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A B S T R A C T

Alcohol policy in North America is dominated by moderation and abstinence-based modalities that focus on
controlling population-level alcohol consumption and modifying individual consumption patterns to prevent and
reduce alcohol-related harms. However, conventional alcohol policies and interventions do not adequately
address harms associated with high-risk drinking among individuals experiencing severe alcohol use disorder
(AUD) and structural vulnerability such as poverty and homelessness. In this commentary we address this gap in
alcohol harm reduction, and highlight the lack of, and distinct need for, alcohol-specific harm reduction for
people experiencing structural vulnerability and severe AUD. These individuals, doubly impacted by structural
oppression and severe AUD, engage in various high-risk drinking practices that contribute to a unique set of
harms that conventional abstinence-based treatments and interventions fail to adequately attend to. Managed
alcohol programs (MAPs) have been established to address these multiple intersecting harms, and though
gaining momentum across Canada, have had a hard time finding their place within the harm reduction move-
ment. We illustrate how MAPs play a crucial role in the harm reduction movement in their ability to not only
address high-risk drinking practices among structurally marginalized individuals, but to respond to harms as-
sociated with broader structural inequities such as poverty and homelessness.

Introduction

“…we always felt like we were, sort of, the red-headed stepchild of
the harm reduction movement, in a way, at the time, because, again,
we said, well, you know, yes it is a legal substance. But just because
it’s legal doesn’t mean that, you know, the same techniques and
tools don’t have a chance of being successful for the group we’re
working with.” (Managed Alcohol Program site manager)

In 2006, the International Journal of Drug Policy published a special
issue titled “Harm reduction and its application to alcohol policy”
(Volume 17, Issue 4, July 2006). The issue includes an impressive
collection of work from scholars across the globe discussing harm re-
duction as an approach to tackling alcohol-related problems. Notably
absent from this special issue is attention to the application of harm
reduction to alcohol use among people doubly impacted by severe al-
cohol use disorder (AUD) and socio-structural oppression and

marginalization. The reason for this absence is not clear, though we
might surmise that, at the time, there was limited awareness of the
unique needs of this population, with few treatment options available
for the management of severe AUD beyond abstinence. As Measham
(2006) noted in the special issue, in comparison to “safer use” in-
itiatives concerning illicit substances, “safer drinking” initiatives have
not yet been fully developed, in particular concerning individuals with
severe AUD. In this commentary, we aim to further the conversation
started in that special issue and illustrate both how far we have come,
and at the same time how much more can be done, in addressing severe
AUD among structurally vulnerable populations in Canada. We draw
attention to a gap in alcohol harm reduction for people impacted by
structural disadvantage and marginalization related to poverty, home-
lessness, colonization, and capitalism, and discuss the important role of
managed alcohol programs (MAPs), increasingly being implemented
across Canada, in addressing severe AUD among people experiencing
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structural vulnerability.
We begin with a brief discussion of alcohol use and harm, and the

norms that govern its use. We then discuss the regulation of alcohol in
Canada, the various policies and interventions in place to combat al-
cohol-related harms, and the role of harm reduction in alcohol policy.
We highlight the lack of attention to harms related to alcohol use
among structurally vulnerable populations, and elaborate on drinking
patterns and associated social and health issues experienced by struc-
turally vulnerable people with severe AUD. The commentary concludes
with an account of MAPs in Canada – a unique intervention aimed at
reducing the harms experienced by individuals with severe AUD and
impacted by structural vulnerability.

Alcohol use, harms, and interventions

Alcohol is one of the most harmful psychoactive substances, second
only to tobacco, as a major risk factor for injury, morbidity, and mor-
tality (; Rehm & Imtiaz, 2016; Rehm et al., 2009; World Health
Organization, 2018). While alcohol is consumed in some capacity in
most countries across the globe, prevalence varies widely, with larger
per capita consumption in higher-income countries generally than
lower-income countries (World Health Organization, 2014). Not sur-
prisingly, alcohol attributed morbidity and mortality, and alcohol-use
disorders, are generally higher among those countries that consume
more alcohol (Rehm et al., 2009). There is an estimated 6.8% of adults
in Canada, compared to 4.9% of adults worldwide, burdened with al-
cohol use disorders (Gowing et al., 2015; World Health Organization,
2014). Strikingly, the prevalence of alcohol dependence among home-
less male populations has been estimated to be almost 40% (Fazel,
Khosla, Doll, & Geddes, 2008; Fazel, Geddes, & Kushel, 2014). In-
dividuals with severe AUD and who are experiencing structural vul-
nerability are impacted by a variety of factors associated with socio-
structural inequities, and are at increased risk of harms of substance
use.

