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Abstract

Objective In March 2025, the expiration of federal pilot funding for Safer Supply Programs (SSPs), combined with
restrictive provincial legislative changes to harm reduction service provision in Ontario, disrupted care for thousands
of clients at risk of toxic drug poisoning. This study examines the impacts of these changes on client health, social
stability, and overdose risk across a continuum of access.

Method We conducted 30 semi-structured virtual interviews between September and November 2025 with
clients who were enrolled in an SSP prior to March 31, 2025. Participants were recruited via purposive and snowball
sampling. Data were analyzed using Braun and Clarke’s reflexive thematic analysis to explore experiences across
three distinct groups: those who maintained continuity with their prescriber or SSP, those who transitioned to a new
prescriber or SSP, and those who lost access entirely.

Results Experiences of harm were directly proportional to the degree of service disconnection. Participants who
maintained access (n=10) retained clinical stability, but reported chronic anxiety and “survivor’s guilt”regarding peers
who lost care. Participants who transitioned to an alternative prescriber (n=13) experienced a “medicalization of harm
reduction” characterized by increased surveillance (e.g., urine screens, monitored dosing), revoked take-home doses,
and the loss of trusted relationships, which undermined their autonomy and stability. Those who lost access entirely
(n=7) experienced significant harms, such as the loss of an entire ecosystem of care (i.e,, medication, primary care,
and community), an immediate return to the unregulated fentanyl market, and engagement in survival strategies
that can lead to criminalization. Notably, 100% (n=5) of participants who reported an overdose following the policy
changes belonged to this group.

Conclusion The loss of federal funding for SSPs in Ontario did not solely reduce medication availability; it severed

the structural and relational network that supported participants'reintegration into health care services that they
previously felt uncomfortable accessing due to stigma, surveillance and mistreatment. Findings reveal a “continuum
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of disconnection”where the removal of wraparound supports and the reintroduction of punitive clinical practices
function as forms of structural violence. Sustainable, low-barrier models are urgently needed to prevent further

morbidity and mortality.

Keywords Safer Supply Program, Harm reduction, Drug-related harms, Overdose, Policy changes

Introduction

Canada continues to face an overdose crisis driven by a
toxic and volatile unregulated drug supply. In Ontario,
prohibitionist drug policies have contributed to an
increasingly unpredictable and evolving unregulated
drug supply composed of fentanyl and its analogues,
often in combination with sedative adulterants, such
as benzodiazepine-type compounds and xylazine [1].
The variability and unknown composition of this sup-
ply heighten the risk of overdose, prolonged sedation,
withdrawal complications, unpredictable health impacts,
and interfere with the efficacy of the overdose response
[2]. While traditional interventions, such as opioid ago-
nist therapy (OAT) have demonstrated clear benefits for
many individuals, longstanding structural, clinical, and
social barriers limit its accessibility and acceptability for
a substantial proportion of people who use drugs. These
barriers include criminalization, stigma within healthcare
settings, adverse medication side effects, rigid program
requirements, surveillance-oriented practices such as
routine urine screening, and abstinence-oriented goals
that may not align with individuals’ needs or circum-
stances [3]. Collectively, these gaps underscore the need
for alternative, low-barrier approaches that prioritize
autonomy, safety, and harm reduction.

Against this backdrop, Safe(r) Supply Programs (SSPs),
also referred to as Prescribed Safer Supply or Prescribed
Alternatives, were developed through sustained advo-
cacy by people who use drugs, harm reduction organi-
zations, clinicians, and community leaders as a critical
harm reduction response aimed at reducing reliance on
the unregulated drug supply among people at high risk
of overdose [4]. SSPs are designed as low-barrier inter-
ventions that provide access to pharmaceutical-grade
opioids without requiring abstinence, thereby sup-
porting stabilization and engagement while mitigat-
ing exposure to toxic street-acquired substances. While
medications prescribed varied by region, in Ontario
these programs typically prescribed short-acting, take-
home tablet hydromorphone (e.g., Dilaudid), frequently
alongside long-acting formulations such as slow release
oral morphine (e.g., Kadian) and methadone, distinguish-
ing them from OAT, which primarily relies on metha-
done, buprenorphine/naloxone, or extended-release
injectable formulations [3, 5-10]. While OAT medica-
tions are associated with reductions in opioid-related
mortality and improved treatment outcomes for many
individuals, retention rates remain variable and often

suboptimal across demographic and geographic sub-
groups in Ontario [11]. SSP clients frequently report
challenges with OAT, including intolerable side effects or
difficulty adhering to program requirements [5]. Emerg-
ing population-level evidence further suggests that indi-
viduals receiving safer supply experience lower rates of
opioid toxicity events compared to those initiating meth-
adone treatment, reinforcing the role of safer supply as a
complementary component within a broader continuum
of care, rather than a competing intervention [10, 12, 13].

SSPs have been associated with reductions in opi-
oid toxicity events and acute care utilization, alongside
improvements in housing stability, service engagement,
and overall predictability of drug use patterns, markers
commonly conceptualized as stabilization within harm
reduction research [14]. These programs are frequently
co-located with supervised consumption services (SCS),
drug checking, sterile harm reduction supplies, primary
and mental health care, case management, peer support,
housing navigation, and social services [5-9], differenti-
ating them from safer supply prescribers (often addiction
medicine clinicians) which offer medications without the
integrated wraparound service referrals [15]. Growing
evidence demonstrates that this “one-stop-shop” model
meets clients where they are, minimizes access barriers,
and reduces service fragmentation [16—19]. In doing so,
SSPs are associated with reduced reliance on the unregu-
lated drug supply, fewer withdrawal episodes, decreased
exposure to violence and police encounters, and reduc-
tions in emergency department (ED) visits, hospital
admissions, acute care utilization, and overdose-related
morbidity [14, 20, 21]. Despite strong evidence, SSPs
have remained contentious, politically vulnerable and
financially precarious [22]. This instability is not unprec-
edented. Harm reduction and opioid-based interven-
tions in Canada have frequently been implemented as
time-limited, pilot-based, or politically contested initia-
tives. For instance, the discontinuation of heroin-assisted
treatment trials such as NAOMI and SALOME, along-
side more recent restructuring and closures of supervised
consumption and overdose prevention services in several
provinces, illustrates how program withdrawal, and reg-
ulatory shifts have repeatedly disrupted care for people
who use drugs [23, 24]. Many of the SSPs in Ontario were
similarly established as pilot projects funded through
Health Canada’s Substance Use and Addictions Program
(SUAP), which has served as a cornerstone of federal sup-
port for innovative harm reduction initiatives nationwide
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[25]. Although SUAP funding was set to end in March
2024, it was renewed for a final year [26], allowing pro-
grams to prepare for closure before the funding officially
ended on March 31, 2025. This federal funding with-
drawal coincided with restrictive provincial policy shifts
targeted towards other harm reduction programs, such
as SCS, indirectly impacting the ability of SSPs to oper-
ate. Ontario’s decision to prohibit the co-location of SCS
within 200 m of a designated premise such as a school
or childcare centre impacted at least six SSPs across the
province as they were integrated within SCS sites affected
by this restriction [27]. The combined impact of federal
defunding and provincial spatial restrictions of SCS dis-
mantled multiple SSPs across the province, destabilizing
the care infrastructure that many people who use drugs
relied upon.

This study was designed to examine the consequences
of safer supply disruptions in Ontario in the context of
SSP federal funding withdrawal. Together, these changes
prompted urgent questions about how clients navigated
the aftermath, and whether they maintained access to
safer supply, secured new providers, or lost safer sup-
ply altogether. To understand these impacts, the study
focuses on the experiences of three distinct groups: (1)
Individuals who maintained continuity with their original
prescriber, either because their SSP secured alternative
funding sources or their prescriber continued their care
through another setting (e.g. primary care practice, pri-
vate clinic); (2) Individuals who retained access only by
transitioning to a new prescriber or SSP model; and (3)
Former clients who lost access entirely due to SSP pro-
gram closures and who were unable to secure an alter-
native prescriber. This study explores how these closures
and transitions shaped participants’ overall health, social
stability, drug use patterns, and daily lives. It also exam-
ines the relational and structural barriers they faced and
the implications of these disruptions for overdose risk
and broader well-being. The study aims to generate evi-
dence-informed insights to guide policy development,
strengthen continuity-of-care mechanisms, and support
the long-term sustainability, accessibility, and expansion
of safer supply models across Canada.

Methods

Participant recruitment and eligibility

We used a combination of purposive and snowball sam-
pling to recruit participants from across Ontario [28,
29]. Purposive sampling was used to reach individuals
with lived experience of enrollment in a SUAP-funded
SSP prior to March 31, 2025, particularly those who may
have been disconnected from services following fund-
ing and policy changes. Recruitment began by identi-
fying two “seed” participants who are members of the
study’s working group, and who were also associated
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with SSPs in two separate cities in Ontario. Both partici-
pated in the study and supported recruitment by leverag-
ing established community relationships and familiarity
with local safer supply networks to connect with hard to
reach individuals. This strategy was particularly impor-
tant in a post-closure context, where some former SSP
clients were no longer engaged with formal programs
and could not be reached. We proceeded with snowball
sampling through peer referrals which was further sup-
ported by staff at select organizations which previously
housed SUAP-funded SSPs, in two other cities, where
staff displayed recruitment posters and informed clients
about the study. We also circulated a recruitment poster
through the Substance Use Health Network (formerly the
National Safer Supply Community of Practice), thereby
expanding recruitment beyond immediate clinical set-
tings. This combined approach was used to ensure rep-
resentation across the three participant groups of interest
and helped capture some regional experiences.

Interested participants contacted the research team via
a toll-free study line or study email address. Inclusion cri-
teria included English-speaking adults (18+), who have
telephone or internet access, and have been enrolled for
at least six months in a SUAP-funded SSP prior to March
31, 2025. Once eligibility was confirmed, interviews were
either conducted immediately, or were scheduled for a
later time.

Data collection

Interviews were conducted virtually (telephone or
Webex) between September 15, 2025 and November
5, 2025, by two university-trained research team mem-
bers (JMG and AS). Each session began with collecting
informed e-consent via REDCap, and included a sur-
vey (~10 min) followed by an in-depth semi-structured
interview (~30-60 min). The survey collected age, gen-
der, location of residence (grouped into Central, North-
ern, Southeastern, and Southwestern Ontario based on
the Map of Ontario Regions) [30], housing status, name of
SUAP-funded SSP accessed prior to March 31, 2025, con-
tinuity of SSP enrollment (whether they are accessing the
same prescriber or SSP, an alternative prescriber or SSP,
or have no access), length of SSP enrollment, and whether
or not participants had access to health and social ser-
vices (e.g. primary care), harm reduction services (e.g.
SCSs and harm reduction supplies), and treatment ser-
vices (e.g. OAT or detox) before and following March
31, 2025. All data was entered directly into a secure web
application, Research Electronic Data Capture (REDCap)
[31]. The interviews explored transitions to alternative
SSPs or prescribers, disruptions or continuity in medi-
cations and service access, and health and stability out-
comes. See Additional file 1 for the full semi-structured
interview guide. Participants received $50 honoraria for
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their participation in the study via e-transfer or Money-
Gram. Some participants provided staff email addresses
for accepting the e-transfer on their behalf. For confiden-
tiality, each participant was assigned a unique partici-
pant ID, which was linked to their data. Interviews were
audio-recorded for transcription purposes.

