“I think we might end up not doing long term safe supply programs per se.

Because we’re concerned about sustainability. I guess typically in [clinic]

when someone is stable, we try and transition them to another clinic…but

there’s nowhere to transition people so then we’re going to have all these

people who are on safe supply with nowhere to go. So that’s the biggest

barrier. It…feels like a barrier. We’re concerned that we’ll just have too

many people and we’ll do a bad job. ”

Participant 13

Another prescriber described their current approach to easing off
afer supply services in anticipation of the end of the pandemic, to align
are with previous services, which prioritized OAT: 
7 
“We are also making a concerted effort to actually start actively weaning,

especially those who are on 8 mg 14 tablets a day, and…I started pretty

well only prescribing safe supply in addition to opioid agonist therapy and

never on its own. ”

Participant 17 

Other participants clearly intended (or hoped to be able) to continue
ith safer supply prescribing after the pandemic was over, based on the
enefits they had observed, and the influence that pandemic prescrib-
ng had on normalizing safer supply among their colleagues. As one
rescriber participant noted: 

“For most of our clinicians, it’s quite clear that you can’t just withdraw the

work the pandemic has helped us increase. As long as the black market is

contaminated, we don’t see why we should stop that…when you get used

to it and you do it and you see the effect on your patient, you never want

that to go away… so we are confident that it’s really just because it’s a

new practice, but we all discussed together that, yeah, there’s no plan on

withdrawing the practice when COVID is finished. ”

Participant 41 

iscussion 

The ambiguity we encountered in the terminologies and definitions
he participants used to describe their services, including the ways their
erceptions about risk mitigation and safer supply changed during the
arly pandemic, led us to describe iOAT, TiOAT and safer supply (includ-
ng risk mitigation) as a spectrum of service options for people who use
rugs. Differences between the treatment-based options (iOAT/TiOAT)
nd safer supply as it emerged during this time, related primarily to the
upervision of doses, how engaged clients were with ancillary services,
nd how individualized vs. protocolized the dosing was. In essence,
hese services can be seen asoptions along a continuum within a med-
cal model, from aiming to reduce substance use to reducing risk, and
rom high to low barrier for clients. As these services continue to evolve,
areful attention to the language and perceptions of both providers and
lients will be needed. 

iOAT/TiOAT programs with witnessed consumption are resource-
ntensive, which partially explains their gradual scale-up (from 11 in
018 to 19 in 2020) ( Eydt et al., 2020 ). In contrast, the rapid and sig-
ificant safer supply expansion over two months was likely enabled
y lower operational costs (i.e., no requirement for observed dosing)
nd ease of tailoring to local contexts. Service delivery models for
OAT/TiOAT in Canada are currently limited to four discrete models,
amely: 1) comprehensive, dedicated programs; 2) programs embed-
ed in existing services (5 settings [see Table 3 ]); 3) pharmacy-based
no longer in operation); and 4) hospital-based ( Eydt et al., 2020 ). How-
ver, safer supply sites displayed a far broader range of community set-
ings and medication options, as well as less demanding care frequency
han iOAT, suggesting greater capacity for versatility in where and how
ervices are provided provi (although this flexibility was only available
fter SARS-CoV2 exposure at some sites). The innovative machine dis-
ensing model, established before the pandemic, was particularly low-
arrier, cost-effective, and enabled physical distancing with minimal hu-
an resources ( Tyndall, 2020 ). 

The congruency in the proportion of male clients accessing sites as of
arch 1 and those who received emergency medical responses for sus-

ected opioid-related overdoses (68% versus 73%) suggests that these
arm reduction services are targeting the highest priority population in
erms of risk ( Government of Canada, 2021b ). In the absence of client
haracteristic data at time point 2, we are not able to speak to changes
ssociated with the pandemic. However, the meager national coverage
hrough the identified services, and the toxic drug death projections for
022 at or above current levels if harm reduction interventions are not
ncreased ( Government of Canada, 2021a ), indicate the urgency of rapid
cale-up. Quantifying the unmet demand warrants further research. Our
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artial waitlist data suggest inadequate intake capacity, although many
ites did not report because of response burden, while other sites com-
ined waitlists for safer supply and other services, kept no waitlists
nd/or reported avoided promoting their service because of limited in-
ake capacity. 

