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Abstract
Background  Stimulant use has been increasing globally over the past decade. People using drugs are now most 
often using both opioids and stimulants. In Canada, stimulants were involved in 68% of overdose deaths from 2020 to 
2024. The overdose crisis has disproportionately impacted people experiencing homelessness. People experiencing 
homelessness are more likely to experience an overdose and stimulants are more likely to contribute directly to an 
overdose death in this population. Despite the growing need, a comprehensive and effective treatment program 
for people experiencing homelessness who use stimulants, that also considers trauma and safe supply options, is 
non-existent. We conducted a scoping review to identify the types of evidence-based treatments available to address 
stimulant use in people experiencing homelessness; whether any of these services were trauma-informed; and to 
identify knowledge gaps.

Methods  Using a peer-reviewed search strategy, we conducted searches in MEDLINE, Embase, PsychInfo via OVID, 
CINAHL, Global Health via EBSCOhost, and Scopus. Grey literature sources were hand searched. We included any 
primary research study with no restrictions on language or date. Reporting follows the Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) checklist.

Results  After de-duplication, 2914 titles and abstracts were screened, and 51 papers were moved to full text 
screening. Of this, 31 studies met eligibility criteria and were included for data extraction. Papers examined 
contingency management interventions (n = 20), residential treatment programs (n = 5), safer supply (n = 1), and 
other types of interventions (n = 4). Of the 31 papers, no studies reported using trauma-informed care approaches, 
although, seven incorporated some components of trauma-informed care. There was mixed evidence of effectiveness 
among studies, with rewards-based contingency management being generally effective and acceptable to 
participants.

Discussion  There is limited evidence available regarding stimulant use treatments for people experiencing 
homelessness, with most studies focusing on contingency management. Studies largely do not consider the effects 
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Background
The 2024 UN World Drug Report found that more than 
292 million people reported using illicit drugs in 2022, 
an increase of 20% over the past decade, with more than 
30 million using stimulants [1]. In Canada, the 2023 
Canadian Substance Use Survey found that nearly 8% 
of respondents had used illegal substances in the past 
12  months, with 28% of those reporting polysubstance 
use [2]. However, this survey had significant method-
ological shortcomings, including for example that only 
respondents who could be reached by phone were eli-
gible to participate. As such, this is likely a substantial 
under-counting of the rates of illicit drug use nationwide. 
While much of the focus in substance use treatment and 
policy continues to centre around opioids, psychostimu-
lant use in North America has steadily trended upwards 
over the past 20  years, with a sharp increase occurring 
in the last 5 years [3]. Data from a 2019 Harm Reduction 
Client Survey found that 71% of respondents were using 
crystal meth compared to less than half of respondents 
using any opioid [4]. In contrast, this same survey admin-
istered in 2018 found only 59.7% of people were using 
crystal meth [4]. However, this survey was limited to 
those seeking harm reduction services, which again may 
be an underestimate as people using stimulants often 
access harm reduction services at lower rates than people 
using opioids [5].

Of particular concern, is the overdose crisis which con-
tinues to affect North America, with rates of drug over-
dose deaths steadily increasing each year [3, 6]. Despite 
much of the response to this crisis being focused on 
opioids, stimulant use has also been associated with an 
increase in morbidity and mortality from complications 
related to a toxic drug supply [7, 8]. People using drugs 
are now most often using both opioids and stimulants 
[8] and it is becoming increasingly clear that opioid and 
stimulant related deaths cannot be treated as mutu-
ally exclusive crises. Stimulants, such as cocaine and 
methamphetamine, were found in up to 68% of opioid-
related overdose deaths in Canada from 2020 to 2024 
[8, 9]. Among people who use stimulants, those who are 
opioid-naive and those who use opioids concurrently, are 
at increased risk of overdose death due to the potency 
of fentanyl and related compounds that are increasingly 
found in the drug supply [9].

The overdose crisis has disproportionately impacted 
people experiencing homelessness (PEH). Rates of sub-
stance use and substance use disorders are consistently 

higher among PEH [10–12] and they are more likely to 
experience negative outcomes compared to people who 
are housed [13, 14]. In Canada, the most recent national 
Point-in-Time Count found that in 2022, 18% of respon-
dents indicated that substance use was a reason for their 
housing loss and 61% of respondents had challenges with 
substance use, with the proportion of individuals report-
ing health challenges increasing the longer someone was 
homeless [15]. Further, PEH are more likely to experience 
an overdose involving stimulants, and stimulants were 
also more likely to contribute directly to an overdose 
death in PEH than in housed individuals [8]. In Ontario, 
PEH also had a 271% increase in opioid overdose deaths 
from 2017 to 2021, compared to only a 61% increase in 
housed individuals [14].

Comprehensive treatment options for stimulant use 
are limited. For PEH, treatment options are reduced even 
further as they are often initiated or delivered in inpa-
tient or residential settings creating barriers to access 
[9]. Treatments for stimulant use typically consist of psy-
chological approaches involving twelve step facilitation, 
cognitive behavior therapy or contingency management. 
A recent systematic review found there was only suffi-
cient evidence to recommend contingency management 
[16], where positive reinforcements, frequently mon-
etary rewards, are used to promote behavioural changes 
such as abstinence [17], while a review of treatments for 
amphetamines made no recommendations for pharma-
cological treatments as a result of inconsistent evidence 
of effectiveness [18]. Other wrap-around approaches to 
stimulant use treatment such as Housing First strategies, 
where PEH are offered accommodation in longer-term, 
stable housing (with or without supports), while promis-
ing, have demonstrated mixed effectiveness in reducing 
substance use [19–24]. Two systematic reviews found 
that while housing interventions improved some health 
outcomes, they had no significant impact on substances 
use outcomes [20, 21]. Further, Canadian Housing First 
trials have found that comparison groups experienced 
a greater decrease in severe drug problems after 2 years 
[19] and at 4 years found no difference in substance use 
between the groups [23]. In contrast, other studies of 
Housing First interventions have shown early reductions 
in substance use, which have been mostly observed in 
alcohol and cannabis use [22, 25, 26].