Throughout the recruitment and interview period, the
research team met regularly to debrief emerging insights,
assess data quality, and evaluate thematic sufficiency.
The research team brought interdisciplinary expertise in
harm reduction, health policy, and qualitative research,
and included members with lived and living experience
of substance use. Reflexive notes were taken during and
after interviews to document preliminary interpretations
and contextual observations, and were used throughout
analysis to support reflexive interpretation and attend
to the influence of researcher positionality [31]. Recruit-
ment was paused once the team agreed that no new
conceptual insights were arising from the three distinct
groups.

Data analysis

Survey data collected through REDCap were exported
into Excel and examined using descriptive statistics. Fre-
quencies and proportions were calculated for all close-
ended items to provide an overview of participants’
demographic characteristics, length and location of SSP
enrollment (both before and after the expiration of SUAP
funding), and service use patterns.

All qualitative interviews were professionally tran-
scribed and subsequently reviewed by a member of the
research team to ensure accuracy, completeness, and the
removal of any identifiable information. Transcripts were
uploaded into NVivo (Version 15) for analysis.

An initial coding framework and draft codebook were
developed collaboratively based on the study’s research
questions, early analytic patterns emerging from the
interviews, and observations documented during team
debriefings. To ensure experiential validity and relevance,
the preliminary codebook was then reviewed by two
research team members with lived and living experi-
ence (NK and AC), who assessed whether the proposed
codes resonated with real-world safer supply experiences
and the language used by participants. Reflecting the
complexity of participants’ narratives, the codebook was
intentionally organized using a hierarchal, multi-level
structure, grandparent, parent, and grandchild codes, to
support both broad thematic mapping and fine-grained
analysis [32].

Broad, overarching codes represented the highest-
level of conceptual domains relevant to the study, such
as experiences with safer supply access, impacts of clo-
sures, drug use patterns, service access, drug-related
harms, and quality of life. These categories captured the
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overarching spheres of participant experience following
changes to SSP funding and policy.

More specific codes within each category, referred to
as the parent code, allowed the team to examine whether
an impact occurred and in what domain. For instance,
changes in SSP medication access, barriers to service use,
changes in overdose risk, or impact on mental and physi-
cal health.

Codes which specified the directionality, nature, or
specific sub-patterns of these impacts (e.g., increased
vs. decreased access to primary care, reduced dose,
increased reliance on the unregulated drug supply, loss
of carries, increase in EMS contact), enabled comparison
across the three post-closure access groups and allowed
for more nuanced distinctions in how participants were
affected.

This tiered structure supported a layered analytic pro-
cess, enabling the team to identify both cross-cutting
structural themes and divergent experiences across par-
ticipants who maintained the same prescriber, transi-
tioned to a new prescriber, or lost access entirely.

The finalized codebook was applied to all transcripts by
one research team member (JMQ) to ensure consistency
in coding. To assess consistency in code application, a
second researcher (AS) independently coded a subset of
transcripts (20%) [33]. Interrater agreement was exam-
ined using Cohen’s kappa, calculated at the code level and
then averaged across codes to provide an overall estimate
of agreement. This process yielded a mean kappa value of
0.78, indicating substantial agreement between coders.
Any discrepancies were discussed and resolved through
consensus, supporting analytical rigour and shared inter-
pretive understanding.

Two study participants engaged in a member-check-
ing process to ensure that the analytic approach, cod-
ing structure, and interpretive language resonated with
participants’ lived realities [34]. They independently
reviewed and coded a subset (10%) of transcripts to
evaluate whether the codebook and interpretations
by the research team members aligned with their own
experiences. Differences in interpretation were resolved
through dialogue in team meetings, deepening reflexivity
and strengthening the analysis by ensuring participants’
lived realities were accurately represented.

Following coding, a consolidated analytic “Master
File” was created summarizing findings from all parent,
child, and grandchild codes. The research team reviewed
this file alongside reflexive notes taken during data col-
lection and a preliminary themes document to identify
overarching themes and patterns across the dataset.
Thematic analysis was conducted iteratively, informed
by Braun and Clarke’s reflexive analytic approach [32],
and employed both inductive and deductive strategies
to explore the range of impacts. Themes were evaluated
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Table 1 Participant socio-demographic characteristics
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Table 2 Continuity of SSP or prescriber access by location of

Socio-demographic characteristics N % residence
Gender Maintained Maintained Lost Total
Woman 17 57% access: access: access
Man 9 30% Same .SSP or leferent.SSP
) Prescriber or Prescriber
Non-Binary 2 7%
y Central 8 (40%) 11 (55%) 1(5%) 20
Two-Spirit 1 3%
Southeastern 0 (0%) 1 (100%) 0(0%) 1
Transgender T 3%
Ethnicity Southwestern 2 (50%) 1 (25%) 1(25%) 4
North 0 (0% 0 (0% 5 5
White (European descent) 20 67% orthem (0%) (©0%) (100%)
Indigenous (First Nations/Inuit/Metis) 9 30%
Black (African/Afro-Caribbean/African-Canadian descent) 1 3% . L. .
) : i ) Participant characteristics and SSP access overview
Middle Eastern (Arab/Persian/Afghan/Egyptian/Iranian/ T 3% Partici 6l
Lebanese/Turkish) art{CIPantpro es ) )
Other: Mixed 1 3% Participants’ average age was 46.6 years. Most self-identi-
Housing Status (past 30 days) fied as women (7 =17/30; 57%), white/European descent
Own home or apartment (rent/own) 95 83% (n=20/30; 67%), and were stably housed (1 =25/30; 83%).
With parents, relatives, or friends (not paying rent) 4 13% See Table 1 for an overview of participant characteristics.
In a shelter or transitional housing program T 3%
In a hotel or motel (paid by self or with assistance) 1 3% SSP enrollment information and continuity of access
On the street, in an encampment/park, in a car,or other 1 3% At the time of the interviews, the majority of partici-
place not meant for sleeping pants reported being connected to a SSP or prescriber
Geography (n=23/30; 77%), while the remaining seven participants
Central Ontario 20 67% (23%) reported no longer having access. Among those
Northern Ontario 5 17% who maintained access, 13 (57%) had transitioned to a
Southwestern Ontario 4 13% different SSP or prescriber, whereas 10 (43%) continued
Southeastern Ontario T 3%

based on analytic significance and conceptual contri-
bution rather than frequency alone. Less prevalent pat-
terns were discussed in team meetings to determine
whether they reflected idiosyncratic experiences or illu-
minated structurally meaningful dynamics, particularly
among marginalized subgroups. Where such themes
provided important insight into inequities or differential
impacts, they were retained in the analysis despite lower
saturation.

Analytically, the team adopted a pragmatic epistemo-
logical stance, focusing on how participants navigated
real-world harms following the policy change [35]. This
orientation guided our examination of the practical,
social, and health-related consequences among those
who (1) were able to maintain continuity of access to the
same prescriber (2) were able to maintain continuity of
access by transitioning to different prescribers or pro-
gram models, and (3) lost access to safer supply due to
program closures. Our aim was to generate findings rel-
evant to ongoing policy debates and the design of future
harm reduction and drug policy interventions.

Findings

The following descriptive survey data are presented to
contextualize the qualitative findings and illustrate pat-
terns within the sample.

with the same program or prescriber as before.
Patterns of continuity varied across regions within this
sample (see Table 2).

Drug use patterns

Almost one-third (n=9/30; 30%) of participants reported
increased use of unregulated drugs, the majority (n=7/9;
78%) of which were among participants who had lost
access entirely. 17% (n="5) reported experiencing at least
one overdose after March 31, 2025, all (n=5/5; 100%) of
which were among those who had lost access to safer sup-
ply. A small number of participants described changes in
their route of administration, including switching from
smoking to injection (n=3; 10%), injection to smoking
(n=2;7%), and swallowing to injection (n=1; 3%).

Service access

Prior to March 31, 2025, most participants reported
access to harm reduction services, including SCS (n=25;
83%), drug checking (n=24; 80%), and harm reduction
supplies (n=27; 90%). Following changes to SSP fund-
ing and related policies, fewer participants reported
access to these services, where 23% (n=7) had access to
an SCS, 40% (n=12) had access to drug checking, and
70% (n=21) had access to harm reduction supplies. See
Appendix A for the breakdown of service access prior to
and following the policy change.



Ali et al. Harm Reduction Journal (2026) 23:107

Qualitative findings

Participants’ experiences following the funding and
policy change varied widely depending on the degree of
continuity they were able to maintain. Participants were
categorized into one of three distinct groups based on
their continuity of care: (1) those who remained with the
same prescriber, (2) those who transitioned to a new pre-
scriber, and (3) those who lost SSP or prescriber access
altogether. Across these groups, the severity and nature
of impacts followed a clear gradient, shaped by different
continuity in core elements of SSPs, including stability of
prescribed medications (e.g. take home doses), access to
wraparound services, and the preservation, or erosion, of
trust in prescriber relationships.

Continuity amid uncertainty: remaining with the same
prescriber

Participants who retained access through their existing
prescriber represented the most stable group, describ-
ing smooth and minimal disruptions in care following the
policy change.

Many participants emphasized that their prescribers
shielded them from the emotional and administrative
burden associated with navigating new systems. As one
participant described: “It [transition] was seamless for me
in the sense that the program tried to figure everything out
for me and make it as easy as possible. They took the brunt
of it” (Participant 1, Central Ontario). Others expressed
relief that their prescriber continued supporting them,
without which they would have faced enormous chal-
lenges securing an alternative prescriber. One participant
explained:

“I would have been scrambling around like a bat out
of hell if she [prescriber] had decided not to. I don’t
know what I would have done, but it would have
been really messy for me to find a doctor that writes
scripts, especially for the amount of Dilaudids that I
do. No family doctor is really going to do that unless
they're educated in the safe supply” (Participant 23,
Central Ontario).

For this group, prescriber continuity was essential to
avoiding intense emotional stress.