While alcohol in Canada is regulated by various government policies
that control its production, distribution and consumption, alcohol use is
largely influenced by various socio-cultural norms that shape how and
when alcohol is consumed. These norms are largely rooted in discourses
of pleasure, leisure, and moderation such that controlled consumption
is acceptable in certain spaces (e.g., restaurants, home, sporting events)
while excessive intoxication is generally frowned upon except under
certain circumstances and in particular contexts (e.g., among college/
university students, within the night time economy) where social norms
allow for, or even encourage, increased consumption and more “risky”
behaviours (Borsari & Carey, 2001; Measham, 2004; Thurnell-Read,
2017). Violation of these social norms of moderation results in punitive
sanctioning (e.g., fines, imprisonment), labelling (e.g., drunkard, alco-
holic, lush), stigma/discrimination and social marginalization. In-
dividuals who experience severe AUD and additional structural vul-
nerability are more likely to be perceived as violating prescribed
drinking norms, and are also more likely to experience higher pre-
valence of alcohol-related morbidity and mortality. For example,
structurally vulnerable individuals with severe AUD are often limited to
drinking in public, consume cheap alcohol (e.g., cooking wine, sherry)
or non-beverage alcohol (e.g., mouthwash, hand-sanitizer), engage in
heavy drinking episodes, and exhibit extreme intoxication, all of which
increase vulnerability to alcohol-related harms (Larimer et al., 2009;
McCormack, Hoffman, Norman, Goldfrank, & Norman, 2015;
Stockwell, Williams, & Pauly, 2012). Physical and social harms of
street-based alcohol use are amplified in the context of homelessness,
including risks of violence, theft, and exploitation.

A variety of measures have been implemented in Canada to decrease
the burden of alcohol related morbidity and mortality, including al-
cohol policies that control the production, sale, and consumption of
alcoholic beverages (e.g., minimum pricing, age restrictions), education
campaigns promoting alcohol and safety (e.g., designated driver and

responsible drinking campaigns), a host of detox and withdrawal
management services, and abstinence based treatment and peer support
programs (e.g., Alcoholics Anonymous, out-patient and residential
treatment centres, counselling services) (Giesbrecht et al., 2016). Al-
though implementation is not always consistent, comprehensive or
entirely effective, these measures are aimed at controlling population-
level alcohol consumption or modifying individual consumption pat-
terns associated with both problematic and non-problematic use in an
effort to reduce alcohol-related harms (Giesbrecht et al., 2016). These
approaches such as impaired-driving legislation, controlling access to
alcohol, and regulating the production and distribution of alcohol, are
general population measures that do not sufficiently address harms
associated with high-risk drinking among those with severe AUD and
other barriers. While alternatives to abstinence-based treatment and
support groups such as ‘moderation management’ exist in some coun-
tries like Canada and the United States, they tend to be geared towards
individuals experiencing mild to moderate alcohol use disorder and
who are not impacted by structural vulnerability (Humphreys & Klaw,
2001; Kosok, 2006; Witkiewitz & Alan Marlatt, 2006). As such, in-
dividuals who are doubly impacted by structural vulnerability and se-
vere AUD are often literally left out in the cold. This group does not
adequately benefit from (or indeed necessarily want to access), and may
in fact be negatively impacted by unintended consequences of, main-
stream alcohol policy and popular abstinence-based treatment options
(Grazioli, Collins, Daeppen, & Larimer, 2015; Wenzel et al., 2001). For
these reasons we draw attention to harm reduction interventions spe-
cifically tailored to those impacted by severe AUD and structural
marginalization. We suggest there is a need for tailored interventions
for this sub population that specifically endeavor to reduce the adverse
consequences of substance use without requiring abstinence (even
when in treatment).