There are also a number of barriers to accessing treat-
ment, which include stigma or embarrassment about 
seeking help; preferring to withdraw on their own; low 

of trauma in their intervention or study design. Further research is needed on harm reduction interventions such as 
stimulant safer supply or supervised consumption services, as well as outcomes other than abstinence that may be 
important to this population.
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confidence in available treatment options; concerns 
regarding relevancy and effectiveness of treatment ser-
vices for methamphetamine use, especially those not 
tailored to people using stimulants and that include 
people using opioids; concerns about confidential-
ity and privacy; and belief that treatment was unneces-
sary [27]. Further, the COVID-19 pandemic significantly 
exacerbated issues of accessing treatments for stimulant 
use. Most harm reduction and treatment programs had 
reduced capacity during restrictive stages of the pan-
demic [28, 29], resulting in substantial increases in wait 
times to access care [29, 30]. Many services also shifted to 
a virtual care delivery model, creating additional barriers 
for patients who did not have access to electronic devices 
or a private space to have medical appointments [29, 31]. 
Lastly, other structural changes during the pandemic dis-
proportionately impacted PEH and people using drugs 
in accessing services including changes to public transit, 
mandatory quarantines, restricted access to a preferred 
substance, and access to other social supports important 
in help-seeking [32].

Harm reduction approaches for stimulant use are also 
limited. Common approaches include safe smoking or 
injecting supplies, supervised consumption sites (in some 
areas), education on personal hygiene (like oral health) 
and drug checking services [33–35]. People who use 
stimulants are less likely to carry a naloxone kit [36, 37], 
and other approaches to address the risk of fatal over-
dose, such as a safer supply of prescribed stimulants, are 
not common [9, 38, 39]. The potential advantages of stim-
ulant safer supply include reduced mortality, a reduction 
in abscesses from injection, reduced transmission of 
infectious diseases, reduced criminality to fund drug use, 
and engagement with health and social providers. The 
issue of safer supply programs is still controversial for 
some, with negative perceptions of safer supply program-
ming from the general public and political representa-
tives persisting. Concerns driving the ongoing hesitancy 
to implement safer supply programs include the poten-
tial diversion of prescribed medications [40, 41], issues 
of safety and other social adversities in neighbourhoods 
where programs exist [42], potential unintended negative 
effects [43, 44] such as increased hospitalizations, and 
that these programs discourage people from accessing 
other treatment [45]. Currently, there is limited evidence 
for stimulant safer supply programs.

People who use drugs have highlighted the impor-
tance of considering mental health, and in particular the 
effects of trauma, in substance use treatment [46]. Stud-
ies have consistently found that 40–60% of people who 
have a stimulant use disorder also have another Diagnos-
tic and Statistical Manual of Mental Disorders (5th Edi-
tion) (DSM-5) diagnosis [47, 48]. In particular, studies 
have shown strong links between early trauma exposure 

and substance use [49]. This is particularly pronounced 
in PEH where adverse childhood experiences or early 
trauma exposure is a nearly universal experience [50]. 
The acknowledgement of trauma in treatment recognizes 
that trauma can impact how people access and engage 
with services, including the view that services or care 
providers may be unsafe, and that programs cannot be 
one size fits all. This recognition of the impacts of trauma 
in treatment is referred to as trauma-informed care and 
is defined as:

“a program, organization, or system that realizes 
the widespread impact of trauma and understands 
potential paths for healing; recognizes the signs 
and symptoms of trauma in staff, clients, and oth-
ers involved with the system; and responds by fully 
integrating knowledge about trauma into policies, 
procedures, practices, and settings”[51].

Trauma-informed care consists of several core princi-
ples including: awareness of the effects of trauma, safety, 
choice, empowerment and a strengths-based approach 
[52]. Trauma-informed care can and should be applied to 
treatment of any condition where a history of trauma is 
known to be a risk factor, even when the treatment of the 
trauma is not the focus of the intervention [53, 54].

For PEH who use stimulants, a comprehensive and 
effective treatment program that also considers trauma 
and safer supply options is non-existent [9]. Much of the 
harm reduction and overdose literature has focused on 
reducing opioid-related overdose and deaths, while the 
importance of stimulant use has been largely overlooked. 
We chose to do a scoping review to identify the types of 
evidence-based treatments available to address stimulant 
use in PEH; assess whether any of these services were 
trauma-informed; and to identify knowledge gaps. We 
chose to focus on PEH given their over-representation in 
stimulant use and overdose statistics, their unique treat-
ment needs, and the disproportionate burden faced by 
this community.

Rationale and objectives
This scoping review aims to provide an overview of the 
literature addressing stimulant use within adults who 
are vulnerably housed or homeless. Within the context 
of this review, we have opted to use the terms vulnerably 
housed or homeless as they are more specific and inclu-
sive terms than PEH in that they include all forms of pre-
carious housing or houselessness, including those who 
are unsheltered or sleeping rough, provisionally accom-
modated, or at imminent risk of homelessness [55]. The 
specific research questions guiding this scoping review 
are:
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(1)	What interventions for stimulant use disorder 
(including safer supply) for people who are homeless 
or vulnerably housed have been reported in the 
literature, including their effectiveness or other 
related outcomes (employment, housing etc.)?