Seamless access to their prescriber allowed participants
to maintain their daily routines and sense of safety, par-
ticularly with respect to their medication access. Many
participants reported no changes in their prescriptions,
continued access to take-home doses (‘carries’), and no
change in pharmacy pickup and in-person visits. As one
participant described: “Nothing’s really changed. I go once
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every six weeks. I still get my carries because I haven'’t
peed dirty ever. So I get my carries, and it’s just a routine,
right? I have a specific time, I go, and I get my script, and
it’s pretty much without a hitch” (Participant 23, Central
Ontario). Another participant noted how this consis-
tency provided relief, and continuing to have access to
their medication was seen as ‘life-saving’: “It’s been a real
lifesaver for me to access the medication I need and not
get stuck without” (Participant 19, Central Ontario).

Because access to prescribed medication remained
intact, most participants in this group did not return
to the unregulated drug market, emphasizing that their
safer supply medication replaced their reliance on the
unregulated drug supply, thereby mitigating overdose
risk associated with an unpredictable supply. As one
participant noted: ‘I don’t do any street drugs anymore,
so there’s not that danger [of overdose]. I have a set sched-
ule. How I do my pills, I'm on a set schedule. And I'm very
regimented like that. Because it's working” (Participant 23,
Central Ontario). Accordingly, participants generally did
not attribute any increase in overdose risk to their SSP or
prescribed medications. Several emphasized the protec-
tive effect of oral medications due to expanded options
provided, such as Dilaudid, rather than injecting: “I don’t
even think I have an overdose risk, because I take my med-
ication exactly how I'm supposed to and I take it orally.
I don’t shoot anything. So I don’t really see myself having
an overdose. I don’t see that in my future” (Participant 5,
Southwestern Ontario).

Despite this continuity, some participants lost access
to on-site wraparound supports following the end of fed-
eral funding and provincial policy changes restricting co-
located safer supply services. As a result, they described
heightened overdose risk stemming from increased
structural exposure to harm. This was particularly related
to the lack of access to harm reduction services and sup-
plies they once relied on as part of the integration of SSPs
within larger health organizations providing multiple
harm reduction services. As one participant explained,
obtaining sterile equipment now required navigating
unfamiliar locations, which felt stressful and burden-
some: “[My mental health] has [changed], because it’s a
stressful experience to go where I have to go now for the
[harm reduction] equipment” (Participant 30, Central
Ontario). Heightened overdose risk was especially rele-
vant for those that lost access to a SCS, as one participant
noted: “/My risk of overdose] changed now because there’s
no [SCS] anymore, where people can go use injection
where it's safe, right. But they can’t now. It's more over-
doses happening” (Participant 22, Central Ontario). Loss
of ‘one-stop-shop’ access to harm reduction, primary
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care, and mental health supports - core components of
many SSP models - created new stressors and heightened
overdose risk for some.

In addition to some participants losing access to wrap-
around support and services, the majority of participants
in this group carried significant emotional strain from
witnessing peers lose access to their safer supply. Despite
having access themselves, participants felt disappointed
in the government for taking away funding from many
SSPs, noting the benefits they have had on many clients:
“I'm disappointed about the whole thing, when they took
it [SSP] away, there are more people who are overdosing
every day. Not just that, just the bond that you have or
friendships with the staff, it’s just because the fact is it’s
safer. And the government took it away” (Participant 22,
Central Ontario). They recognized that those who lost
access entirely will likely return to the unregulated drug
supply and felt fearful of the outcomes: ‘I think, for peo-
ple that had to shift entirely into a destabilized market
and illicit fucked up toxic supply. They’re overdosing and
they’re dying” (Participant 1, Central Ontario).

Many also described profound worry about the future
and ongoing fear that their own stability could be
abruptly taken away, due to the precarity of the programs.
They articulated deep mistrust toward government
decision-making and a sense that SSPs were perpetually
under attack: “I still have that worry about the freaking
government and the power they have to say nope, it’s [SSP]
gone, and then just not making Dilaudid anymore, just for
the hell of it. There’s that fear that lingers” (Participant 26,
Southwestern Ontario).

Overall, participants who remained with the same
prescriber experienced the greatest stability, but their
accounts reveal that prescriber continuity alone did not
eliminate the emotional and structural burdens imposed
by the political instability surrounding SSPs, particularly
as it relates to the withdrawn access to wraparound ser-
vices and fear of loss of safer supply.

“Like starting all over again”: transitioning to a new
prescriber

Participants who transitioned to a new prescriber occu-
pied a precarious middle ground, some of their experi-
ences shaped by disrupted continuity in medication or
prescriber access, resulting in a degraded form of care,
while others retained access to relatively the same medi-
cation. Despite having some form of medication and pre-
scriber access, this group often lost many key elements
of SSPs, such as integrated wraparound services and
take-home doses. They also experienced inconsistent
clinical approaches in terms of surveillance practices and
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appointment scheduling, creating a form of instability
that differed qualitatively from the relative security expe-
rienced by those who kept their prescribers.

For a small portion of this group, their new prescriber
maintained the same medications and dosing schedules
they had previously received. These participants empha-
sized the relief of not having their regimen altered, as
one participant explained: “The prescription was exactly
the same. I picked up right where I left off. I didn’t notice
any differences” (Participant 5, Southwestern Ontario).
Another noted that they also retained long-earning privi-
leges such as take-home doses, or ‘carries™ “It’s [medica-
tion] pretty close to the exact same [...] He gives us our
carries, he gives us take-homes, where if I had to go on
vacation, he would be able to give us carries for a long
period of time” (Participant 20, Central Ontario).

However, a larger group of participants described pro-
cedural and structural barriers in the transition to new
prescribers. For instance, many reported that while they
maintained access to long-acting medications, their
take-home privileges were reduced or revoked entirely:
“When you first change over, there’s no longer what they
call carries. So that made it so that you have to go [to
the pharmacy] every single day” (Participant 12, Central
Ontario). Another participant discussed how drastic
this change was, going from 30 Dilaudids at their SSP to
none under the regiment of their new prescriber: “I had
access to more of them [Dilaudids], and now I can’t access
them at all [...] I was getting 30 of them before” (Partici-
pant 25, Central Ontario). Participants also described an
increase in in-person appointments and heightened sur-
veillance, such as video check-ins and monitored dosing
environments. As one participant explained: “Pre-closure
was great [...] then it went to twice a week to the doctor
and going [to the pharmacy] every day. Now I go every
two days [to the pharmacy] and see the doctor every two
weeks” (Participant 13, Central Ontario). Another high-
lighted complete violation of human rights, using inva-
sive and disciplinary control and surveillance practices:

“There’s a high level of surveillance there around
cameras in the kind of restroom where you leave
your sample. And they like to do these, sometimes
do these over the phone, like Zoom-type software, at
home, like, once or twice a week to see if you're hav-
ing your dose. So on that end of the surveillance, that
cannot be the most comfortable situation” (Partici-
pant 10, Central Ontario).

Increased appointments were especially burdensome
for participants balancing work, caregiving, and other
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responsibilities. Daily or unpredictable appointment
schedules were incompatible with employment or fam-
ily obligations, and the rigidity of new systems left little
room for participants’ lived realities. As one participant
explained: “I'm not someone that’s homeless and can sit
around all day waiting for my script [...] I have a kid, a
job, a mother to take care of, and a husband. I don’t have
time to sit around at a doctor’s office all day” (Participant
6, Southeastern Ontario).

Changes in dosing, surveillance, and scheduled
appointments were interpreted as signals of mistrust and
misunderstandings about the purpose of safer supply.
The majority of participants in this group emphasized
that they had spent years building trust, credibility, and
stability with their previous prescribers, describing the
transition as a complete reset of hard-earned autonomy,
as one participant expressed: “He [prescriber] has talked
about decreasing my Dilaudid since the start, which I'm
like, why take on Safe Supply clients if you weren’t going
to do safe supply?” (Participant 14, Central Ontario).
Another participant echoed this loss of trust with their
new prescriber: ‘I feel like everything that I've worked
towards and all of this trust that I've built... I'm right back
where I started” (Participant 3, Central Ontario).

Beyond medication changes, participants described the
abrupt loss of wraparound supports that had anchored
their previous SSPs. As one participant put it: ‘T don’t
have access to a psychiatrist anymore, so if anything did
happen... I wouldn’t be able to go anywhere about it” (Par-
ticipant 6, Southeastern Ontario). Another participant
shared how finding housing and a job was more difficult
without the social supports offered at their previous SSP:
“Everything [services] was all wrapped up in a nice, pretty
bow, right? If you wanted a resume or if you just needed
help with housing or any of it, you could just do it all right
at [previous SSP]. So right now, it's a slow process” (Par-
ticipant 12, Central Ontario). The loss or reduced access
to harm reduction services, such as harm reduction sup-
plies pushed them back into riskier drug use practices,
such as needle reuse: “I used to get a box of clean needles
every time, now they give me five... I've had to reuse the
same kits several times, and they get barbed and start to
hurt” (Participant 14, Central Ontario).

Participants highlighted how the closures had elimi-
nated multiple harm reduction and drug checking sites
across the city, significantly limiting options and forcing
people to rely on an increasingly contaminated supply:

“The main thing is just accessibility. Before, there
were several [drug checking] places that I could go to
that were open and had longer hours of operation.
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Obviously, because of the closures, there are just

fewer places to do drug checking now, which is really
unfortunate because I know there’s a lot of really bad
stuff out there. I'm sure that’s what'’s causing a lot of
the ODs. It's just that there’s a lot of garbage. And if
you can'’t find out what's in it, it’s just — it’s like Rus-
sian Roulette. You're always taking a chance” (Par-
ticipant 20, Central Ontario).

Participants’ experiences with the unregulated drug
supply in this group were mixed but often reflected
increased vulnerability. Some decreased their use due
to heightened fear of contamination in the unregulated
supply. As one participant explained: “If anything, it [loss
of access to drug checking] has made me decrease the
amount [of drugs] that I've used because better safe than
sorry type thing” (Participant 14, Central Ontario). Oth-
ers within this group described increased use in response
to reduced medication doses, elevated stress, or the loss
of ancillary supports: ‘T use [street drugs] a lot more now.
The Dilaudids really helped, right?” (Participant 25, Cen-
tral Ontario).

Collectively, these accounts illustrate that transitioning,
due to a lack of choices, to a new prescriber created its
own form of instability. It uprooted established relation-
ships, reintroduced punitive and medicalized controls,
fragmented previously integrated care, and increased
exposure to the risks that their SSP was designed to
prevent. For many, the process felt like “starting all over
again,” not just in their clinical regimen but in rebuild-
ing trust, navigating services, and attempting to regain a
sense of safety.

