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Abstract North America is experiencing an overdose
crisis driven by fentanyl, related analogues, and
fentanyl-adulterated drugs. In response, there have been
increased calls for “safe supply” interventions based on
the premise that providing a safer alternative (i.e., pharmaceutical drugs of known quality/quantity, non-adulterated, with user agency in consumption methods) to the
street drug supply will limit people’s use of fentanyladulterated drugs and reduce overdose events. This study
examined outcomes of a hydromorphone tablet distribution program intended to prevent overdose events among
people who use drugs (PWUD) at high risk of fatal
overdose. Semi-structured qualitative interviews were
conducted with 42 people enrolled in the hydromorphone
distribution program. Additionally, over 100 h of ethnographic observation were undertaken in and around the
study site. Transcripts were coded using NVivo and
based on categories extracted from the interview guides
and those identified during initial interviews and
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ethnographic fieldwork. Analysis focused on narratives
around experiences with the program, focusing on
program-related outcomes. Our analysis identified the
following positive outcomes of being enrolled in the
hydromorphone tablet distribution program: (1) reduced
street drug use and overdose risk, (2) improvements to
health and well-being, (3) improvements in comanagement of pain, and (4) economic improvements.
Our findings indicate that the hydromorphone distribution program not only is effective in responding to the
current overdose crisis by reducing people’s use of illicit
drugs but also addresses inequities stemming from the
intersection of drug use and social inequality. Safe supply
programs should be further implemented and evaluated in
both urban and rural setting across North America as a
strategy to reduce exposure to the toxic drug supply and
fatal overdose.
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Background
North America is experiencing an unprecedented overdose crisis driven by fentanyl, related analogues, and
fentanyl-adulterated drugs [1, 2]. This change in the
illicit drug market poses a twofold challenge as fentanyl
is both extremely potent (estimated 50–100 times stronger than morphine) and its distribution within illicit
opioid markets varies considerably [3, 4]. People
accessing drugs from the illicit market, therefore, seldom know the strength and purity of the drugs they are
consuming, exposing people who use illicit drugs to
considerable overdose risk [3, 5, 6]. This has resulted
in a sharp increase in overdose mortality; more than
15,393 opioid-related overdose deaths have occurred
in Canada since 2016, and over 94,000 in the United
States (US) from 2017 to 2018 [1, 7]. The current toxic
drug supply is now driving the vast majority of overdose
fatalities, with 77% of opioid-related overdose deaths in
Canada in 2019 attributed to fentanyl or fentanyl analogues, and 67% involving synthetic opioids other than
methadone in the US in 2018 [1, 7].
Both the US and Canada have implemented measures to mitigate the overdose crisis, and while the
response in Canada has been swifter and more robust,
success in both countries has been limited and overdose
mortality continues to steadily climb. Indeed, Canada,
and Vancouver, British Columbia (BC), in particular,
has often played a leading role in North America’s
response to substance use, often spearheading the design
and implementation of public health measures to address drug use-related harms. Since the overdose crisis
was declared a public health emergency in BC in 2016
[8], Canada has seen, for example, the expansion of
drug-checking technologies, widespread naloxone distribution, national implementation of supervised consumption and overdose prevention sites, and expanded
access to both oral and injectable opioid agonist treatments [9–14]. Similar measures have been enacted in
the US, including expanded access to opioid use disorder (OUD) treatment by increasing buprenorphine prescribing limits for physicians (from 100-patient limit to
275-patient limit) [15] and scaling up naloxone availability [16]. However, their use and access remains
constrained by social-structural barriers including
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stigma around drug use and lack of knowledge regarding naloxone dispensing legislation and training among
pharmacists [17–20]. Although no legally sanctioned
supervised consumption sites currently operate in the
US, several cities are currently seeking approvals
[21–23]. While some face strong opposition [22, 24], a
proposed site in Philadelphia has judicial and community support [21, 23]. Of note, in both Canada and the
US, successful harm reduction initiatives, including current overdose response measures, have been galvanized
by (often drug user-led) social activist and grassroots
organizations—such as the Vancouver Area Network of
Drug Users, the International Network of People who
Use Drugs, and the People’s Harm Reduction Alliance
of Seattle, among others—and later sanctioned by
provincial/state and federal regulatory bodies. The expansion of these interventions in Canada and the US
represents an important step in addressing the overdose
crisis and reducing overdose deaths; however, they are
limited in their ability to directly intervene and prevent
overdoses altogether by addressing the fentanyladulterated drug supply.
In response to the ongoing overdose crisis, there have
been increased calls for “safe supply” interventions. Safe
supply is based on the premise that providing a safer
alternative (i.e., pharmaceutical drugs of known quality/
quantity, non-adulterated, with user agency in consumption methods) to the toxic illicit drug supply will limit
people’s use of fentanyl-adulterated drugs and reduce
overdose events [25–27]. The safe supply concept extends
the logic of using medications for the treatment of OUD—
including injectable medications as done through the former North American Opiate Medication Initiative
(NAOMI) and Study to Assess Longer-term Opioid Medication Effectiveness (SALOME) in Vancouver—by providing pharmaceutical-grade opioids as a public health
intervention to people out-of-treatment as an alternative
to illicit substance use. Alongside international randomized controlled trials and other studies [28–30], NAOMI
and SALOME have helped to establish the effectiveness
of both injectable diacetylmorphine and hydromorphone
(i.e., Dilaudid™) in treating OUD [31, 32]. Injectable
hydromorphone was recently approved by Health Canada
for the treatment of OUD [33], and a number of physicians in the provinces of Ontario and BC have been
prescribing hydromorphone tablets “off-label” to patients
considered at high risk of overdose to reduce the patients’
use of illicit drugs [34]. More recently, in response to the
intersecting overdose crisis and COVID-19 pandemic, the
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BC provincial government released risk mitigation prescribing guidelines, allowing physicians to prescribe opioids, stimulants, and benzodiazepines to reduce harms
associated with social distancing measures among people
at high overdose risk [35, 36]. This paper presents outcomes from a hydromorphone tablet distribution program
in the Downtown Eastside neighborhood of Vancouver,
Canada.