(2)	Are any of these described as trauma-informed and 
how were they operationalized?

(3)	How have these interventions been affected by the 
COVID-19 pandemic?

To gain a comprehensive picture of the current evidence 
available for stimulant treatment for people who are 
homeless or vulnerably housed, we examined outcomes 
of effectiveness, acceptability, and feasibility includ-
ing: substance use outcomes (for example abstinence), 
engagement and retention, treatment satisfaction, 
employment and housing outcomes, adverse events, and 
quality of life.

Methods
Study design
We conducted a scoping review following the method-
ological framework proposed by Arksey and O’Malley 
[56] in addition to the methods manual published by 
the Joanna Briggs Institute’s Methodology for Scoping 
Reviews [57]. For reporting our review, we used the Pre-
ferred Reporting Items for Systematic Reviews and Meta-
Analyses extension for Scoping Reviews (PRISMA-ScR) 
checklist (Additional File 1) [58]. The protocol is regis-
tered with the Open Science Framework ​(​​​h​t​t​p​s​:​/​/​o​s​f​.​i​o​/​
9​k​g​a​m​​​​​)​.​​

Information sources and search strategy
A comprehensive search strategy was established by 
an experienced health science librarian (VL). We con-
ducted searches in MEDLINE, Embase, and PsycInfo via 
Ovid, CINAHL and Global Health via EBSCOhost, and 
Scopus. Grey literature sources, such as medRxiv and 
thesis repositories, were hand searched for non-indexed 
literature. The search was peer reviewed following the 
Peer Review of Electronic Search Strategies (PRESS) 
guidelines [59]. The full search strategy is available in an 
additional file (Additional File 2). The search was run on 
February 22, 2023 and repeated on March 4, 2024. No 
limits were applied to language or publication date. The 
reference list of identified reports and articles was hand 
searched for additional relevant studies that were not 
captured in the initial search.

Study selection: inclusion criteria
We included quantitative, qualitative and mixed-meth-
ods published and non-peer reviewed primary research 
studies that examined stimulant use and related treat-
ment programs, including safer supply, implementation 

of stimulant treatment programs and changes to these 
treatment programs since the COVID-19 pandemic. For 
this review, the population was those who were 18 years 
of age or older, with stimulant use and who were home-
less or vulnerably housed. Vulnerably housed populations 
are defined as those who are unsheltered, emergency 
sheltered, provisionally accommodated, and/or at risk of 
homelessness [60]. Collectively, we consider people who 
were vulnerably housed or experiencing homelessness to 
be PEH. Studies that involved patients under the age of 
18, those with a primary focus on opioid treatment and 
studies that did not report results by housing status were 
excluded. Patients under the age of 18 were excluded as 
adult and youth populations do not access treatment 
through the same systems and the needs of the two 
populations are often different [61]. While the definition 
of youth experiencing homelessness typically includes 
young people aged 13–24, the age cutoff to access most 
youth services is by age 18. As the review was looking 
to identify treatments targeted at adults, youth focused 
treatments were excluded using an age cutoff of 18. 
Similarly, as the focus of this review was on PEH, only 
studies that included this factor in their reporting were 
eligible for inclusion. Eligible study designs included ran-
domized controlled trials (RCTs), cluster RCTs, quasi-
experimental studies, cohort studies, mixed-methods 
studies, qualitative studies, cross-sectional/survey stud-
ies, case studies & controlled before and after studies. We 
excluded reviews, commentaries, and editorials. Reviews 
were excluded so that the primary data from each study 
could be examined to best answer our research questions.

Study selection: screening process
From the results of our comprehensive search strategy, 
we obtained the titles and abstracts from all references, 
with citations uploaded to Covidence Systematic Review 
software (Veritas Health Innovation, Melbourne, Aus-
tralia. Available at www.covidence.org). Screening was 
completed in two stages—titles and abstracts (phase I) 
followed by full-text screening (phase II) to identify rel-
evant studies. All studies were screened by two inde-
pendent reviewers (NE, HT) following the inclusion and 
exclusion criteria. Prior to each stage of screening, the 
reviewers ran pilot screening on 5% of citations to iden-
tify and address any inconsistencies in applying the inclu-
sion and exclusion criteria. Disagreements between the 
two reviewers were resolved through consensus or dis-
cussion with a third reviewer (SH).

Data abstraction
All included full-text studies were reviewed and 
abstracted by two independent reviewers using a pilot-
tested data abstraction form in Covidence review soft-
ware. Data that was abstracted included study design and 

https://osf.io/9kgam
https://osf.io/9kgam
http://www.covidence.org
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characteristics, population characteristics, details about 
the intervention, whether or not a trauma-informed 
approach was used, and key findings. Any discrepancies 
between reviewers were resolved through discussion, 
or if consensus could not be reached, through a third 
reviewer (SH).

The charting process included organizing and inter-
preting data by sifting, categorizing, and sorting material 
according to key issues and themes [56]. Data was orga-
nized by intervention type (contingency management, 
residential treatment, safer supply, and other treatments).