Alcohol harm reduction

While the roots of harm reduction can be traced back to the early
20th century, broader uptake of harm reduction interventions such as
sterile needle/syringe distribution gained popularity in the early 1990s,
spurred on by an HIV epidemic among people who inject drugs, and as
a response to zero tolerance approaches to illicit drug use (Ball, 2007;
Jarlais, 1995). Principles of harm reduction include the acceptance of
psychoactive substance use and a focus on reducing harms (Single,
1995). The focus of harm reduction initiatives has often been to address
biomedical harms such as bloodborne diseases associated with illicit
drug use by focusing on specific technologies and/or modes of con-
sumption. Examples include needle exchange programs, crack pipe and
other drug paraphernalia distribution, and safer use initiatives such as
supervised consumption/injection facilities.

Alcohol sits in a unique position in the harm reduction world.
Where illicit drug harm reduction tends to focus more on meso- and
micro-level interventions, alcohol use and the attempted reduction of
related harm is guided by widespread and established alcohol policy
aimed at the broader general public. Herein lies the shortcoming of
current alcohol harm reduction; by focusing on broad, macro/popula-
tion-level policies intended to encourage moderation, much alcohol
harm reduction is unable to address forms of drinking that would
benefit instead from tailored safer-use interventions targeting structu-
rally vulnerable groups of people who drink. Individuals whose
drinking patterns do not fit with prescribed drinking norms are less
likely to benefit from such macro policies, and may even be negatively
impacted by current alcohol policy measures (d’Abbs, 2015; Lee et al.,
2018). As a number of papers in the 2006 IJDP special issue demon-
strate, while much alcohol harm reduction concerns specific groups of
people who engage in riskier or potentially harmful drinking practices,
these measures clearly reflect a focus on youth, young adults, college/
university students, and those participating in the night time economy.
Few of the measures discussed focus on people with severe AUD, and in
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the case of moderation management modalities, may be inaccessible to
people with severe AUD and intersecting structural vulnerabilities. In
fact, other than conventional counselling and treatment services, there
are few interventions in Canada for people experiencing severe AUD
and structural vulnerability, aside from a limited number of managed
alcohol programs and alcohol-tolerant “housing first” models (Collins,
Clifasefi et al., 2012; Collins, Malone et al., 2012; Pauly et al., 2018;
Podymow, Turnbull, Coyle, Yetisir, & Wells, 2006). However, these
initiatives often receive limited attention within alcohol harm reduction
policy. Missing from current alcohol harm reduction initiatives are
comprehensive interventions that address harms of drinking that de-
viate from social norms, and those on the margins of society, such as
people experiencing severe AUD and structural vulnerability.

In many ways, people experiencing severe AUD and structural
vulnerability more closely resemble other structurally disadvantaged
people who use drugs (in terms of their experiences of structural op-
pression, contexts of use, and disproportionate drug use-related harms)
than the broader drinking public for whom most alcohol policy is in-
tended (Crabtree et al., 2018). As such, these measures targeting the
broader drinking public are not necessarily effective for people whose
drinking patterns deviate from the norm, and who do not respond to
conventional treatments/measures which are rooted in discourses of
responsibility and moderation or abstinence. Contexts of use, the im-
pact of socio-structural factors on consumption practices, and experi-
ences of stigma/discrimination, homelessness/unstable housing, racism
and poverty all need to be taken into consideration when designing and
implementing harm reduction interventions for people experiencing
severe AUD and structural vulnerability. The problems associated with
alcohol do not come from consumption alone, nor from policies con-
trolling consumption, but also from broader historical and socio-cul-
tural/structural/environmental factors (Measham, 2006). Importantly,
harm reduction for people experiencing severe AUD and structural
vulnerability should have the capability to not only address harms di-
rectly related to substance use practices, but harms associated with
broader structural inequalities such as poverty and homelessness.
Managed alcohol programs (MAPs) are one such intervention.

Managed alcohol programs

Increasingly common in Canada, managed alcohol programs are a
non-abstinence-based intervention intended to address the varied and
intersecting harms that impact people experiencing severe AUD and
structural vulnerability. Until recently (and in some cases still today)
MAPs tended to operate “under the radar” to avoid public controversy.
As such, MAPs have historically not been part of the broader harm
reduction conversation and do not have as strong a foothold in the harm
reduction movement as, say, needle/syringe exchange programs.
However, with the growing awareness of and attention to MAPs (see for
example the Special Issue on MAPs in the journal Drug and Alcohol
Review: April 2018; Volume 37, Issue S1), this is changing and MAPs
are increasingly understood and accepted as an important harm re-
duction measure.