Study Setting
In 2016, the province of BC declared the overdose crisis a
public health emergency [8], with Vancouver’s Downtown Eastside neighborhood at the epicentre. The Downtown Eastside is a unique setting, characterized by a
concentrated and visible drug market and street-based
drug scene and high rates of poverty, homelessness, and
housing instability [37–39]. To meet the needs of residents, the neighborhood houses numerous social and
healthcare services for people living in poverty, including
services specifically for people who use drugs (PWUD).
Importantly, the neighborhood has a long-standing history of social activism and has been at forefront of innovative responses to drug use including Canada’s first federally sanctioned supervised injection site (Insite), opioidassisted treatment trials (NAOMI and SALOME), and
the current expansion and evolution of harm reduction
interventions, including safe supply programs [40].
Despite the proliferation of harm reduction services,
the Downtown Eastside neighborhood, and BC in general, has been one of the most severely impacted jurisdictions in Canada by overdose. There were 985 recorded overdose deaths in BC in 2019, with 85% attributed
to fentanyl and related analogues [41]. Overdose fatalities in BC are again rising, with 909 through July 2020
and recent reports showing an increase in overdose
events [41, 42], which highlights the need for additional
overdose prevention measures (e.g., expansion of drugchecking technologies, naloxone distribution, supervised consumption and overdose prevention sites).
However, socio-structural factors (e.g., stigma, community opposition, lack of community support) have limited the wider expansion of these overdose response
interventions.
In January 2019, Vancouver’s first hydromorphone
tablet distribution program began operating at the Molson
Overdose Prevention Site (OPS) and Learning Lab (“the
Molson”), located in the heart of the Downtown Eastside
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neighborhood [43]. The hydromorphone distribution program is operated by the Portland Hotel Society (PHS)
which provides housing, health, and social support services throughout the Downtown Eastside for structurally
vulnerable individuals. Situated within the Molson OPS
and staffed by a licensed practical nurse and social support
worker, the hydromorphone distribution program runs
within the operating hours of the OPS from 1:30 pm to
10:30 pm daily. Program participants receive up to five
prescribed doses of hydromorphone daily, which are distributed by the nurse and must be consumed on site. At the
time of writing, the program had 60 individuals receiving
hydromorphone tablets (which can be taken orally, intranasally, or by injection) and 10 individuals receiving
injectable hydromorphone (which can be injected or taken
orally). Tablet enrollees can receive up to 16 mg (two 8 mg
tablets) of hydromorphone each hour, for a maximum of
five 16 mg doses daily (80 mg/day). Injectable formulation
enrollees receive an equivalent amount. To prevent diversion, the hydromorphone tablets are crushed by the nurse
before distribution. Oral and intranasal consumption is
nurse-witnessed, while those injecting must use a table
within the OPS and return used injecting supplies (cooker
and syringe) to the nurse. A key feature of the Molson
hydromorphone distribution program is integration with
primary care, including an on-site physician 2 days a week
and social worker 1 day per week, as well as provision of
opioid agonist treatment.
In this paper, we present outcomes from a qualitative
evaluation of the Molson hydromorphone tablet distribution program, intended to prevent overdose events
among PWUD at high risk of fatal overdose.