We evaluated if the treatment was delivered using a 
trauma-informed approach by examining whether any 
of the four components of trauma-informed care were 
incorporated in the design or delivery of the treatment. 
We used the components of trauma-informed care as 
outlined by Hopper et al. (2010), which included (i) 
trauma awareness; (ii) emphasis on safety; (iii) oppor-
tunities to rebuild control; and (iv) strengths-based 
approach. We chose to use the Hopper et al. framework 
as it is evidence-based and centres specifically around 
providing trauma-informed care to PEH. Studies were 
marked as “Yes” if they stated they used trauma-informed 
approach. Studies that used at least one component of a 
trauma-informed approach but did not explicitly state a 
trauma-informed approach, were marked as "partial”.

Results
The literature search resulted in 5367 citations. After 
de-duplication, 3146 unique titles and abstracts were 
screened during phase I, of which 2859 citations were 
excluded and 59 were moved to phase II full-text screen-
ing. A total of 31 articles met our inclusion criteria. The 
details of the screening and selection process are pre-
sented in our PRISMA flow diagram (Fig. 1).

Most studies were conducted in the United States 
(n = 25), as well as Brazil (n = 3), Canada [2], and The 
Netherlands (n = 1). We identified 19 RCTs, four sec-
ondary analyses of RCTs, two observational studies, two 
cohort studies, one case series, one pre-post non-ran-
domized design, one pilot trial, and one A-B-A research 
design. Studies were published between 1996 and 2022. 
All studies were published in English. Only one study 
addressed the impact of COVID-19 [62], and one noted 
its impact on their follow-up data collection [63]. Four 
key types of interventions were identified: contingency 
management, residential treatment, safer supply, and 
alternative interventions. A description of all studies 
included can be found in Table 1.

Contingency management
Contingency management was the most frequently 
identified intervention in our review, with 20 studies 
using contingency management as all or part of their 

intervention. In the contingency management interven-
tions, participants received monetary rewards, housing 
or work for abstinence or other health promoting behav-
iours. Of the 20 studies identified, 10 were conducted by 
the Milby et al. research group based in Birmingham, 
Alabama, United States, which evaluated various itera-
tions of contingency management-based interventions.

Eight studies from this research group used enhanced 
contingency management strategies in their trials, which 
included receiving behavioural treatment, goal setting, 
and/or psychoeducation as an enhanced care approach 
or day treatment, as well as abstinent-contingent hous-
ing (ACH) [64–70]. Many also included the use of 
abstinent contingent work therapy [64–66, 68–70]. 
Comparator groups included contingency management 
with no additional treatment [66, 69], treatment alone 
[64, 65, 68, 70, 71], or non-abstinent contingent ser-
vices [67]. Results consistently demonstrated treatment 
groups having improved outcomes including reduced 
drug use, an increase in the number of days housed, and 
improvements in employment. However, the significance 
of results was highly variable with some studies finding 
non-significant reductions in drug use [66, 70] or days 
homeless [69, 70], significant reductions in drug use [64, 
65, 67, 68, 71] or days homeless [71], and significant [69] 
or non-significant [71] improvements in employment.

A pooled analysis of three contingency management 
focused RCTs [64–67], conducted by Vuchinich et al. 
examined seven different treatment conditions (day 
treatment, day treatment with ACH, ACH alone, non-
abstinent contingent housing alone, no housing, ACH 
with vocational training, and contingency management 
with day treatment) tested in the original trials [72]. They 
found that participants who were abstinent during treat-
ment had the same probability of being abstinent at 1 
year follow-up, regardless of which treatment arm they 
had received [72].

Two studies examined the role of trauma in the con-
text of contingency management treatments. In their 
dissertation, Lester completed a secondary analysis of 
the Milby et al. 2008 RCT of contingency management 
with day treatment, ACH and abstinent-contingent work 
therapy [66], and the prevalence and impact of trauma 
on cocaine use [73]. They found that rates of exposure 
to trauma were high (85% of the sample), but a diagno-
sis of post-traumatic stress disorder (PTSD) did not seem 
to impact treatment outcomes. They did note that the 
number of episodes of homelessness seemed to have the 
biggest impact on cocaine use. Additionally, those receiv-
ing contingency management with day treatment also 
had more improvement in their PTSD symptoms [73]. 
Burns et al. 2010 also used data from the Milby et al. 2008 
RCT [66] to examine the role for trauma-specific inter-
ventions [74]. They found those who did not experience 
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improvement in their trauma symptoms over the course 
of their substance treatment were more likely to use sub-
stances more often during and after treatment [74].

Two RCTs, Zhang et al. [75] and Nyamathi et al. [76], 
examined community-based interventions for men who 
have sex with men experiencing homelessness compared 
with scheduled monetary rewards for negative urine 
samples with a nurse-led education program combined 
with contingency management. Both studies found that 
both groups experienced large decreases in stimulant use 
for up to 8 months [75, 76]. Zhang also found that both 
groups experienced a decrease in risky sexual behaviours 

at 8 months [75]. A third study in men who have sex with 
men experiencing homelessness compared contingency 
management to a no intervention control, found that 
introducing contingency management resulted in more 
stimulant negative urine samples over 24 weeks, as well 
as an increase in other health promoting behaviours [77].

Corsi et al. conducted a pilot study to examine the fea-
sibility of contingency management in PEH and using 
methamphetamines [78]. Participants were randomized 
to contingency management alone or contingency man-
agement plus strengths-based case management (CM/
SBCM). SBCM included helping participants identify 

Fig. 1  PRISMA Flow Diagram
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Author 
(year)

Country Study 
design

Sam-
ple 
size

Mean age 
(SD)/ Range 
(years)

Sex/Gender Substances Used Intervention Trauma-
informed 
ap-
proach?