“Everything was just gone”: losing access entirely
Participants who lost all access to safer supply, which
included all participants residing in Northern Ontario -
described the most severe and immediate harms follow-
ing program closures. For these individuals, the closure
of their SSP represented far more than the discontinua-
tion of medication; it signified the loss of an entire eco-
system of care, trust, and stability. The disappearance
of these programs left participants without medication,
connection to health and social supports, and the sense
of safety that had accompanied their engagement in care.
Participants consistently described the closures as cata-
strophic and life-altering, marking a return to precarity,
chaos, and intense vulnerability after years of progress.
Without access to a SSP, increased reliance on the
unregulated drug supply was universal among this
group. Participants described a rapid escalation in use
and often experiences of resumed use into unregulated
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fentanyl use. As one participant explained: “7 went down
to not doing some carfentanil [before the closure], but I'm
all back up to a half gram a day. You never know when
your next blast may be your last” (Participant 9, North-
ern Ontario). Others described the overwhelming pull
back to daily consumption of the unregulated drug sup-
ply and the psychological distress that accompanied it: “/
just want it [drugs] more, it’s like I use a lot more and I'm
doing more like all the time, I guess physically or mentally,
I want it all the time” (Participant 18, Northern Ontario).

Losing access to their SSP also meant losing the struc-
ture that had kept drug use manageable and predict-
able. Participants described an immediate shift back to
chaotic consumption patterns, risky improvisation, and
unsafe practices they had worked hard to leave behind.
As one participant explained: “Using old needles, using
dirty needles [...] It's really shitty and it’s really pain-
ful. It’s really worrisome and it’s not comfortable. And it
hurts, it physically hurts using old needles, and the men-
tal anguish it causes is no fun either” (Participant 18,
Northern Ontario). The disappearance of harm reduction
services alongside their SSP forced participants to rely
on unknown and volatile substances, often using drugs
alone. One participant summarized the lethal uncer-
tainty of using drugs alone, but does so in order to pre-
vent theft: “You never know if you get something, a good
batch, you're fucked. And they say 70% of people die by
using alone. But sometimes it’s better to use alone because
when you wake up, you still got your shit” (Participant 9,
Northern Ontario).

This group also described significant increases in drug-
seeking behaviors. The stabilizing effect of safer supply,
where participants reported no longer needed to steal or
engage in criminalized survival strategies to obtain drugs,
disappeared as soon as access to the SSP ended. Partici-
pants described being pushed back into desperation: “I'm
stealing more, and I am conniving, and I'm always looking
for a hustle... I robbed somebody... I don’t do that. Like,
I robbed. That’s a big one for me because I've never done
that before” (Participant 18, Northern Ontario). Others
discussed the legal consequences of this return to sur-
vival mode: ‘I got arrested for selling drugs because I had
a habit to support” (Participant 21, Central Ontario). The
loss of their SSP reintroduced harms not tied to drug use
itself, but to the criminalized and dangerous conditions
under which participants were again forced to survive
due to losing access to a stable dose of pharmaceutical
opioids.

Geography further magnified these harms. In North-
ern communities, like Thunder Bay, where services
were already limited, the closure of the only SSP (where
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the only SCS in the region was also forced to close)
eliminated the only accessible one-stop-shop for harm
reduction, primary care, and mental health supports.
Participants explained that there were no alternate pre-
scribers, no referral pathways, and no comparable ser-
vices in their region: “There isn’t the safe place to use
anymore [...] we're a lot more vulnerable because we don’t
have the access to those services or the friendships we had
made with each other either” (Participant 29, Northern
Ontario). Another participant described reduced access
to harm reduction supplies as a fundamental issue: “7
could get them [harm reduction supplies] at three in the
morning if I needed them before. Now I can’t, they’re not
there anymore” (Participant 18, Northern Ontario).

As stability collapsed, participants experienced rapid
and significant declines in their physical and mental
health. Many shared stories of untreated infections,
recurring abscesses, weight loss, and the general dete-
rioration that comes from relying on a contaminated
supply without the support of their SSP: “I've lost a ton
of weight again. The abscess on my hip is coming back”
(Participant 8, Northern Ontario). Others discussed a
profound decline in their mental well-being. The sud-
den loss of structure, support, and connection left many
feeling hopeless and alone: “I just don’t have the support
in the community that I had when I was in the program”
(Participant 29, Northern Ontario). Some participants
described spiraling into crisis, including incarceration
directly tied to the SSPs disappearance, as they were
essentially forced to make a decision, stop using alto-
gether, or use from the unregulated supply, as described
by the following participant: “Mentally I wasn’t prepared
to quit... I ended up going to jail several times after the
program [SSP] closure” (Participant 21, Central Ontario).

Importantly, participants emphasized the emotional
and relational rupture resulting from the loss of a safer
supply. Participants described SSPs as communities,
places where staff checked in on them regularly, helped
coordinate appointments and ensured safety. The clo-
sures severed not only access to care but also social rela-
tionships with peers, staff, and a community of support.
Losing the program meant losing this sense of connec-
tion: “Wed have arts and crafts and stuff like that and
whatnot, movies and everything. You kind of go to the
laundry around there, and you drink coffee and shoot the
shit with people that are basically similar, similar prob-
lems to yours [...] until it all went away. I see people once
in a while, but they ain’t better than they were. Actually,
a couple of them died” (Participant 9, Northern Ontario).
This loss produced deep grief and a sense of being aban-
doned by the system: “What the fuck am I going to do? I
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don’t want to go back to what I was doing, like to what 1
was like before, like with the chasing the drugs to fucking
getting money, buying drugs, using drugs, getting money,
buying drugs. Like a 24 hour thing. I was fucking tired. I
was sick and tired” (Participant 18, Northern Ontario).

Participants also described how being forced back into
public, highly visible drug use heightened stigma and
social hostility among the general public: “There’s defi-
nitely some [stigmal] there. I see it in the way they [general
public] look at me, like my hygiene and stuff[...] .... there’s
times when it gets out of hand and then I feel the stigma
from the public” (Participant 7, Northern Ontario). With
fewer indoor spaces to use safely, many used in public
areas, leading to increased judgement, and discrimina-
tion, as discussed by the following participant: “I feel like
were not part of society and that they [general public]
think that we're all just one way and that we choose to do
drugs” (Participant 21, Central Ontario).

Collectively, these accounts depict the SSP closures
as a cascading series of losses: not only of loss of access
to safer supply medications, but also loss of access to
harm reduction programming and supplies, community,
dignity, safety, and hope. This was not merely a policy
change; it was the unraveling of the fragile stability that
had allowed the participants to survive. By forcing indi-
viduals back into dangerous drug markets, survival
strategies that can lead to criminalization, and profound
isolation, these disruptions illustrate the catastrophic
consequences of withdrawing essential health services
from people already navigating multiple, overlapping
inequities, by removing multiple protective layers at
once.

Discussion

This study illustrates the profound social, clinical, and
structural harms that follow the closures of SSPs in
Ontario. While public and political debates frequently
reduce SSPs to a question of medication provision, our
findings demonstrate that these programs operated
as complex, ecosystem-based models of care centered
around flexible dosing regiments, connections to wrap-
around health and social services, and trusting prescriber
relationships. The closures destabilized participants’ lives
not merely through the loss of pharmaceutical opioids of
known dose and composition, but through the disman-
tling of relational, structural, and environmental supports
that underpinned their safety, stability, and dignity. By
examining experiences within three distinct groups, from
those who maintained continuity with their prescriber, to
those who were forced to transition to a new prescriber,
and to those who lost access entirely, our study reveals
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how fragility is produced not only by drug toxicity, but
by drastic policy changes, the withdrawal of services, and
the erosion of trust in health and government systems.

Consistent with emerging Canadian and international
research [5, 36, 37], participants in our study described
their SSP as operating within, and partially buffering,
the broader risk environments in which participants use
drugs. Rhodes’ risk environment framework conceptu-
alizes drug-related harm as shaped by interacting social,
political, economic, and institutional conditions [38]. In
this study, the risk environment refers specifically to the
local service ecosystems and provincial policy context
in Ontario, including criminalization, funding instabil-
ity, and the increasingly toxic drug supply. Interestingly,
despite our diverse sample (women and Indigenous peo-
ple comprising a large portion of the study population),
our findings did not reveal any themes in which the risk
environment was influenced by gender or ethnicity.

SSPs did not eliminate these structural conditions,
however, they functioned as stabilizing infrastructures
within them. By providing low-barrier medication access,
supervised consumption, and harm reduction supplies,
for instance, they mitigated exposure to environmen-
tal and everyday risks that otherwise heighten overdose
and instability [5, 37, 39, 40]. When funding expired and
policy restrictions led to program closures, these buffer-
ing mechanisms were withdrawn. In this sense, the policy
shifts removed protective service infrastructures thereby
amplifying vulnerability within precarious social and
structural conditions [5, 41, 42].

SSPs actively modified participants’ risk environments
by providing low-barrier access, not only to medications,
but ‘one-stop-shop’ access to wraparound services such
as harm reduction supplies, SCSs, primary care, mental
health services, and peer support. There is a substantial
evidence base showing that integrated harm reduction
environments improve engagement, reduce overdose
mortality, enhance mental health, and strengthen trust in
the healthcare systems [5-9, 43]. By integrating multiple
supports into one program, they reduced the structural
drivers of harm, including food insecurity, homelessness,
criminalization, stigma, and the volatility of the unregu-
lated drug supply. Importantly, these benefits arise not
only from the provision of safer, prescribed medications,
but from the structural supports within which they are
delivered [5-9, 16—20, 37]. These accounts illustrate this
clearly; even among those who maintained medication
continuity, the loss of integrated wraparound care intro-
duced new risks, burdens, and forms of instability. This
shift underscores that continuity of medication does not
necessarily translate into continuity of care; the broader
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ecosystem of access to wraparound health and social
services that made safer supply stabilizing has also been
weakened among those who have had continued access
to medication.

The removal of these supports can be understood as a
form of structural violence, the production of prevent-
able harm through political and institutional decisions
that disproportionately impact marginalized groups
[44]. Scholars have long noted that when harm reduc-
tion infrastructures are withdrawn, preventable inju-
ries, deaths, and social suffering increase [41, 45, 46].
Our study’s findings echo this pattern. The closures dis-
mantled the very environmental conditions that allowed
safer supply medications to produce stability, safety, and
connection to care. In their absence, participants were
pushed back into riskier patterns of use, injecting without
sterile equipment and relying on the unregulated drug
supply- behaviors strongly associated with increased
likelihood of harm, including overdose, infection, and
police interaction [47, 48]. Studies from British Colum-
bia, Scotland, the United States, and Australia show
that when services such as drug checking, peer support,
mental health care, and sterile equipment distribution
are detached from medication programs, the protective
effect of the medication itself diminishes substantially
[19, 49-51].