The relatively higher proportions of Indigenous clients reported
y participating sites relative to the Canadian population (at 5%)
 Government of Canada, 2018 ) may be attributed in part to priority
ccess policies at four Ontario sites. While current data on rates of un-
egulated substance use by Indigenous people in Canada is difficult
o find, rates in the U.S. were reported at 13%, compared to 8% of
hite people ( Substance Abuse and Mental Health Services Adminis-

ration, 2018 ). Priority intake policies can address health outcome dis-
arities, such as death rates among PWUD who are Indigenous observed
t five times higher than for others ( Lavalley, Kastor, Valleriani, & Mc-
eil, 2018 ). Evidence suggests that people identifying as Indigenous are

ess likely to receive substance use care, and more likely to discontinue
t ( Urbanoski, 2017 ). Recognition of the impacts of colonialism and on-
oing racism in Canada necessitate culturally tailored supports ( Nutton
 Fast, 2015 ). 

Lack of direct funding for safer supply was compounded by the ur-
ency of COVID-19-driven implementation. The disproportionate pan-
emic safer supply expansion in BC relative to other regions was likely
nfluenced by a favorable political climate; provinces with govern-
ents more resistant to harm reduction, such as Alberta and Ontario

 Gibson, 2020 ; Smith, 2020 ), saw far less uptake. Continuing program-
ing without dedicated funding is unsustainable and will be a barrier

o safer supply expansion across Canada if not addressed. 
The low reported rates of staffing of people with lived/living expe-

ience at safer supply sites warrants examination. Regional variations
n terminology may have resulted in missed data; the rapid scale-up of
afer supply and lack of funding (including for these roles) may also
e contributing factors. However, a large proportion of sites did not re-
ort having any people with lived/living experience employed at their
ites. The benefits of these “peer ” workers include increased capacity to
perate services, and ability to reach structurally vulnerable PWUD, in
ddition to fostering a safe sense of community for PWUD, supporting
ransitions to treatment, and providing low-barrier work opportunities
 Kennedy et al., 2019 ). However, low wages, burnout from chronic stres-
ors, including job precarity, trauma and grief, and limited psychological
upports are prevalent, and should be addressed as scale-up continues
 Bardwell et al., 2018 ; Olding, Boyd, Kerr, & McNeil, 2021 ). 

imitations 

We are aware of safer supply providers who did not participate; for
ome, increased pandemic and workload demands prevented participa-
ion, while for others, unwillingness related to fear of retribution from
olleagues, regulatory bodies, and/or regional governments. Because of
he ambiguous definition of safer supply within the prescriber commu-
ity, others may have been uncertain as to whether or not their pre-
cribing of unsupervised doses would be considered “safer supply ” (e.g.,
or those prescribing take-home doses of opioids for PWUD to manage
hronic pain or treat addiction, rather than to mitigate SARS-CoV2 expo-
ure risk or to reduce risk of overdose). Several sites were excluded be-
ause their services launched after May 1, 2020. Future research should
e done using other data sources when available, such as administra-
ive data sets (e.g., the coordinated national prescription monitoring
rogram that exists in the United States), to more accurately estimate
rescribing rates by region. 

Not all participants completed both surveys and interviews, lead-
ng to an incomplete data set. Potential for inaccuracies resulted from
nly three quarters of participants verifying the finalized survey data, al-
hough colleague consultation assisted in confirming its accuracy. Some
lient demographic data were too burdensome to collect in the absence
f established site evaluation procedures. Caution in interpreting quan-
8 
itative data is required, although broad colleague consultation and di-
ersity of participant roles enhanced its generalizability. 

onclusion 

This environmental scan provides the only national examination of
he rise in safer supply/risk mitigation prescribing at a critical early
hase in Canada’s COVID-19 response. This study highlighted the swift
ncrease in an adaptable and flexible form of harm reduction-based pre-
cribing during a time when PWUD were experiencing unprecedented
ncreases in harms from unregulated drug use. Given the rapid changes
n both addiction treatment and harm reduction practices and policies,
ur findings highlight the value of further research, including longitudi-
al studies to monitor changes in access to and delivery of safer supply
n the country. 
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