Bernstein 
et al.(2005) 
[89]

USA RCT 778 Intervention
37.8 (8.3)
Control
38.1 (8.2)

Intervention
30.6% female
Control
28.2% female

53% used cocaine only, 7% used 
opiates only, and 40% used both

Brief mo-
tivational 
interview

Partial

Brothers et 
al. (2022) 
[62]

Canada Retrospec-
tive Case 
Series

77 42 (14) 25% women 40% of the population were pro-
vided stimulant replacements

Safe supply Partial

Burns et al. 
(2010) [74]

USA RCT 152 40.1 (7.1) 72.3% male 100% cocaine;
0–31 years of use

CM Partial

Conners et 
al. (2001) 
[87]

USA “Evaluation” 62 16–44 Not reported 
but womens 
treatment 
program

Most identified crack/cocaine as 
their primary drug

Residential 
treatment 
program

No

Corsi et al. 
(2012) [78]

USA Pilot RCT 45 38.00 (8.64) 51.7% male All participants tested positive 
for meth at baseline; 84.5% 
amphetamine positive; 22.4% 
cocaine positive

CM plus 
strengths-
based case 
management 
intervention 
(CM/SBCM)

Partial

de Andrade 
Boska et al. 
(2022) [93]

Brazil Non-
randomized 
experimen-
tal study

122 44 (10.3) Cisgender 
man = 79.5%
Cisgender 
woman = 18.9%
Transgender 
man = 0.8%
Transgender 
woman = 0.8%

Baseline use
Cocaine use = 7.18 days (10.18) 
in past 30
Crack use = 7.76 days (11.25) in 
past 30

Community 
based psycho-
social care

Partial

Doré-
Gauthier et 
al. (2020) 
[92]

Canada Cohort 
study

50 Intervention 
Group = 24.1 
(3.0)
TAU 
group = 23.6 
(3.5)

Intervention 
Group = 91.7% 
male
TAU 
Group = 92.3% 
male

Cocaine use—25% in both 
groups
Amphetamine use 40% in inter-
vention and 30% in TAU group

Intensive case 
management

No

Henskens 
et al. (2005) 
[91]

Netherlands Secondary 
analysis of 
RCT

33 37.5 (5.3);
27–48 years

46% men Crack cocaine (100%) Outpatient 
treatment

No

Kertesz et al. 
(2007) [69]

USA Secondary 
analysis of 
RCT

138 Median (IQR)
ACH: 38 
(34–43)
NACH: 41 
(36–47)
No housing: 
38.5 (34–43)

ACH: 25.4% 
female
NACH: 24.2% 
female
No housing: 
24.2% female

All participants used cocaine in 
2 weeks prior

Behavioural 
treatment & 
CM

No

Lester et al. 
(2007) [73]

USA RCT 196 40 (7.1); 
range 20–57

73% male 99% met cocaine dependence 
criteria;
1% met cocaine abuse criteria

Behavioural 
treatment & 
CM

No

McNamara 
et al. (2001) 
[70]

USA RCT 128 37.7 (7.1) 76.6% male Cocaine disorder (96.9%), includ-
ing crack cocaine use

Behavioural 
day treatment, 
ACH & work 
therapy

No

Miguel et al. 
(2021) [79]

Brazil RCT 21 46 81% male Crack cocaine (100%) CM No

Miguel et al. 
(2022) [63]

Brazil RCT 98 38.7 (9.5) 84.7% male Cocaine positive urinalysis = 51%
Multiple substance use 
disorders = 3.5%

CM + URH No

Table 1  Characteristics of included studies
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Author 
(year)

Country Study 
design

Sam-
ple 
size

Mean age 
(SD)/ Range 
(years)

Sex/Gender Substances Used Intervention Trauma-
informed 
ap-
proach?

Milby et al. 
(2000) [65]

USA RCT 84 38.2 (7.4); 
Range = 20–
65

76.3% male Cocaine use was eligibility 
criteria
93.8% met DSM-III-R criteria for 
substance use disorder

Behavioural 
day treatment, 
ACH and work 
therapy

No

Milby et al. 
(1996) [71]

USA RCT 131 35.7 (6.2) 
(Usual Care)
36.0 (6.6) 
(Enhanced 
Care)

87.1% male 
(usual care)
72.5% male (en-
hanced care)

 71.8% were primarily crack 
cocaine abusers

Day treatment 
model (en-
hanced care)

No

Milby et 
al.(2003) 
[64]

USA RCT 100 37.7 (7.1) 72% male Cocaine 81% Behavioural 
treatment & 
CM

No

Milby et al. 
(2008) [66]

USA RCT 206 [By group]
CM = 39.5 
(7.2)
CM+  = 40.6 
(7.1)

[By group]
CM—74.8% 
male
C+—70.9% 
male

Length of cocaine abuse by 
group
CM—12.4 (7.0) years
CM+—11.4 (6.0) years

CM plus 
extensive day 
treatment 
(CM+)

No

Milby et al. 
(2005) [67]

USA RCT 196 NH = 38.2 
(7.4)
NACH = 40.9 
(7.2)
ACH = 38.4 
(6.7)

NH—76%
NACH—76%
ACH—75%

All participants had self-reported 
cocaine use in the past 2 weeks

Housing and 
CM

No

Nyamathi 
et al. (2012) 
[90]

USA RCT 100 21.2 (2.4) 70% male 7.3% used crack, 17.1% 
used cocaine, 41.5% used 
methamphetamine

Nurse-Led 
HIV/AIDS and 
Health Promo-
tion (HHP) 
Program or 
Art Messaging 
Program (AM)

Partial

Nyamathi 
et al. (2017) 
[76]