Methods
Ethnographic fieldwork was undertaken in and around the
Molson between February 2019 and February 2020 and
involved naturalistic observation and unstructured conversations with program staff and participants, as well as indepth qualitative interviews with people enrolled in the
program. Ethnographic methods are commonly used in
qualitative drug and public health research, providing a
richer understanding of social phenomena by elucidating
the lived experience of study participants [44–46]. Over
100 h of ethnographic observation were conducted in and
around the study site, including within the nursing station,
OPS room, OPS waiting area, and the laneway abutting
the Molson OPS to observe participant engagement with
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the program and the Molson site. Observations focused on
operational dynamics of this hydromorphone distribution
program (e.g., hydromorphone distribution and consumption, patient-provider interactions). Observations and discussions were documented in fieldnotes following the
completion of ethnographic observation sessions which
lasted 2–3 h.
In-depth semi-structured interviews were conducted
with 42 program participants (Table 1). Interview participants were recruited at the Molson OPS by the
Table 1 Participant demographics
N
(total = 42)
Age: median (range)
Gender
Ethnicity

Housing

Income generation
(past 30 days)

Drug use (past 30 days)

Number of overdoses
(past year before program
enrollment)

44 (26–72)
Women

10

Men

32

Indigenous

8

White

33

Other

1

Apartment

10

Single room
accommodation
Shelter

18

Unhoused/outside

9

Full-time work

5

Part-time work

6

5

Drug selling

12

Sex work

1

Recycling/binning

17

Panhandling

17

Reselling goods

24

Social assistance

39

Cocaine (powder)