While specific eligibility criteria vary across sites, typical criteria
include consumption of non-beverage alcohol (NBA), frequent contact
with police and first responders, frequent visits to hospital emergency
departments, a history of heavy drinking in public, and unsuccessful
attempts at abstinence. Specifically, MAPs seek to reduce acute (e.g.,
seizures, injury) and chronic (e.g. liver disease) harms related to unsafe
alcohol consumption patterns such as street-based drinking, high-in-
tensity binge drinking, drinking in isolation, and drinking NBA such as
mouthwash, hand sanitizer, cooking wine, and rubbing alcohol, while
also addressing harms related to structural vulnerability such as
homelessness, violence, and cycling through social and health services.
While MAPs vary in terms of structure and programming (for an
overview of MAPs in Canada see: Pauly et al., 2018), they all share the
common goal of reducing alcohol use harms through managing people’s

alcohol consumption, often alongside other social and health supports.
Alcohol harm reduction within MAPs is accomplished in various ways
such as administering regular measured doses of alcohol throughout the
day in a safe environment as an alternative to street-based and isolated
drinking, providing alcohol for purchase at minimal cost (e.g., through
on-site alcohol brewing programs), and exchanging NBA for beverage
alcohol. A key element of these programs is offering people experien-
cing severe AUD a non-abstinence-based means of reducing harms as-
sociated with high risk/intensity patterns of alcohol consumption. This
concept is not unfamiliar, as we witness the expansion of injectable and
oral opioid assisted treatments to treat severe opioid use disorders
(Oviedo-Joekes et al., 2017; Palis et al., 2017).

A core component of MAPs is also addressing harms related to
structural vulnerability and oppression. Indeed, alcohol use related
harms are compounded by experiences of structural inequities and
vulnerability such as homelessness/unstable housing, violence, cycling
though social and health services (e.g., shelters, hospital/emergency
room visits) and frequent interaction with law enforcement (D’Amore,
Hung, Chiang, & Goldfrank, 2008; Roy et al., 2016). To address harms
related to social inequity most MAPs in Canada provide some form of
housing support (e.g. emergency shelter, transitional, supported or
permanent housing), provide food service (one to three meals a day),
contain on-site or embedded primary care and clinical support, and
offer additional social, health and cultural supports (Pauly et al., 2018).
A useful way to understand MAPs and their place in the harm reduction
world is to position them within the risk environment framework,
which suggests that intersecting physical, social, economic and policy
environments produce and shape substance use and related harms
(Rhodes, 2009). The risk environment framework has been effectively
applied to understand and attend to various forms of substance use and
risk behaviours, including public injecting (Rhodes et al., 2006), crack
pipe and needle sharing practices (Ivsins, Roth, Benoit, & Fischer, 2013;
Rhodes et al., 2003), and risky drinking behaviours among university
students (Wilkinson & Ivsins, 2017). For people experiencing severe
AUD and structural vulnerability, housing instability may necessitate
drinking in public, which encourages binge drinking as a way to avoid
interactions with law enforcement (otherwise potentially resulting in
detainment or arrest, and the confiscation of alcohol). This in turn
heightens levels of intoxication which increase chances of injury and/or
violence. Similarly, the use of NBA has been shown to be shaped by
both policy and social environments, whereby liquor store policies
impede the purchase of legal alcohol, and social situations encourage
pooling resources and sharing low-cost alcohol (British Columbia
Centre for Disease Control, 2013).