In addition to the loss of access to critical wraparound
services, the majority of participants experienced what
can be understood as policy-induced trauma. This
describes the emotional, psychological, and relational
harms that arise not only from service loss, but from the
chronic uncertainty surrounding SSPs in Canada. Even
those who retained their prescribers reported anticipa-
tory anxiety around the precarity of SSPs, feeling simulta-
neously protected and distressed while witnessing peers
suffer. These findings echo literature on policy precarity
in harm reduction [52-54], which shows that insecure or
politically contested interventions generate chronic stress
and undermine the sense of safety these programs aim
to cultivate. For instance, many SSPs in Canada operated
under pilot program funding, such as SUAP funding, cre-
ating a sense of precarity from the beginning. Temporary,
time-limited, pilot funding signalled to people who use
drugs that continuity of care was never guaranteed [52].
As aresult, people who use drugs were unsure of whether
they would have access to their SSP as the expiration of
funding approached, causing stress and anxiety, particu-
larly over the loss of prescribed medications and a poten-
tial return to the unregulated drug supply [5]. Similarly,
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harm reduction has recently been contested in Alberta,
with the government banning the prescribing of safer
supply and transitioning to the Narcotics Transition Ser-
vices model, a limited model where access to safer supply
has been dramatically reduced [55]. While this model is
the only available option for safer supply in that jurisdic-
tion; it is offered solely as a temporary, short-term bridge
to OAT, and clients must have a failed OAT attempt in
order to qualify for this service. It is unclear what effects
this transition has had on people previously accessing
SSPs; while no reports or evaluations have been made
public on clients’ transition to this new model of care,
one former patient has launched a court challenge to the
Alberta policy [55, 56].

The experiences of participants who transitioned to
new prescribers following SSP closures may also reveal
a deeper structural problem. For some, the fragmenta-
tion that occurred through transitions effectively rein-
troduced the punitive and paternalistic dynamics long
critiqued within traditional drug treatment systems. The
surveillance-oriented requirements described by partici-
pants, including fewer or no take-home doses, observed
urine sampling, and observed dosing, reflect what previ-
ous research has identified as the “disciplinary underpin-
nings” of conventional treatment models, such as OAT
[57, 58]. These systems often frame drug use through a
lens of individual risk, deviance, and compliance, rather
than as a response to structural conditions of violence,
poverty, and an unregulated drug supply. Daily-witnessed
dosing, unpredictable wait times, and rigid appointment
requirements effectively bind people to clinical schedules
in ways that undermine personal, financial, and social
responsibilities, thereby posing barriers that often limit
client retention and engagement [59]. Witnessed urine
drug screening, experienced by some participants who
transitioned to an alternative prescriber, goes against
guidelines which explicitly state that this form of con-
trol violates clients trust, privacy, and respect and can be
traumatizing, or re-traumatizing among those who have
histories of sexual assault [60]. As such, the tightening of
clinical control in these transitions represents not only
a procedural change but also a philosophical retraction
from the non-judgemental, low-barrier, meeting people
where they are at, harm reduction ethos that safer supply
embodied [61].

Critically, participants who transitioned to a new pre-
scriber illustrate the consequences of similar surveil-
lance-oriented requirements, whereby harm reduction
programs became subsumed into risk-averse medical
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models that prioritize surveillance over autonomy [57,
59]. When SSPs are relocated from integrated harm
reduction environments to more conventional clinical
addiction medicine settings, the intervention becomes
subject to medical norms that are fundamentally at odds
with core harm reduction principles (low-barrier acces-
sibility, relational trust, and nonjudgmental engagement).
The removal of take-home doses and increased surveil-
lance demonstrates a shift toward control-oriented care
that eroded stability and positioned clients as inherently
risky subjects requiring constant monitoring [62]. Par-
ticipants’ accounts of experiencing a “complete reset”
in their care relationships reflect a profound rupture
in trust. This rupture is particularly concerning given
evidence demonstrating that trust is one of the stron-
gest predictors of retention, reduced overdose risk, and
health system engagement among people who use drugs
[63, 64]. Harm reduction scholarship further emphasizes
that relationships within care environments function as
enabling conditions, shaping whether services are expe-
rienced as safe, accessible, and supportive [65, 66]. In this
sense, the loss of relational continuity represents more
than a change in prescriber; it constitutes the erosion of
social infrastructure that supports stability. Within this
context, the restructuring of SSPs undermined a key pro-
tective mechanism, thereby increasing vulnerability.
Geographic inequities emerged as a particularly con-
sequential dimension of harm. Although participants
from rural Northern Ontario constituted a smaller (z =5)
proportion of the sample, the uniformity and severity of
their experiences (100% loss of access) was characterized
by complete loss of safer supply access and associated
services. Unlike participants in urban settings, who often
retained some form of continuity or alternative path-
ways to care, those living in Northern communities such
as Thunder Bay described the end of the only local SSP
and the wraparound services embedded within it. The
end of the SSP coincided with closure of the supervised
consumption site, and loss of access to harm reduction
supplies, and drug checking due to provincial closures
of SCS that occurred concurrently with the end of fed-
eral SSP funding, with no comparable services available
elsewhere in the region [67, 68]. The consequences of
this loss were both immediate and compounding. Partici-
pants described being forced back into the unregulated
drug market while simultaneously losing access to sterile
equipment or supervised environments, a convergence of
risks that dramatically heightened vulnerability to over-
dose, infection, and other drug-related harms. These
findings align with a robust body of Canadian and inter-
national literature demonstrating that rural and northern

Page 12 of 18

communities experience disproportionate harm follow-
ing the withdrawal of harm reduction services, due to
limited service density, lack of redundancy, and struc-
tural barriers to accessing alternative care. In these con-
texts, the closure of a single site does not create a service
gap but eradicates the local harm reduction ecosystem
entirely [3, 69].

These harms must be understood within the broader
provincial policy context. Across Ontario, the loss of
federal funding for SSPs and the closure of SCSs due to
provincial legislation coincided with the government’s
introduction of Homelessness and Addiction Recov-
ery Treatment (HART) Hubs, as an abstinence-oriented
model [70]. While several harm reduction-embedded
programs were banned from operating in organiza-
tions that received HART Hub funding, these hubs did
not offer equivalent services, notably excluding needle
exchange programs, supervised consumption, drug
checking and safer supply prescribing [71]. Advocates,
researchers and community organizations across Ontario
have criticized this shift, and an independent auditors
report substantiated these concerns, concluding that the
transition away from SCSs occurred without adequate
planning, consultation, or risk management [72-74].
Critically, the report found that the province proceeded
with these changes despite acknowledging that people
who use drugs would face increased overdose risk, a find-
ing that was highlighted among participants in this study.
While this restructuring affected communities across
Ontario, its consequences were profoundly uneven. In
urban centres, service density sometimes allowed for par-
tial substitution, whereas in Northern regions, where ser-
vices were already sparse, the same policy shift resulted
in the near total elimination of harm reduction infra-
structure. For Northern participants in particular, this
policy realignment transformed an already fragile system
into one of complete absence, amplifying risk, isolation,
and preventable harm.

Collectively, these findings reveal that SSP closures
reintroduced the same structural conditions, criminal-
ization, unpredictability, and service fragmentation that
fuel Canada’s overdose crisis. In effect, the removal of
safer supply re-intensified the risk environment [38],
pushing participants back toward the unregulated sup-
ply and severing the relational and environmental pro-
tections that had reduced overdose risk. To address this,
harm reduction service access must be scaled up, not
down, especially in rural and remote regions of Ontario.
Finally, even participants who maintained continuity
with their prescribers discussed ongoing stress and anxi-
ety surrounding the SSP closures. Many perceived their
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programs as perpetually precarious, given the instability
of SSP funding models, which caused uncertainty and
fear regardless of medication continuity. This anxiety
was not experienced as speculative, but as grounded in
a broader history of abrupt service withdrawals and pol-
icy reversals affecting people who use drugs, reinforcing
a sense of institutional unpredictability [23]. They also
expressed disappointment in the government for clos-
ing such vital programs and were concerned about those
who lost access, understanding the harms of returning
to the unregulated drug supply. As such, funding models
must be sustainable and supported by the government to
mitigate the threats and uncertainties that clients of these
programs often face. Without continued access, SSP cli-
ents are forced back to the unregulated market where
their risk of overdose increases.

Limitations

Several limitations should be considered when interpret-
ing these findings. First, the requirement for telephone or
internet access to participate in virtual interviews likely
excluded individuals experiencing most acute structural
vulnerability, including those who were unhoused, street-
entrenched, or without consistent access to communica-
tion technologies. Although some participants were able
to access a telephone or computer with assistance from
staff at a CHC, the relatively high proportion of partici-
pants reporting stable housing (83%) suggests that the
severity of harms experienced by those with lower social
stability may be underrepresented in this sample.

Second, the geographic distribution of participants was
uneven, with the majority residing in Central Ontario
(67%), where the majority of SSPs were concentrated.
While the study included participants from Northern
Ontario (17%), the limited sample size from rural and
remote regions constrains the ability to fully capture
the depth and variability of service disruptions in these
settings.

Third, recruitment relied on participants’ ability to
proactively contact the research team. As a result, indi-
viduals who experienced the most catastrophic outcomes
following SSP discontinuation or transition, such as fatal
overdose, prolonged hospitalization, or incarceration,
were unable to participate. This survivorship bias may
lead to an underestimation of the full extent of harms
associated with service withdrawal.

Finally, the study relied on self-reported, retrospective
accounts of experiences before and after changes to safer
supply access, which introduces the potential for recall
bias. However, given the salience and emotional intensity
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of program closures and transitions described by par-
ticipants, these accounts nonetheless provide critical
insight into the lived consequences of policy and funding
changes.

Conclusion

The study illustrates that the end of pilot federal funding
for safer supply that resulted in the closure of programs
offering comprehensive, wrap-around services repre-
sented a reversal of many gains SSPs worked to address.
Those who lost access entirely were forced back to the
unregulated drug supply, resulting in destabilized drug
use patterns and increased reliance on coping strategies
that can lead to criminalization. Their risk of overdose
also rose, revealing that the absence of safer supply is not
a neutral baseline, but a harmful condition that produces
predictable health, social and criminal consequences.
Even those with continued access, whether through the
same or an alternative prescriber, described some form
of destabilization. Those who transitioned to an alterna-
tive prescriber experienced unpredictable appointment
scheduling and returns to high surveillance practices
which were incompatible with their lives and reflected
mistrust between themselves and their prescriber. Stress
and anxiety were nearly universal regardless of continu-
ity. Even those with continued access feared that they
could still lose their program due to the precarity of SSPs
and expressed concern over the health and wellbeing of
their peers who had lost access.

Ultimately, the dismantling of SSP funding in Ontario
did not merely reduce medication availability; it desta-
bilized the structural scaffolding that made safer supply
effective in the first place. The forced removal from pro-
grams reduced access to supervised consumption, drug
checking, primary care, and other health services and
social services, which participants described as essen-
tial for their health and wellbeing. This highlighted the
crucial protective, social, and structural infrastructure
that SSPs played. This underscores a critical insight for
future policy: the success of safer supply hinges not only
on medication continuity, but on the preservation and
expansion of the integrated, relational, and low-barrier
environments that provide an expanded range of phar-
maceutical medications and enable people who use drugs
to survive within an increasingly lethal drug landscape.