10

Crack

7

Heroin

30

Fentanyl

38

Other opiates

27

Crystal meth

32

Marijuana

15

“Goofballs” (heroin
and meth
combined)
0

33

22

1

7

2

5

3 or more

8

interviewers during fieldwork. Initial baseline interviews were conducted with participants shortly after
enrollment (average: 2–4 weeks), with follow-up interviews commencing 3–5 months after baseline (n = 21)
and again at 12 months (n = 6, with data collection
suspended due to the COVID pandemic). Interviews
were facilitated using an interview guide and covered
topics such as current drug use patterns, experiences
with overdose, drug treatment histories, programrelated experiences, and program impacts on health
and social harms, including overdose. Interviews were
conducted at our Downtown Eastside storefront research office, private offices within the Molson OPS,
and private clinic rooms rented by our team at a nearby
PHS building. Interviews were recorded and lasted 45–
60 min. Study participants provided written informed
consent prior to commencing interviews. Participants
received a $30 CAD honorarium for their time. The
study received ethical approval from the University of
British Columbia and Providence Health Care Research
Ethics Boards.
Interviews were transcribed verbatim and uploaded
along with fieldnotes to NVivo 12, a qualitative analysis
software program. An initial coding framework was
developed by the study team after approximately 15
interviews had been conducted and was based on categories extracted from the interview guides (e.g., “program perceptions,” “program expectations,” “perceived
outcomes”) and those identified during initial interviews
and ethnographic fieldwork. The coding framework was
revised over the course of the study as new themes and
subthemes emerged. Thematic analysis was guided by
participant narratives around experiences with the program, focusing on program-related outcomes, paying
particular attention to the intersection with structural
vulnerabilities [47, 48]. Initial study findings were presented to a Community Advisory Board comprising
people enrolled in local injectable opioid agonist treatment (iOAT) and hydromorphone distribution programs
to obtain feedback and enhance the validity of the interpretation and thematic description.

Results
Reduced Street Drug Use and Overdose Risk
For program participants, the availability of a safer,
unadulterated supply of opioids decreased their need to
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Table 2 Participant quotations

Table 2 (continued)

Reduced street drug use and overdose risk

10. Like I told you, this is the first time that I had money in years
in my pocket. Like two weeks after [social assistance] cheque day,
normally I’d be broke and I’d already be cuffing [trying to get for
free] Dilaudid on the street. I’d hit somebody up and say hey, you
know, I’m hurting. I’m sick and could you help me to cuff me a
Dilaudid till payday and I’d be already in debt, owe people money.
Because I’ve got good credit because I’m really good at paying my
bills…So now I’ve got money that I can spend on food instead of
having to waste it on that crap. (Participant 17, 49-year-old white
man)

1. Now I’m on this Dilaudid program…it’s changing my drug
use a lot, actually. Like I went from using [fentanyl] five to ten
times a day to using once a day. So, in the last month, I’ve gone
down to like just once a day, twice a day. And that’s - it’s good.
(Participant 13, 47-year-old white man)
2. I’m using way less. I’m using way less of street drugs, meth
and whatever, fentanyl, or yeah I’m using way less.
Significantly less. Yeah, I’m still using but now down 75, 80
percent, easy, yeah. (Participant 28, 58-year-old white man)
3. You know, you are not using street drugs that have, god
knows what in it. You know, fucking benzos
[benzodiazepines] and this and that. [You] find all kinds of
weird shit in there. (Participant 23, 48-year-old white man)
Improvements to health and well-being
4. I was remarking to a couple of people that two of the last three
days I’ve actually managed to eat like entire meals, you know,
and so even those little, little things are kind of gifts of the
program really because you know if I did not have access to
medications that day I would have been out hustling or
boosting [stealing] or bullshitting for the dope. So you never
get time to eat. (Participant 28, 58-year-old white man)
5. Well, I suppose I could say yes because I’m not using as
many…using needles as many times as I was in the past
throughout the day. (Participant 20, 43-year-old Indigenous
man)
Improvements in co-management of pain
6. Well if you inject it you feel it like, you know, faster. And if
you swallow of course it takes a long time to dissolve, so… but
the pain is not as much. I can like walk more and do more stuff.
(Participant 3, 66-year-old white man)
7. I was doing the injections but now I’m doing the oral, which is
two pills I get of Dilaudid, and it helps me with pain…the last
time I was in the hospital I got some oral Dilaudid, and I liked
it. It helped a lot, so I was so looking forward to it. I thought I’d
like the injections, but it turns out I do like the oral better.
(Participant 34, 58-year-old white woman)