When viewed through a risk environment lens, MAPs can be un-
derstood as a safer environment intervention (SEI) in that they address
multiple harms stemming from multiple intersecting environments,
without requiring abstinence (McNeil & Small, 2014; Rhodes et al.,
2006). A qualitative synthesis of SEIs for people who inject drugs found
SEIs mitigated drug-use related harms by providing alternative spaces
away from street-based drug scenes, enabling safer drug use practices,
and facilitating access to social and health resources (McNeil & Small,
2014). In essence, SEIs move people out of or away from environments
that produce risk and harm, and into environments that better enable
safety and wellbeing. MAPs function in the same way by providing safer
places to consume alcohol, enable and encourage safer alcohol con-
sumption practices, and often offer additional types of socio-cultural
programming and assistance including access to healthcare services,
help securing housing, support groups, and leisure activities. Key here is
a recognition that SEIs involve more than modifying harmful drug and
alcohol consumption patterns, but attending to variously intertwined
broader forces that shape drug use-related harm. By removing struc-
turally vulnerable individuals with severe AUD from risky environ-
ments (e.g., drinking in public, social situations of sharing NBA,
sleeping on the street), MAPs attend to not only harms related to unsafe
drinking practices, but those associated with structural disadvantage
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and marginalization. Recent research on MAPs is promising, demon-
strating not only positive changes in patterns of alcohol consumption
and a reduction in acute and social alcohol-related harms, but their
benefit as safe and supportive environments (Evans, Semogas, Smalley,
& Lohfeld, 2015; Pauly et al., 2016; Stockwell et al., 2018; Vallance
et al., 2016). For example, a recent study of six MAPs in Canada that
compared MAP residents to a control group found that, compared to the
control group, long-term MAP residents drank less NBA, consumed
fewer standard drinks per day, and were less likely to report alcohol-
related harms over the previous 30 days (Stockwell et al., 2018).
However, longer term disease risk remains a concern, and we are still
investigating the role of MAPs in relation to chronic and long-term al-
cohol related outcomes and health.

Conclusion

Recent work has drawn attention to the unique harms experienced
by structurally marginalized people with severe AUD (Collins et al.,
2018; Crabtree et al., 2018; Holtyn et al., 2017). This work highlights
the need to address not only risky drinking practices, but intersecting
socio-cultural and contextual factors implicit in experiences of struc-
tural and everyday violence and oppression. While most harm reduc-
tion measures specifically target methods and technologies of drug
consumption, adequately attending to the risks and harms experienced
by structurally vulnerable people who drink/use drugs also requires
addressing underlying socio-cultural issues (Pauly, 2008). It is crucial in
this respect to address forms of structural and everyday violence and
oppression that contribute to, and augment, these risks and harms for
both other drugs and for alcohol.

Crabtree et al. (2018) suggest that the harms experienced by “illicit
drinkers”, and the harm reduction strategies they employ, closely re-
semble those of other “illicit” substances. Yet as the so called “red-
headed stepchild” of the family, managed alcohol programs have
struggled to find their place in the harm reduction movement. This may
be due in part to the unusual position of alcohol as a legal psychoactive
substance, and the previously limited (but growing) awareness of the
diverse needs of structurally vulnerable individuals experiencing severe
AUD. The intersection of severe alcohol use and structural vulnerability
(e.g., homelessness, poverty, discrimination) contributes to multiple,
often entangled, social and health inequities. There is a clear need for
wider implementation of harm reduction measures that adequately
address these issues. The safer environment interventions and enabling
places frameworks provide useful platforms from which to con-
ceptualize how alcohol-specific harm reduction measures might attend
to various environments, context and places known to shape and pro-
duce risk and harm (Duff, 2011; Evans et al., 2015; McNeil & Small,
2014).

Conventional alcohol policies configured around population-level
interventions are dominated by moderation and abstinence-based
modalities in which a reduction or cessation of alcohol use is the out-
come of interest. While moderation or abstinence may be viewed as an
ideal means to avoiding alcohol related harm, in practice such strate-
gies are often not ideal for individuals experiencing severe AUD and
structural vulnerability. Although protective against longer term mor-
bidity and mortality outcomes, moderation/abstinence-based polices
and interventions may not demonstrably reduce, and may actually
promote, shorter-term alcohol related harm among individuals experi-
encing severe AUD and structural vulnerability. By shifting the en-
vironments of consumption, moving structurally vulnerable individuals
experiencing severe AUD from harmful environments into places that
facilitate and enable safety and wellbeing, MAPs are an example of a
harm reduction measure capable of addressing multiple intersecting
harms. It is by opening up spaces of healing, safety, and wellbeing,
without requiring abstinence, that harm reduction measures can most
successfully benefit structurally marginalized individuals experiencing
severe AUD.
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