USA RCT 367 34.42 (8.1)
Range = 18–
46

All men* Methamphetamine = 73%;
Amphetamines = 48.3%
Cocaine = 33.9%

Nursing case 
management 
(NCM) plus CM

Partial

Rash et 
al.(2017) 
[82]

USA Pooled 
analysis of 
RCTs

355 [By group]
Accessed 
Housing = 37 
(8)
No hous-
ing = 37 [7)

50% male in 
both groups

Cocaine, alcohol and stimulant 
use were included
Both groups had 11 years of 
cocaine use

CM No

Reback et 
al.(2010) 
[77]

USA RCT 105 36.4 (8.7) 100% men Methamphetamine 
dependence—63.4%
Cocaine dependence—6.1%
Crack dependence—19.1%

CM No

Schum-
acher et al. 
(2003) [68]

USA RCT 127 38.0 (7.3) 73.2% male 80.3% cocaine use Day treatment 
plus ACH

No

Shaner et al. 
(1997) [80]

USA A-B-A 
Design

2 Both partici-
pants were 
41

Both partici-
pants were male

Both participants were cocaine 
users

CM No

Stahler et al. 
(1997) [83]

USA Program 
Evaluation

36 30.0
Range = 20–
39

All female  > 90% smoked crack for > 1 year; 
average age of initiation of co-
caine use being 19 years old

Intensive 
residential 
treatment

No

Table 1  (continued) 
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strengths, encouraging participants to set their own 
goals, organizing needed resources or services, and help-
ing to identify personal resources. Participants in CM/
SBCM attended more sessions, earned more vouchers, 
and had more negative urine samples, although this was 
not significantly different from contingency management 
alone [78].

Miguel et al. (2022)[ also examined the feasibility of 
incorporating contingency management into an existing 
public drug treatment program at Unidade Recomeço 
Helvétia (URH) [63]. Both groups received the URH pro-
gram which consisted of access to basic self-care, group 
activities and self-help groups, as well as a trained out-
reach counsellor. The intervention group (URH plus con-
tingency management) also received monetary vouchers 
of increasing value for each negative urine sample pro-
vided. Participants in the intervention group submitted 
negative urine samples more often, had more continu-
ous weeks of abstinence from cocaine and remained in 
treatment longer [63]. Miguel et al. (2021) also exam-
ined the addition of contingency management to the 
ACH component of the URH program [79]. All partici-
pants had access to ACH but were randomized to receive 

contingency management or not. Participants in the con-
tingency management with ACH condition showed more 
improvement with respect to cocaine use than the ACH 
alone group. Participants also reported high acceptability 
of the intervention, describing that they found the con-
tingency management easy to understand, liked receiving 
the intervention, and believed it had a positive effect on 
their treatment response by helping them achieve and/
or maintain crack cocaine abstinence and by improving 
their socioeconomic condition [79].

Lastly, three studies examined contingency manage-
ment alone. One study used an A-B-A case series, where 
two men with co-occurring psychosis and cocaine use 
received monetary incentive ($25) for negative urine 
samples, five times per week for eight weeks. Both par-
ticipants showed high proportions of negative urine 
samples (81% and 77%). The authors note the limitations 
of the small sample, but describe it as laying the ground 
work for larger trials [80]. Two studies examined contin-
gency management alone compared to either assessment 
[81] or usual care [82]. Both studies found that those 
receiving contingency management experienced longer 
periods of abstinence or fewer days of drug use. Rash et 

Author 
(year)

Country Study 
design

Sam-
ple 
size

Mean age 
(SD)/ Range 
(years)

Sex/Gender Substances Used Intervention Trauma-
informed 
ap-
proach?

Stahler et al. 
(1995) [86]

USA RCT 549 32.6 “Men” "Primarily crack cocaine"
77% used cocaine,
20% used alcohol
3% used "other"
11 days of cocaine use in past 30

Group 1—
residential 
treatment; 
Group 2—shel-
ter-based case 
management

No

Stahler et al. 
(2005) [85]

USA Pre-test 
post-test 
design

111 32.7 (5.4) All women Primary drug was cocaine, with 
about half reporting using 
cocaine at least 15 days of the 
past 30

Residential 
treatment 
program 
plus Bridges 
program

No

Stahler et al. 
(2007) [84]

USA RCT 18 32.4 All women 100% used cocaine, 11.5 days 
average in past 30 days

Residential 
treatment 
program 
plus Bridges 
program

No

Tracy et al. 
(2007) [81]

USA RCT 30 Not reported Not reported Years of cocaine use: CM group 
17.73; Control 8.60; Days of use 
past 30: CM 7.33; Control 2.60**

CM No

Vuchinich 
et al. (2009) 
[72]

USA Pooled 
analysis of 
RCTs

543 39.1 (7.1) 73.3% men Cocaine use (per eligibility 
criteria)

CM No

Zhang et al. 
(2018) [75]

USA RCT 398 34.31 100% gay/
bisexual men

Methamphetamine—89.47%
Cocaine—57.89%
Amphetamines—36.84%

CM & NCM No

*Nyamathi et al. 2017—author excluded 29 transgender men from main analysis as they felt they were a unique subgroup
** Tracy et al. 2007 – CM and control groups showed between group differences for cocaine use history (p = 0.02) and use in past 30 days (p = 0.009)

Contingency Management (CM); Abstinence-contingent housing (ACH); non-abstinence contingent housing (NACH); no housing (NH); nursing case management 
(NCM)

Table 1  (continued) 
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al. also found that participants in the contingency man-
agement arm stayed in treatment longer [82].