access the illicit drug market, significantly reducing
their overdose risk. The program provided many participants a means to manage opioid withdrawal symptoms
without having to rely on illicit opioids. Participants
commonly reported using illicit opioids less frequently
since enrolling in the program (Table 2, quotes 1 and 2).
While most of the current illicit opioid supply contains fentanyl and related analogues (including
carfentanil), other drugs such as benzodiazepines have
been found in the street drug supply and increase overdose risk. Participants discussed how the program was
therefore beneficial in addressing the uncertainty of the
illicit supply (Table 2, quote 3). Most participants still
accessed the illicit drug market, for example in the
morning to avoid withdrawal symptoms, or outside
program operating hours. During ethnographic observation in the Molson OPS waiting area, participants commonly discussed not knowing what was in illicit drugs
and shared information about adulterated drugs (e.g.,
levamisole, benzodiazepines) or excessively potent fentanyl being sold in the neighborhood.

Economic improvements
8. Like say six months ago the 30 bucks I’m getting for doing
this [interview], I would have spent that on drugs. Tonight, if I
get 30 dollars, I’m going to go to McDonald’s and I’m going to
go buy myself something…I’m not going to buy drugs with
the money, I’ll tell you that. Six months ago I would have,
though, right? That’s the first thing I would have been
thinking…Now I know tonight I’m not going to be, because
I’m going to go over to the window and get my drugs, and then
I can go spend my money on me. (Participant 13, 47-year-old
white man)
9. When I used to run out of money I would do crime, right. So
that’s stopped. I’m not running out of money because this
[hydromorphone] is free, right. That’s a big bonus for me. I do
not have to decide between eating and doing dope, right. I can
do my dope here and then go eat, right. It’s working fine.
(Participant 39, 43-year-old South Asian man)

Improvements to Health and Well-being
During ethnographic observation, program participants frequently accessed the program physician
and nurses to address health concerns, such as wound
care and pain treatment. This is an important feature
of the program given that many PWUD experience
underlying and chronic health issues that go unmanaged due to the lack of adequate healthcare access
and the general mistrust of the healthcare system.
Nursing staff were also commonly observed scheduling and reminding participants about medical appointments and liaising with other medical services
on their behalf (e.g., arranging transportation to other
medical services).
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When discussing positive aspects of program enrollment, some participants described general improvements to their health and well-being (e.g., improved
nutrition and sleep) because they no longer had to spend
their time and resources trying to access illegal drugs
and/or managing opioid withdrawal through the illicit
drug market. Some participants also attributed these
improvements to reduced stress as a result of having
regular access to hydromorphone, as this alleviated concerns about needing to acquire money for drugs or
experiencing opioid withdrawal and associated drugrelated risks (e.g., injecting in unsafe environments,
rushed injections with drugs of unknown potency).
Within the broader context of extreme poverty and
housing vulnerability in the Downtown Eastside, these
improvements in sleep and nutrition were emphasized
by participants (Table 2, quote 4).
A number of participants spoke about wanting to stop
injecting—something possible within a hydromorphone
p r o g r a m t h a t g a v e t h e m a n o p t i o n to t a k e
hydromorphone tablets orally, intranasally, or by injection. One participant explained, “I’m injecting less, so
I’m putting less holes in my arms. So that’s…one positive, then” (participant 13, 47-year-old white man).
Participants commonly emphasized health improvements resulting from less frequent injecting (Table 2,
quote 5).
Improvements in Co-management of Pain
While pain management is not a stated objective of the
program, participants who experienced chronic pain
emphasized hydromorphone’s role in managing their
pain. These participants reported that they were unable
to obtain medication to manage pain from physicians
and had to resort to self-managing pain with illicit
opioids—something they acknowledged was increasingly hazardous due to fentanyl and other adulterants.
As one participant explained, “If I’m in pain, I’ll buy off
anybody and get ripped off a hundred times over”
(participant 38, 45-year-old white man). Having access
to a consistent supply of hydromorphone became an
important feature of the program, improving overall
quality of life and functioning (Table 2, quote 6).
Some participants also reported that taking the
hydromorphone orally was more effective than injecting
in alleviating their chronic pain and facilitating their
pain management, which motivated their access to the
program (Table 2, quote 7).
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Economic Improvements
Participants discussed the positive impact the program
had on their economic situation, explaining that consistent access to hydromorphone meant they were not
spending all of their money on street-purchased drugs,
allowing them to use their money for other things.
Participants described how this allowed them to use
their money to meet basic needs (e.g., purchasing food),
purchase a cell phone in order to keep in touch with
family, or save money to visit children living in other
provinces (Table 2, quote 8).
Participants recounted regular engagement in stigmatized and criminalized forms of income generation (e.g.,
informal recycling, shoplifting, sex work) to acquire
money to purchase (often small amounts) of drugs prior
to enrollment in the program—something they described as exhausting and time consuming. Participants
reported that their enrollment in the hydromorphone
program meant that their need to engage in this type of
daily “hustle” was reduced (Table 2, quote 9).
Furthermore, many participants had previously become entangled in constant cycles of debt with drug
dealers related to illicit drug purchases. Subsequently,
monthly income received from social assistance often
went directly to paying off drug debt—something that
put participants at risk of violence or withdrawal when
unable to pay. Participant described how the program
had provided them the opportunity to get out of that debt
cycle (Table 2, quote 10).