Appendix A
See Table 3
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Table 3 Wraparound Service Access Prior to and Following SSP Closures
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N %
Supervised Consumption/Inhalation Service (SCS)
SCS Accessed Prior to SSP Closure
Yes 25 83%
No 5 17%
Access to SCS elsewhere Since SSP Closure
No, but I am interested in accessing this service 13 43%
No, I am not interested in accessing this service 10 33%
Yes 7 23%
Opioid Agonist Treatment (OAT)
OAT Accessed Prior to SSP Closure
No 18 60%
Yes 12 40%
Access to OAT elsewhere Since SSP Closure
No, I am not interested in accessing this service 22 73%
Yes 8 27%
Injectable Opioid Agonist Treatment (IOAT)
IOAT Accessed Prior to SSP Closure
No 28 93%
Yes 2 7%
Access to iOAT elsewhere Since SSP Closure
No, I am not interested in accessing this service 25 83%
No, but I am interested in accessing this service 5 17%
Drug-checking Services
Drug-checking Accessed Prior to SSP Closure
Yes 24 80%
No 6 20%
Access to Drug-checking elsewhere Since SSP Closure
Yes 12 40%
No, but | am interested in accessing this service 10 33%
No, I am not interested in accessing this service 8 27%
Substance Use Counselling (SUC)
SUC Accessed Prior to SSP Closure
No 16 53%
Yes 14 47%
Access to SUC elsewhere Since SSP Closure
No, I am not interested in accessing this service 13 43%
No, but | am interested in accessing this service 11 37%
Yes 5 17%
Not sure 1 3%
Primary Care
Primary Care Accessed Prior to SSP Closure
Yes 24 80%
No 5 17%
Access to Primary Care elsewhere Since SSP Closure
Yes 19 63%
No, but I am interested in accessing this service 7 23%
No, I am not interested in accessing this service 4 13%
Case Management
Case Management Accessed Prior to SSP Closure
Yes 19 63%
No 10 33%
Not sure 1 3%

Access to Case Management elsewhere Since SSP Closure




Ali et al. Harm Reduction Journal (2026) 23:107

Table 3 (continued)

Page 15 of 18

N %
No, but | am interested in accessing this service 13 43%
No, I am not interested in accessing this service 11 37%
Yes 5 17%
Not sure 1 3%
Recreational/Drop-in Programming
Recreational Programming Accessed Prior to SSP Closure
Yes 16 53%
No 14 47%
Access to Recreational Programming elsewhere Since SSP Closure
No, but | am interested in accessing this service 13 43%
No, I am not interested in accessing this service 12 40%
Yes 5 17%
Harm Reduction (HR) Supplies
HR Supplies Accessed Prior to SSP Closure
Yes 27 90%
No 3 10%
Access to HR Supplies elsewhere Since SSP Closure
Yes 21 70%
No, but | am interested in accessing this service 5 17%
No, I am not interested in accessing this service 4 13%
Harm Reduction (HR) Education
HR Education Accessed Prior to SSP Closure
Yes 19 63%
No I 37%
Access to HR Education elsewhere Since SSP Closure
No, I am not interested in accessing this service 12 40%
No, but | am interested in accessing this service 9 30%
Yes 9 30%
Mobile Care
Mobile Care Accessed Prior to SSP Closure
Yes 16 53%
No 13 43%
Not sure 1 3%
Access to Mobile Care elsewhere Since SSP Closure
No, I am not interested in accessing this service 12 40%
Yes 10 33%
No, but I am interested in accessing this service 7 23%
Not sure 1 3%
Withdrawal Management
Withdrawal Management Accessed Prior to SSP Closure
No 22 73%
Yes 8 27%
Access to Withdrawal Management elsewhere Since SSP Closure
No, I am not interested in accessing this service 23 77%
Yes 5 17%
No, but | am interested in accessing this service 2 7%
Housing and Social Supports
Housing and Social Supports Accessed Prior to SSP Closure
Yes 19 63%
No I 37%
Access to Housing and Social Supports elsewhere Since SSP Closure
No, I am not interested in accessing this service 16 53%
No, but I am interested in accessing this service 7 23%
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N %
Yes 6 20%
Not sure 1 3%

Abbreviations

CHC Community Health Centre

ED Emergency Department

HART Hubs ~ Homelessness and Addictions Recovery Treatment Hubs
OAT Opioid Agonist Therapy

REDCap Research Electronic Data Capture

SCS Supervised Consumption Services

SSP Safer Supply Program

SUAP Substance Use and Addictions Program

UPHNS Urgent Public Health Needs Sites

Supplementary Information
The online version contains supplementary material available at https://doi.or
9/10.1186/512954-026-01469-z.

[ Supplementary Material 1 ]

Author contributions

All authors read and approved the final manuscript. FA developed the concept
for the manuscript. FA, AS, JMG, AC, and NK procured and interpreted related
data, and contributed to the writing, reviewing, and editing. MK, GK, UC, and
JR contributed to the reviewing and editing. JR oversaw all aspects of the
paper and acquired the funding. All authors had access to the study data and
have accepted responsibility for submitting it for publication.

Funding

This research has been supported by funding from the Canadian Institutes
of Health Research (CIHR) for the Ontario CRISM Node (grant #REN- 181677).
The funding source had no role in the design of this study, not its execution,
analyses, interpretation of data or publication.

Data availability
The datasets generated and/or analyzed during the current study are not
publicly available to protect study participant privacy.

Declarations

Ethics approval and consent to participate

This study received research ethics approval from the Centre for Addiction and
Mental Health (CAMH) (REB #2025/074). All participants provided informed
consent to participate in this study.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'Institute for Mental Health Policy Research, Centre for Addiction and
Mental Health (CAMH), 250 College Street, Toronto, ON M5S 251, Canada
’Ontario Node, Canadian Research Initiative in Substance Matters (CRISM),
250 College Street, Toronto, ON M5S 251, Canada

3Dalla Lana School of Public Health, University of Toronto, Toronto, ON,
Canada

“Faculty of Applied Health and Community Studies, School of Applied
Health, Clinical Research, Sheridan College, 7899 McLaughlin Rd,
Brampton, ON L6Y 0P8, Canada

®Faculty of Health and Behavioural Sciences, School of Social Work,
Lakehead University, 955 Oliver Road, Thunder Bay, ON P7B 5E1, Canada
5Centre on Drug Policy Evaluation, MAP Centre for Urban Health
Solutions, St. Michael's Hospital, Toronto, ON, Canada

7Faculty of Medicine, Memorial University, St. John’s, NL, Canada
SWorkers for Ethical Substance Use Policy (WESUP), Vancouver, BC,
Canada

RECLAIM Collective, Toronto, ON, Canada

'%Moyo Health & Community Services, 7700 Hurontario St #601,
Brampton, ON L6Y 5B5, Canada

Peel Drug Users Network (PDUN), Brampton, ON, Canada
2Factor-Inwentash Faculty of Social Work, University of Toronto, 246 Bloor
Street West, Toronto, ON M5S1V4, Canada

3Campbell Family Mental Health Research Institute, Centre for Addiction
and Mental Health, 250 College St, Toronto, ON M5T 1R8, Canada
PAHO/WHO Collaborating Centre at Centre for Addiction and Mental
Health, 250 College Street, Toronto, ON M5T 1R8 15, Canada
>Department of Psychiatry, Faculty of Medicine, University of Toronto,
250 College Street, Toronto, ON M5T 1R8, Canada

1%Faculty of Medicine, Institute of Medical Science, University of Toronto,
Medical Sciences Building, 1 King's College Circle, Room 2374, Toronto,
ON M5S 1A8 17, Canada

Department of Psychiatry and Psychotherapy, Center for
Interdisciplinary Addiction Research (ZIS), University Medical Center
Hamburg-Eppendorf (UKE), Martinistralle 52, 20246 Hamburg, Germany
®program on Substance Abuse & WHO European Region Collaboration
Centre, Public Health Agency of Catalonia, 330 Aragd Street,

08009 Barcelona, Catalonia, Spain

Received: 23 December 2025 / Accepted: 30 April 2026
Published online: 09 May 2026

References

1. Gonzalez-Nieto P, Wallace B, Kielty C, Gruntman K, Robinson D, Staff S, et al.
Not just fentanyl: Understanding the complexities of the unregulated opioid
supply through results from a drug checking service in British Columbia,
Canada. Int J Drug Policy. 2025;138:104751.

2. Government of Canada. Canada’s overdose crisis and the toxic illegal drug
supply [online]. 2024; Available from: https://www.canada.ca/en/health-cana
da/services/opioids/overdose-crisis-toxic-illegal-drug-supply.html

3. PijlEM, Alraja A, Duff E, Cooke C, Dash S, Nayak N et al. Barriers and facilitators
to opioid agonist therapy in rural and remote communities in Canada: an
integrative review. Subst Abus Treat Prev Policy. 2022;17(1):62.

4. Canadian Association of People Who Use Drugs. Safe supply concept docu-
ment [internet]. 2019 [cited 2026 Feb 25]. Available from: https://cdn.sanity.io
/files/6u5teakk/production/93a1337c2e81da3fc19b694a44be0bd3bac05f86.
pdf?dl=.

5. AliF, Sprakes A, Mende-Gibson J, Russell C, Shaw A, Bonn M, et al.  won't
make it without this program’: the impact of safer opioid supply program
closures in Ontario. Harm Reduct J. 2025;22(1):1-14.

6. MusaS, McLean A, Kolla G. Prescribed Alternatives and Outreach Program:
evaluation report for Hamilton Urban Core Community Health Centre. 2025.

7. Marris J, King C. Peterborough 360 NPLC Safer Supply Program: The
Participant Experience. Peterborough: Peterborough 360 Degree Nurse
Practitioner-Led Clinic; 2024.

8. Perri M, Fajber K, Guta A, Strike C, Kolla G. Outcomes from the safer supply
program in Kitchener-Waterloo. 2023.

9. Kolla G, Fajber K. Safer Opioid Supply Program Evaluation: A comparison of
SOS client outcomes from 2022 and 2023. London: London Intercommunity
Health Centre; 2023.

10.  Gomes T, McCormack D, Kolla G, Young S, Bayoumi AM, Smoke A, et al.
Comparing the effects of prescribed safer opioid supply and methadone in
Ontario, Canada: a population-based matched cohort study. Lancet Public
Health. 2025;10(5):e412-21.