Residential treatment
We identified five papers that utilized a residential treat-
ment program (without any contingency management 
component). Three of these papers assessed a program 
called “Bridges”, which was designed to support Black 
women with children who were using primarily crack 
cocaine, as an adjunct to residential treatment [83–85]. 
These studies focused on two components: a compre-
hensive residential treatment program and the Bridges 
adjunct program. The residential treatment program 
consisted of four phases involving: (i) stabilization; (ii) 
education, individual and group counselling; (iii) voca-
tional training; and (iv) preparation for community re-
integration. Near the end of stage two, participants were 
introduced to the adjunct Bridges program, which was 
designed to partner the women with a peer advisor and 
introduce culturally relevant activities. The program was 
designed to reduce the alienation and isolation that the 
women had often reported feeling while going through 
drug treatment. In their initial 1997 publication, Stahler 
et al. presented preliminary results which showed that 
approximately 50% of the participants completed the 
program, maintaining sobriety and residing in indepen-
dent housing [83]. In their 2005 pre-post non-random-
ized trial, they compared the residential program alone 
to residential plus Bridges on treatment outcomes. They 
found that while both groups had significant improve-
ment in their cocaine use, women in the Bridges program 
reported no cocaine use for a longer duration. Women 
in the Bridges treatment group also had higher rates of 
treatment completion (93.5%) compared to the residen-
tial program (37.0%) (p = 0.000) [85]. In their final study, 
a small RCT (n = 18), they again compared Bridges plus 
residential treatment to residential treatment alone with 
similar outcomes. The Bridges program retained more 
women than residential treatment alone (88% vs 40%), 
and Bridges women provided more cocaine-free urine 
samples at six-month follow-up (75% vs 30%, p = 0.05) 
[84].

A large RCT (n = 722) of men using primarily crack 
cocaine and experiencing homelessness, which examined 
the effectiveness and predictors of treatment of either a 
comprehensive residential treatment program (group 1), 
intensive shelter-based case management (group 2) or 
shelter care as usual (group 3), was also identified [86]. 
Group 1 involved individual and group therapy, life and 
job skills training, and educational training. Group 2 
had access to a case manager with a case load of about 
15, who assisted in linkages to community services and 
promoted sober living. Group 3 had standard care, which 
involved a case manager (with a load of about 50–75) 

who found support services and assisted with finding 
housing. They found no significant treatment differences 
between groups, with all groups showing improvement, 
but with the caveat that participants were much more 
satisfied with treatment in Group 1 [86].

Lastly, Conners et al. examined a residential treat-
ment program for parenting women [87]. Their program 
included education, individual and group counselling, 
parenting and life skills training. They found that women 
who completed the program were less likely to relapse 
than early or late drop-outs (p = 0.003). Program com-
pleters were more likely to be employed (p = 0.01) and 
showed improved parenting experiences (p = 0.008). 
Graduates were also less likely to be arrested or to be 
experiencing homelessness (although these were not sig-
nificant) [87].

Safer supply
Only one study was identified that evaluated the provi-
sion of stimulant safer supply. Brothers et al. conducted 
a chart review to describe the implementation of an 
emergency safer supply program in Nova Scotia during 
COVID-19 [62]. People staying in the Nova Scotia shelter 
system who contracted COVID-19 were required, by law, 
to isolate at a hotel for a period of 14 days. During isola-
tion, participants were offered access to stimulant safer 
supply, prescribed as per the British Columbia Centre 
on Substance Use (BCCSU) Guidelines: Risk Mitigation 
in the Context of Dual Public Health Emergencies clini-
cal guidance document [88]. Participants received doses 
of methylphenidate or dextroamphetamine, as per the 
guidance document, with the majority of participants not 
exceeding the upper limit of this guidance, with average 
dosages increasing over time. There were no overdoses. 
The program was not available after the 14-day isolation 
period was over. However, the short evaluation period 
and the lack of a control group meant it was challenging 
to make broad conclusions about effectiveness or large-
scale implementation [62].

Alternative interventions
Five studies with alternative interventions were identi-
fied, including brief motivational interviewing, a nurse-
led intervention, an artist-led intervention, as well as 
outreach and integrated care interventions. Bernstein et 
al. examined the impact of a peer-delivered brief moti-
vational intervention, compared to a handout that listed 
treatment options, to reduce cocaine use in an RCT [89]. 
Intervention participants completed a brief semi-struc-
tured interview, received referrals and a booster phone 
call at 10 days. They found that 22.3% of participants in 
the intervention group were abstinent from cocaine at 
6  months post-intervention, compared to 16.9% of the 
controls (p = 0.045). There was also a non-significant 
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reduction in cocaine use among intervention participants 
compared to controls (p = 0.058) [89].

Another study compared two treatment groups: a 
nurse-led HIV/AIDS and Health Promotion (HHP) 
group and an arts-based intervention. The HHP exam-
ined risks of HIV and hepatitis, health promoting behav-
iour, skills training, and the development of supports. 
The arts-based intervention encouraged youth to create 
art with messages related to health and drug-use. The 
program also provided an important means of involving 
youth in a healthy relationship with a caring adult. There 
were no significant differences in stimulant use between 
the two programs, with both showing a reduction in 
stimulant use [90].

A secondary analysis of an RCT of an outpatient treat-
ment program in The Netherlands, which involved 
outreach and case management including crack cocaine-
related education, medical care, social services, and 
psychosocial counseling, was also included. The analy-
sis assessed gender differences in response to treatment 
[91]. They found that, at baseline, women were typically 
in poorer health, suffered from more chronic health con-
ditions, and typically had longer periods of abstinence. 
They found no gender differences in compliance with 
care or retention in the intervention. However, they did 
note differences in treatment outcomes with men having 
less days per month with cocaine abuse, less severe drug 
problems, and a reduction in service needs, while women 
had a reduced attachment to the hard drug scene and 
decreased anxiety. Both men and women experienced a 
reduction in unstable housing [91].