Discussion
In summary, our findings indicate that the Molson
hydromorphone distribution program not only is effective in responding to the current overdose crisis by
reducing people’s use of illicit drugs, and thereby overdose risk, but also addresses inequities stemming from
the intersection of drug use and social inequality. That
participants reported using less fentanyl since enrolling
in the program (with very few reporting an overdose
event since enrolling, and none within the OPS) suggests that safer supply programs are both feasible and
effective in disrupting people’s need to access drugs
from a toxic illicit drug supply. Additionally, participants described experiencing improvements to health
and well-being, including access to healthcare, reduced
drug injection, improvements in pain management, and
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improvements in economic security since program enrollment. While study participants were not able to
entirely cease their illicit fentanyl use due to operational
constraints (for example, needing to manage withdrawal
with illicit opioids when the program was closed, or for
whom the prescribed dose is not strong enough), our
study suggests that safer supply programs likely have
significant potential to reduce overdose events and overdose mortality rates.
Our finding that having access to hydromorphone
reduced participants’ use of illicit opioids is consistent
with other studies demonstrating a reduction of illicit
drug use when provided with a suitable alternative (e.g.,
diacetylmorphine, hydromorphone) [32, 49–52]. Indeed, studies on heroin assisted treatment in both Canada and Europe have found that diacetylmorphine is
more effective than oral methadone for reducing illicit
opioid use for many individuals [31, 49, 51, 52], indicating the need to expand opioid substitution models.
Further, our study builds on research demonstrating a
reduction in illegal activities (e.g., property crime, illegal means of income generation) among people receiving injectable opioid-assisted treatment [53–55]. This is
especially important considering the association between socio-environmental factors, such as poverty,
lack of adequate housing, and overdose risk [56–59],
and underscores the potential role of safer supply interventions to address issues at the intersection of drug use
and structural vulnerability.
That a number of study participants used the program
to self-manage pain points to the need to better understand and address chronic pain management among
PWUD. Although chronic pain is common among
PWUD [60–62], it remains inadequately treated due to
the intersection of poverty, stigma, discrimination, and
regulatory pressures, often necessitating selfmanagement through illicit drug use [63–68]. Our study
showed that inadequate pain management was common
among people accessing the program and how an unintended but important benefit of the program was addressing inequities in pain treatment among PWUD
produced by the healthcare system. Although this
emerged as a key outcome, there remains a need to
rethink and improve current pain management strategies
and prescribing policies, especially considering the role
that restrictions on prescription opioids has played in
driving the overdose crisis in North America [69, 70].
Finding ways to co-deliver complementary programming to enhance pain management, including novel
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cannabis distribution programs [71], as part of safer
supply programs might further address these needs.
Further, the integration of primary care with the program
in particular was important for participants who may
otherwise not engage with the healthcare system but felt
comfortable speaking with on-site nursing staff, physicians, and the social worker. Participants’ comfort engaging with healthcare providers within the Molson
OPS draws attention to the importance of providing
spaces in which PWUD feel safe and not exposed to
experiences of structural vulnerability (e.g., stigma, violence, arrest).
Our findings provide evidence of the need for, and
feasibility of, safer supply programs to reduce the use of
illicit drugs by directly intervening to provide an alternative to the toxic illicit drug market. Safer opioid distribution represents a novel public health intervention with