11.  Elnagdi A, McCormack D, Bozinoff N, Tadrous M, Antoniou T, Munro C, et al.
Opioid agonist treatment retention among people initiating methadone
and buprenorphine across diverse demographic and geographic subgroups


https://doi.org/10.1186/s12954-026-01469-z
https://doi.org/10.1186/s12954-026-01469-z
https://www.canada.ca/en/health-canada/services/opioids/overdose-crisis-toxic-illegal-drug-supply.html
https://www.canada.ca/en/health-canada/services/opioids/overdose-crisis-toxic-illegal-drug-supply.html
https://cdn.sanity.io/files/6u5teakk/production/93a1337c2e81da3fc19b694a44be0bd3bac05f86.pdf?dl
https://cdn.sanity.io/files/6u5teakk/production/93a1337c2e81da3fc19b694a44be0bd3bac05f86.pdf?dl
https://cdn.sanity.io/files/6u5teakk/production/93a1337c2e81da3fc19b694a44be0bd3bac05f86.pdf?dl

Ali et al. Harm Reduction Journal

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

(2026) 23:107

in Ontario: a population-based retrospective cohort study. Can J Addict.
2023;14(4):44-54.

Slaunwhite A, Min JE, Palis H, Urbanoski K, Pauly B, Barker B et al. Effect of risk
mitigation guidance for opioid and stimulant dispensations on mortality and
acute care visits during dual public health emergencies: retrospective cohort
study. BMJ. 2024;384:e076336.

Nafeh F, Mbichila T, Bouck Z, Scheim A, Mitra S, Bonn M, et al. A preliminary
assessment of short-term social and substance use-related outcomes among
clients of integrated safer opioid supply pilot programs in Toronto, Canada.
Int J Mental Health Addict. 2025;23(3):2105-15.

Gomes T, Kolla G, McCormack D, Sereda A, Kitchen S, Antoniou T. Clinical out-
comes and health care costs among people entering a safer opioid supply
program in Ontario. CMAJ. 2022;194(36):E1233-42.

Kurz M, Guerra-Alejos BC, Min JE, Barker B, Pauly B, Urbanoski K, et al.
Influence of physician networks on the implementation of pharmaceuti-

cal alternatives to a toxic drug supply in British Columbia. Implement Sci.
2024,19(1):3.

Schmidt RA, Guta A, Rai N, Sereda A, O'Reilly E, Hales J, et al. Safer Opioid
Supply programs: Hydromorphone prescribing in Ontario as a harm reduc-
tion intervention to combat the drug poisoning crisis. Can J Public Health.
2025;116(3):398-407.

Fajber K, Sereda A, Warren S, Morris C, Nash G, Pauly B et al. Comprehensive
substance use services within primary care settings: The Safer Opioid Supply
program at London InterCommunity Health Centre. Can J Public Health.
2025;116:1-10.

Henderson N, Marris J, Woodend K. And this is the life jacket, the lifeline
they've been wanting: Participant perspectives on navigating challenges and
successes of prescribed safer supply. PLoS ONE. 2024;19(3):e0299801.

Kolla G, Pauly B, Cameron F, Hobbs H, Ranger C, McCall J, et al. If it wasn't for
them, I don't think I would be here: experiences of the first year of a safer
supply program during the dual public health emergencies of COVID-19 and
the drug toxicity crisis. Harm Reduct J. 2024;21(1):111.

Ibrahim N, Jones S, Rich K, Alvarez L, Price C, Kil N, et al. Evaluation of a one-
stop shop for integrated harm reduction and primary care for people who
inject drugs. PLoS ONE. 2025;20(11):e0337528.

Ledlie S, Garg R, Cheng C, Kolla G, Antoniou T, Bouck Z, et al. Prescribed

safer opioid supply: a scoping review of the evidence. Int J Drug Policy.
2024;125:104339.

Michaud L, Kolla G, Rudzinski K, Guta A. Mapping a moral panic: news media
narratives and medical expertise in public debates on safer supply, diversion,
and youth drug use in Canada. Int J Drug Policy. 2024;127:104423.

Boyd S, com NPAnh. Yet they failed to do so: Recommendations based on the
experiences of NAOMI research survivors and a call for action. Harm Reduct J.
2013;10(1):6.

Fletcher J. Canada in breach of ethical standards for clinical trials. CMAJ.
2014,186:11.

Government of Canada. Substance Use and Addictions Program [online].
2024 [Available from: https://www.canada.ca/en/health-canada/services/sub
stance-use/canadian-drugs-substances-strategy/funding/substance-use-add
ictions-program.html

Alloo J, Antoniou T, Lira JAS, Atkinson J, Barker B, Bartlett S et al. Letter — More
than 130 experts in substance use call on Federal Government to continue
to support and scale-up Safer Supply Programs [online]. HIV Legal Network;
2023 [Available from: https://www.hivlegalnetwork.ca/site/letter-more-than-
130-experts-in-substance-use-call-on-federal-government-to-continue-to-
support-and-scale-up-safer-supply-programs/?lang=en

Ali F, Russell C, Mende-Gibson J, Chellew Paternostro S, Bozinoff N, Gomes T
et al. The erosion of safer supply programs in Ontario, Canada: a dangerous
step backward. Drug Sci Policy Law. 2025;11:20503245251352845.
Shaghaghi A, Bhopal RS, Sheikh A. Approaches to recruiting ‘hard-to-
reach’populations into research: a review of the literature. Health promotion
Perspect. 2011;1(2):86.

Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K.
Purposeful sampling for qualitative data collection and analysis in mixed
method implementation research. Adm Policy Mental Health Mental Health
Serv Res. 2015;42(5):533-44.

Ministry of Francophone Affairs. Map of Ontario Regions [online]. Ontario:
Government of Ontario. 2024 [Available from: https://www.google.com/url
?g=https://forms.mgcs.gov.on.ca/en/dataset/cd7b542d-0491-4271-b6cf-
2eb5efe0f744/resource/8a8dad5c-783f-48be-8243-b10680f2ad22/down-
load/6_fcgp_2024-25_map_of_ontario-regions_en.pdf&sa=D&source=docs
&ust=1766505159482125&usg=A0vWaw20OSHC37IKnOGw-tWOqU6Mg

31

32

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

51.

52.

Page 17 of 18

Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research
electronic data capture (REDCap)—a metadata-driven methodology and
workflow process for providing translational research informatics support. J
Biomed Inform. 2009;42(2):377-81.

Braun 'V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

McHugh ML. Interrater reliability: the kappa statistic. Biochemia Med.
2012,22(3):276-82.

McKim C. Meaningful member-checking: a structured approach to member-
checking. Am J Qual Res. 2023;7(2):41-52.

Allemang B, Sitter K, Dimitropoulos G. Pragmatism as a paradigm for patient-
oriented research. Health Expect. 2022;25(1):38-47.

German D, Guta A, Denney M, Evans J, McMahon M, Ashburn K; et al.
Perspectives on prescribed safer supply programs among people who inject
drugs in Baltimore, Maryland: a mixed methods study among individuals
highly affected by drug toxicity. Int J Drug Policy. 2025;146:105031.

Gagnon M, Rudzinski K, Guta A, Schmidt RA, Kryszajtys DT, Kolla G, et al.
Impact of safer supply programs on injection practices: client and provider
experiences in Ontario, Canada. Harm Reduct J. 2023;20(1):81.

Rhodes T. The 'risk environment”. a framework for understanding and reduc-
ing drug-related harm. Int J Drug Policy. 2002;13(2):85-94.

Marshall BD, Milloy MJ, Wood E, Montaner JS, Kerr T. Reduction in overdose
mortality after the opening of North America’s first medically supervised
safer injecting facility: a retrospective population-based study. Lancet.
2011;377(9775):1429-37.

Small W, Moore D, Shoveller J, Wood E, Kerr T. Perceptions of risk and safety
within injection settings: Injection drug users'reasons for attending a super-
vised injecting facility in Vancouver, Canada. Health Risk Soc. 2012;14(4):307-
24. https://doi.org/10.1080/13698575.2012.680950.

Magnuson M, Vandenberg S, Oosterbroek T, Dey K. We've lost a lot of lives:
the impact of the closure of North America’s busiest supervised consump-
tion site on people who use substances and the organizations that work with
them. Harm Reduct J. 2025;22(1):98.

MacNeil J, Pauly B. Impact: a case study examining the closure of a large
urban fixed site needle exchange in Canada. Harm Reduct J. 2010;7(1):11.
Scheim A, Werb D. Integrating supervised consumption into a continuum of
care for people who use drugs. CMAJ. 2018;190(31):E921-2.

Moore S, Christianson T, Souleymanov R. Structural violence and necropolitics
among Indigenous Peoples living with HIV who use substances in the Prairie
provinces during COVID-19. Int J Drug Policy. 2024;129:104503.

Haines M, Hill E, O'Byrne P. Safer Supply: Program Discontinuation and re-
engagement. J Drug Issues. 2025;56:00220426251320885.

McNeil R, Fleming T, Mayer S, Barker A, Mansoor M, Betsos A, et al. Implemen-
tation of safe supply alternatives during intersecting COVID-19 and overdose
health emergencies in British Columbia, Canada, 2021. Am J Public Health.
2022;112(52):5151-8.

Fanucchi LC, Havens JR, Fahmy M, Young AM, editors. Injection-related
infections and self-treatment practices among people who inject drugs in
rural Appalachia. Open Forum Infectious Diseases. Oxford University Press US;
2025

Nowell M. How do social and structural factors increase risk of wounds and
bacterial infections for people who inject drugs? [online]. CATIE; 2024 [Avail-
able from: https://www.catie.ca/prevention-in-focus/how-do-social-and-stru
ctural-factors-increase-risk-of-wounds-and-bacterial

Oser C, Knudsen H, Staton-Tindall M, Leukefeld C. The adoption of wrap-
around services among substance abuse treatment organizations serving
criminal offenders: the role of a women-specific program. Drug Alcohol
Depend. 2009;103:582-90.

Tay E, Makeham M, Hargreaves A, Laba T-L, Baysari M. Prescription drug
monitoring program in Australia: a qualitative study of stakeholders' experi-
ences and perceptions of a state-wide implementation. BMC Health Serv Res.
2024;24(1):1147.

France EF, Hoyle L, Campbell P, Bissozo Hernandez H, Cowie J, Fenton C, et
al. Understanding the health and well-being impacts and implementation
barriers and facilitators of legally-mandated non-custodial drug and alcohol
treatment for justice-involved adults: a qualitative evidence synthesis. Health
Justice. 2025;13(1):58.

