Public Policy Statement on Overdose Prevention Sites

Background
The United States has seen staggering increases in drug overdose deaths since the beginning of
the 21st century. The 12 months ending in May 2020 witnessed the largest number of drug
overdose deaths for a 12-month period ever recorded. Synthetic opioids, likely illicitly
manufactured fentanyl entering the drug supply, are the primary driver of the increase in
overdose deaths, but overdose deaths involving cocaine and psychostimulants have increased
significantly as well.1 The persistence and severity of the drug overdose epidemic calls for
innovative and patient-centered strategies to prevent deaths and reduce other harms from drug
use, while expanding access to evidence-based treatment.
A comprehensive approach to this crisis must include the full continuum of evidence-informed
services ranging from primary prevention and early intervention to treatment and recovery
support. Throughout this continuum, harm reduction principles that focus on an individual’s
humanity, preferences, and needs can be applied to maximize patient engagement and support
their health goals. People who use drugs (PWUD) and are at risk for overdose may or may not
meet the diagnostic criteria for a substance use disorder (SUD). Even among those who meet
diagnostic criteria for an SUD, some may not be seeking treatment or may not be interested in
abstinence from drug use. Accordingly, an array of harm reduction-based approaches and proven
tertiary prevention strategies focused on reducing overdose and infection transmission (such as
naloxone access and syringe services programs) are needed outside of treatment settings to help
mitigate the negative consequences of drug use.
Overdose prevention sites (OPS), also known as supervised injection facilities (SIFs) or safe
consumption sites (SCS), are places where people may consume previously obtained drugs in a
hygienic, monitored environment without fear of arrest. The term OPS focuses on the overall
purpose of these sites, and the shift to refer to them as OPS rather than SIFs or SCS reflects an
effort to reduce stigma and emphasize their public health goals. Where they exist, these sites
have been established in response to community recognition of local need. The goals of OPS are
primarily to prevent deaths and reduce harms from drug use (e.g., HIV, hepatitis B and C, and
skin infections), as well as provide linkages to treatment and/or other services, and reduce public
disorder.2 OPS are located primarily in high drug-use areas and serve marginalized and hard-toreach populations facing barriers to good health and/or safe living, including people who engage
in sex work, people who are experiencing homelessness or housing insecurity, and people with a
history of incarceration.3
Internationally, OPS are typically staffed by health professionals and case management
specialists, although some OPS also employ PWUD for peer coaching and support. These peers

support program participants in a number of ways, including educating on safer consumption
practices; distributing sterile equipment and condoms; providing naloxone kits and overdose
prevention education; facilitating access to testing for hepatitis and HIV infections; providing
supplies to test for drug contaminants; supervising the injection of pre-obtained drugs; referring
program participants to treatment and other community support services; and assisting in the
event of an opioid overdose through naloxone and/or oxygen administration and calling for
emergency medical services. 3
As of 2018, more than 100 legally sanctioned OPS have been established in Europe, Canada and
Australia. Studies of their effectiveness demonstrate that these facilities successfully attract the
most marginalized PWUD, promote safer injection conditions, enhance access to primary care,
and reduce overdose frequency.4 Additionally, the evidence suggests that these facilities have
not led to any increases in drug use or crime in the area around the OPS.3 Rather, an evaluation
of an OPS in Australia found that local residents and business operators perceived significant
community improvements five years after its opening.5
Studies assessing the acceptability of OPS among PWUD in U.S. cities have revealed high
acceptability and willingness to use an OPS. 6,7 Studies of community members and businesses
show an openness to OPS, provided that they are established with significant community
collaboration and they yield community public health and safety benefits. 8,9,10 Models of
potential OPS’ cost-effectiveness in U.S. cities estimate that OPS would not only be highly costeffective, but that they would contribute significant public health benefit. 11,12 While no
sanctioned OPS exist in the U.S., at least one unsanctioned OPS has existed in an undisclosed
city in the U.S. since 2014. Findings from the site show that there have been over 10,514
injections observed at the OPS, with 33 documented overdoses, all which were reversed by
volunteer staff and none of which resulted in transport to a hospital.13 An analysis of five years
of crime data prior to and five years post-implementation of the unsanctioned OPS found that,
on average, the number of incident reports relating to assault, burglary, larceny theft, and
robbery in the post-intervention period steadily decreased in a 500-meter radius area around the
site. 14 Crime decreased significantly faster in the intervention neighborhood as compared to
control neighborhoods.
Critics of OPS argue that their presence in a community represents a tacit acceptance by public
authorities of drug use, and that they do little to alleviate the non-medical consequences of drug
use, such as family and work-related difficulties. Moreover, in the United States, the
establishment of OPS faces several legal and regulatory barriers, at the federal, state and local
levels. Proponents of OPS point to state-level authority to legislate the creation of OPS because
of the government’s duty to protect and preserve the welfare of their citizens, including
providing reasonable public health interventions to address the host of problems associated with
drug use.15 However, the federal Controlled Substances Act (CSA) prohibits the unlawful
possession of controlled substances (21 U.S. Code § 844), and makes it illegal to knowingly open
or maintain a place that is for the purpose of using controlled drugs (21 U.S. Code § 856). Federal
authorities have argued that OPS violate these sections of the CSA,16 but federal judges have
issued conflicting opinions and OPS’ legal uncertainty remains.17 These legal conflicts have kept
state and local authorities from establishing OPS even where support may exist.18

In 2017, the American Medical Association (AMA) called for development and implementation of
pilot SIFs that are designed to generate the data needed to inform policymakers about the
feasibility and effectiveness of SIFs in reducing the harms of injection drug use.19 In 2020, public
health and medical associations, including the AMA, filed an amicus brief in support of a
proposed OPS in Philadelphia, calling OPS “a critical component of a comprehensive solution to
addressing the harms of drug use.” 20

Recommendations
Considering the rapidly rising rates of overdose deaths and currently available data on OPS,
ASAM recommends:
1) Pilot OPS should be developed and implemented in communities where there is
perceived need and local support by PWUD and other community members. Pilot
programs should be designed, monitored, and evaluated to generate data to inform
policymakers on the feasibility, effectiveness, and legal aspects of OPS in reducing
harms and health care costs related to drug use.
a) Pilot OPS should be considered a health service for PWUD that is integrated
with a larger continuum of health services, including evidence-based SUD
treatment.
b) OPS staff should be trained to forge trusting relationships with PWUD and to
help link them to a range of services, including evidence-based SUD
treatment.
2) The federal, state and local governments should take action to ensure state- or
locality-sanctioned pilot OPS can operate without fear of prosecution.
3) State and local health departments should provide regulatory oversight of any
established OPS to ensure that best practices are implemented and maintained, and
that outcomes are continuously measured.
4) Studies of OPS should seek to answer the following questions:
a) Are international outcomes replicable in the United States (for example impact
on fatal and non-fatal overdoses; emergency service calls; injection use
behaviors; crime rates in surrounding area)?
b) How does the establishment of an OPS impact the community’s health care
system and what are the best models for integration of services with area
health care systems including emergency services (EMS/Emergency
Department), hospitals and health care systems?

c) What staffing models (e.g., healthcare professionals, peer coaches, etc.) and
available services (e.g., linkages to housing or employment support, other
healthcare services, etc.) lead to the best outcomes based on the metrics
above?
5) Funding for OPS should not reduce resources that support effective evidence-based
treatment and social services needed by program participants.
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