potential to directly address the overdose crisis. The
recent expansion of such programs in BC, including
recent provincial guidelines on risk mitigation pandemic
prescribing during the COVID-19 pandemic which allow
physicians to prescribe opioids, stimulants, and benzodiazepines to individuals at high overdose risk (and includes options for take-home doses and deliveries) [35,
36], indicates that wide-scale implementation in rural,
suburban, and urban setting may be possible. However,
restricting available opioids to hydromorphone, combined with a lack of broad support from the medical
community, constitutes a limitation that is constraining
the effective implementation of the risk mitigation prescribing guidelines. To fully optimize the potential public
health impact of safer supply distribution, multiple program models should be implemented, and a range of safer
opioids made available, to meet the diverse needs of
PWUD [72, 73]. However, given the currently limited
evidence of the effectiveness of opioid distribution and
safe supply programs, the implementation of these programs should be accompanied by rigorous evaluation.
Further research is also needed to determine the feasibility and effectiveness of various safe supply distribution
models, including scale-up of existing injectable
hydromorphone and diacetylmorphine programs, heroin
compassion clubs in which individuals can purchase
pharmaceutical grade opiates without risk of criminal
sanctions [74], and the “off-label” prescription of
hydromorphone and other opioids, including those nested
within existing harm reduction services, and stand-alone
locations (e.g., through automated dispensing machines
and dedicated distribution locations).
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Although the current overdose crisis in North America is largely driven by illicitly-manufactured fentanyl
and fentanyl-adulterated drugs, drug-related harms such
as overdose continue to be shaped by social-structural
forces, such as poverty, racism, and criminalization of
drugs and the people that use them [13, 75, 76]. Our
findings thus demonstrate how hydromorphone distribution programs can be understood not simply as a
source of medical-grade opioids, but also as safer environment interventions (SEI) responsive to structural
vulnerabilities of PWUD (e.g., poverty, criminalization)
[77, 78]. Attending to structural inequities is critical to
the success of SEIs given how closely intertwined experiences of structural vulnerability are with drug use
and related harms. Study participants discussed the program as addressing a variety of social and health issues,
highlighting the essential role of SEIs in improving
access to social, material, and health resources.
Our study has several limitations. First, our sample involved only a subset of individuals enrolled
in the hydromorphone distribution program and
thus may not be reflective of other program participants. Second, our study focused on a single
hydromorphone distribution program in Vancouver,
and therefore, the study findings may not be applicable to other similar programs, or programs offering other opioids (e.g., diacetylmorphine). Further,
our study was located in Vancouver’s Downtown
Eastside neighborhood, a community characterized
by high levels of poverty, homelessness, and drug
use, and our findings, including certain contextual
considerations, may not be generalizable to other
settings.
Our study demonstrates that hydromorphone distribution programs have significant potential to address the
overdose crisis by reducing people’s use of illicit fentanyl. A number of additional outcomes for program
participants were identified including improvement to
health and well-being, reduced drug injection, pain
management, and improvements to economic circumstances. Our findings further demonstrate that providing
PWUD with a reliable and safe source of drugs has the
potential to reduce harm related to social and health
inequity. Based on these findings, we suggest that similar safe supply programs should be further implemented
and evaluated across urban, suburban, and rural settings
across North America as a strategy to reduce exposure to
the toxic drug supply and by consequence fatal
overdose.
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