Karamouzian M, Rafat B, Kolla G, Urbanoski K, Atkinson K, Bardwell G, et

al. Challenges of implementing safer supply programs in Canada dur-

ing the COVID-19 pandemic: a qualitative analysis. Int J Drug Policy.
2023;120:104157.


https://www.canada.ca/en/health-canada/services/substance-use/canadian-drugs-substances-strategy/funding/substance-use-addictions-program.html
https://www.canada.ca/en/health-canada/services/substance-use/canadian-drugs-substances-strategy/funding/substance-use-addictions-program.html
https://www.canada.ca/en/health-canada/services/substance-use/canadian-drugs-substances-strategy/funding/substance-use-addictions-program.html
https://www.hivlegalnetwork.ca/site/letter-more-than–130-experts-in-substance-use-call-on-federal-government-to-continue-to-support-and-scale-up-safer-supply-programs/?lang=en
https://www.hivlegalnetwork.ca/site/letter-more-than–130-experts-in-substance-use-call-on-federal-government-to-continue-to-support-and-scale-up-safer-supply-programs/?lang=en
https://www.hivlegalnetwork.ca/site/letter-more-than–130-experts-in-substance-use-call-on-federal-government-to-continue-to-support-and-scale-up-safer-supply-programs/?lang=en
https://www.google.com/url?q=https://forms.mgcs.gov.on.ca/en/dataset/cd7b542d–0491–4271-b6cf–2eb5efe0f744/resource/8a8dad5c–783f–48be–8243-b10680f2ad22/download/6_fcgp_2024–25_map_of_ontario-regions_en.pdf%26sa=D%26source=docs%26ust=1766505159482125%26usg=AOvVaw2OSHC37lKnOGw-tWOqU6Mg
https://www.google.com/url?q=https://forms.mgcs.gov.on.ca/en/dataset/cd7b542d–0491–4271-b6cf–2eb5efe0f744/resource/8a8dad5c–783f–48be–8243-b10680f2ad22/download/6_fcgp_2024–25_map_of_ontario-regions_en.pdf%26sa=D%26source=docs%26ust=1766505159482125%26usg=AOvVaw2OSHC37lKnOGw-tWOqU6Mg
https://www.google.com/url?q=https://forms.mgcs.gov.on.ca/en/dataset/cd7b542d–0491–4271-b6cf–2eb5efe0f744/resource/8a8dad5c–783f–48be–8243-b10680f2ad22/download/6_fcgp_2024–25_map_of_ontario-regions_en.pdf%26sa=D%26source=docs%26ust=1766505159482125%26usg=AOvVaw2OSHC37lKnOGw-tWOqU6Mg
https://www.google.com/url?q=https://forms.mgcs.gov.on.ca/en/dataset/cd7b542d–0491–4271-b6cf–2eb5efe0f744/resource/8a8dad5c–783f–48be–8243-b10680f2ad22/download/6_fcgp_2024–25_map_of_ontario-regions_en.pdf%26sa=D%26source=docs%26ust=1766505159482125%26usg=AOvVaw2OSHC37lKnOGw-tWOqU6Mg
https://www.google.com/url?q=https://forms.mgcs.gov.on.ca/en/dataset/cd7b542d–0491–4271-b6cf–2eb5efe0f744/resource/8a8dad5c–783f–48be–8243-b10680f2ad22/download/6_fcgp_2024–25_map_of_ontario-regions_en.pdf%26sa=D%26source=docs%26ust=1766505159482125%26usg=AOvVaw2OSHC37lKnOGw-tWOqU6Mg
https://doi.org/10.1080/13698575.2012.680950
https://www.catie.ca/prevention-in-focus/how-do-social-and-structural-factors-increase-risk-of-wounds-and-bacterial
https://www.catie.ca/prevention-in-focus/how-do-social-and-structural-factors-increase-risk-of-wounds-and-bacterial

Ali et al. Harm Reduction Journal

53.

54.

55.

56.

57.

58.

59.

60.

62.

63.

64.

(2026) 23:107

Foreman-Mackey A, Pauly B, lvsins A, Urbanoski K, Mansoor M, Bardwell G.
Moving towards a continuum of safer supply options for people who use
drugs: a qualitative study exploring national perspectives on safer supply
among professional stakeholders in Canada. Subst Abus Treat Prev Policy.
2022;17(1):66.

Akiba CF, Smith J, Wenger LD, Morris T, Patel SV, Bluthenthal RN, et al. Financial
barriers, facilitators, and strategies among syringe services programs in the
US, and their impact on implementation and health outcomes. SSM-Qual Res
Health. 2024;5:100421.

Wilson P, Colizza K, Hyshka E. Safer supply and political interference in
medical practice: Alberta’s Narcotics Transition Services. Int J Drug Policy.
2024;133:104600.

Aldous J. Calgary woman sues province to maintain access to drug she says
has saved her from overdose [online]. Radio-Canada International (RCl); 2023
[Available from: https://ici.radio-canada.ca/rci/en/news/1953295/calgary-w
oman-sues-province-to-maintain-access-to-drug-she-says-has-saved-her-fro
m-overdose

Mackey K, Veazie S, Anderson J, Bourne D, Peterson K. Barriers and facilitators
to the use of medications for opioid use disorder: a rapid review. J Gen Intern
Med. 2020;35(Suppl 3):954-63.

Datta A, Sarkar S. Dispensing issues and disciplinary measures during opioid
agonist treatment: a viewpoint. J Opioid Manag. 2025;21(1):5-9.

Russell C, Pang M, Nafeh F, Farrell Macdonald S, Derkzen D, Rehm J, et al.
Barriers and facilitators to opioid agonist treatment (OAT) engagement
among individuals released from federal incarceration into the community in
Ontario, Canada. Int J Qualitative Stud Health Well-being. 2022;17(1):2094111.
British Columbia Centre on Substance Use, BC Ministry of Health, Ministry

of Mental Health and Addictions. Urine drug testing in patients prescribed
opioid agonist treatment— breakout resource. British Columbia Centre on
Substance Use; 2021.

Coalition NHR. Principles of Harm Reduction [online]. [Available from: https://
harmreduction.org/about-us/principles-of-harm-reduction/

Michaud L, Van Der Meulen E, Guta A. Between care and control: exam-

ining surveillance practices in harm reduction. Contemp Drug Probl.
2023;50(1):3-24.

Lafferty L, Schroeder S, Marshall A, Drysdale K, Higgs P, Stoové M, et al. Trust
and service engagement among people who inject drugs after release from
prison. Int J Drug Policy. 2023;111:103925.

Greene C, Maier K, Urbanik M-M. It's just not the same: Exploring
PWUD'perceptions of and experiences with drug policy and SCS services
change in a Canadian City. Int J Drug Policy. 2023;111:103934.

65.

66.

68.

69.

70.

71.

72.

73.

74.

Page 18 of 18

Duff C. Enabling places and enabling resources: new directions for harm
reduction research and practice. Drug Alcohol Rev. 2010,29(3):337.

Evans J, Semogas D, Smalley JG, Lohfeld L. This place has given me a reason
to care: understanding ‘managed alcohol programs'as enabling places in
Canada. Health Place. 2015;33:118-24.

Government of Canada. Tables: Canada’s response to the opioid overdose
crisis [online]. 2025 [Available from: https://health.canada.ca/en/health-cana
da/services/drugs-medication/opioids/responding-canada-opioid-crisis/map
html

Law S. Thunder Bay's only safe drug consumption site to close in wake of
Ontario move, raising fears of more deaths. CBC News: Thunder Bay; 2024.

Ali F, Law J, Russell C, Bozinoff N, Rush B. An environmental scan of residential
treatment service provision in Ontario. Subst Abuse Treat Prev Policy.
2023;18(1):73.

Government of Ontario. Ontario protecting communities and supporting
addiction recovery with new treatment hubs: Ontario Newsroom; 2024 [cited
2026 Feb 28]. Available from: https://news.ontario.ca/en/release/1004955/0
ntario-protecting-communities-and-supporting-addiction-recovery-with-ne
w-treatment-hubs

Ontario Approves Transition of Nine Drug. Injection Sites into Treatment
Hubs. [press release]. King's Printer for Ontario; 2025.

Office of the Auditor General of Ontario. Performance audit: implementation
and oversight of Ontario’s Opioid Strategy: independent Auditor’s Report
[online]. Government of Ontario. 2024 [Available from: https://www.auditor.o
n.ca/en/content/annualreports/arreports/en24/pa_ONopioid_en24.pdf
Centre on Drug Policy Evaluation. Supervised Consumption Services in
Ontario: Evidence and Recommendations [online]. n.d. [Available from: https:
//cdpe.org/publication/scs-in-ontario-evidence-and-recommendations/
Bayoumi AM, Wu M, Pogacar F, Wang T, Gomes T. Estimating the effects

of closing supervised consumption sites in Toronto, use of services. MAP
Centre for Urban Health Solutions and Ontario Drug Policy Research Network
(ODPRN); 2024.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://ici.radio-canada.ca/rci/en/news/1953295/calgary-woman-sues-province-to-maintain-access-to-drug-she-says-has-saved-her-from-overdose
https://ici.radio-canada.ca/rci/en/news/1953295/calgary-woman-sues-province-to-maintain-access-to-drug-she-says-has-saved-her-from-overdose
https://ici.radio-canada.ca/rci/en/news/1953295/calgary-woman-sues-province-to-maintain-access-to-drug-she-says-has-saved-her-from-overdose
https://harmreduction.org/about-us/principles-of-harm-reduction/
https://harmreduction.org/about-us/principles-of-harm-reduction/
https://health.canada.ca/en/health-canada/services/drugs-medication/opioids/responding-canada-opioid-crisis/map.html
https://health.canada.ca/en/health-canada/services/drugs-medication/opioids/responding-canada-opioid-crisis/map.html
https://health.canada.ca/en/health-canada/services/drugs-medication/opioids/responding-canada-opioid-crisis/map.html
https://news.ontario.ca/en/release/1004955/ontario-protecting-communities-and-supporting-addiction-recovery-with-new-treatment-hubs
https://news.ontario.ca/en/release/1004955/ontario-protecting-communities-and-supporting-addiction-recovery-with-new-treatment-hubs
https://news.ontario.ca/en/release/1004955/ontario-protecting-communities-and-supporting-addiction-recovery-with-new-treatment-hubs
https://www.auditor.on.ca/en/content/annualreports/arreports/en24/pa_ONopioid_en24.pdf
https://www.auditor.on.ca/en/content/annualreports/arreports/en24/pa_ONopioid_en24.pdf
https://cdpe.org/publication/scs-in-ontario-evidence-and-recommendations/
https://cdpe.org/publication/scs-in-ontario-evidence-and-recommendations/

	﻿A continuum of disconnection: the impacts of safer supply program closures on continuity of care, transition, and total loss of service access
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Participant recruitment and eligibility
	﻿Data collection
	﻿Data analysis

	﻿Findings
	﻿Participant characteristics and SSP access overview
	﻿Participant profiles
	﻿SSP enrollment information and continuity of access
	﻿Drug use patterns
	﻿Service access


	﻿Qualitative findings
	﻿Continuity amid uncertainty: remaining with the same prescriber
	﻿“Like starting all over again”: transitioning to a new prescriber
	﻿“Everything was just gone”: losing access entirely

	﻿Discussion
	﻿Limitations

	﻿Conclusion
	﻿Appendix A
	﻿References