Another outreach-centred project examined the 
impact of an assertive community intervention program 
based in Montreal, Canada, which consisted of an inter-
disciplinary team offering intensive case management to 
youth with first episode psychosis and stimulant use [92]. 
They compared this intervention group to a retrospec-
tive cohort receiving standard care. They found that the 
intervention group reached housing stability sooner and 
were at lower risk of abuse or dependence on cocaine at 
24 months [92].

Lastly, de Andrade Boska et al. examined the impact 
of integrated care on PEH and abusing crack cocaine in 
a Brazilian region with significant challenges with crack 
cocaine use [93]. The program they assessed involved 
a highly diverse multidisciplinary team of physicians, 
nurses, nursing technicians, psychologists, social work-
ers, occupational therapists, physical educators, work-
shops, pharmacists and harm reducers. The program 
offered community-based outpatient care and a night 
service to reduce hospitalizations and improve conti-
nuity of care for patients. They found that there was a 
significant decrease in crack cocaine use at two study 
timepoints, however this was non-significant. They also 

found a significant improvement in quality of life, but no 
improvement in housing status [93].

Trauma-informed care approaches
No studies reported using a trauma-informed care 
approach and very few (n = 6/31) incorporated at least 1 
component of trauma-informed care. All four compo-
nents of trauma informed care were addressed across 
studies with “rebuilding control” being the most com-
mon (n = 5); followed by strengths-based approaches 
(n = 2), safety (n = 2), and trauma-awareness (n = 1). Burns 
et al. noted the importance of control in interventions 
accounting for trauma, as well as noting that the day 
treatment offers programming similar to the Seeking 
Safety program, which is partially trauma-informed [74, 
94]. Bernstein et al. described that for their intervention 
peers were used to establish trust and reduce barriers for 
participants, as well as reintroducing elements of con-
trol to the participant [89]. Brothers et al. also detailed 
how they provided participants opportunities for choice 
within the intervention by using participant preference 
with respect to drug formulation and method of use 
(with the exception of smoking) [62]. Corsi et al. used a 
strengths-based approach, but only for their intervention 
arm, as well as offering opportunities to rebuild control 
by addressing needs only when the client was ready [78]. 
de Andrade Boska et al. highlighted that their program 
“defends people’s freedom and autonomy” in seeking 
care, and as such, provides opportunities for participants 
to rebuild control [93]. Nyamathi et al. described using 
participant-led group sessions (with respect to content), 
working with participants to set their own goals and 
the use of the groups to establish a healthy relationship 
with a caring adult, which all work to emphasize safety 
and rebuild control [90]. In a subsequent study, they also 
demonstrated trauma awareness and safety by engag-
ing gay and bisexual community service attendees in the 
design of study communications, integrating community 
members in the design and implementation of the pro-
grams as peers employed and trained to deliver the con-
tent, and conducting the study in the community sites 
attended by these clientele [76]. Further, three additional 
studies reported on rates of trauma or PTSD, indicating 
they are potentially trauma-aware, but it is unclear if or 
how this was taken into account for the intervention, so 
we did not consider them as partially trauma-informed 
[70, 91, 92].

Discussion
This review identified 31 papers examining interventions 
for stimulant use in people experiencing homelessness, 
with few having clear evidence of effectiveness in reduc-
ing stimulant use or improving other related outcomes. 
Contingency management was the most frequently 
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identified intervention, and, while a theoretically sound 
strategy, has many ethical issues. For example, mak-
ing housing, which is generally seen as a human right, 
contingent on not using stimulants is not ethical in a 
Canadian, or similar, context. While most contingency 
management interventions examined here had mixed 
evidence, it seems that contingency management pro-
grams with rewards, rather than punishments, may have 
some value and appear to be acceptable to participants, 
especially if delivered by peers. However, it is still unclear 
what the optimal size of the reward should be, how fre-
quently it should be given, whether rewards should taper 
up or down over time or how long the contingency man-
agement should be in place to produce lasting results. A 
further limitation of contingency management is that it 
can only be offered to users who want to achieve absti-
nence rather than reducing their use.

There is far less literature on residential treatment pro-
grams, with only three programs identified as providing 
services specifically for PEH. These programs are costly 
and there is little evidence that these programs are bet-
ter than non-residential treatment. There is promising 
evidence of the effectiveness of motivational interview-
ing delivered by peers, although this is in comparison to 
information only. More well-designed trials are needed 
to examine the effectiveness of this intervention com-
pared to current treatment options. Outreach and case 
management studies found mixed effectiveness with 
mostly non-significant improvements in stimulant use 
and housing stability. There was no evidence reported on 
the effectiveness of stimulant safer supply, but in the one 
paper that utilized this approach, there did not appear to 
be any increase in adverse events in the short-term.

The effect of experiencing trauma and the use of 
trauma-informed care approaches is largely absent 
from the literature and rarely integrated into treatment 
approaches, despite its importance being highlighted 
both by people with lived experience [46] and in care 
guidelines [95]. We identified no studies that reported 
using a trauma-informed approach or which used all 
four components of trauma-informed care. Only 20% of 
studies used any component of trauma informed care. 
In most studies, when trauma was considered, it was as 
a risk factor for continued substance use, rather than as 
something that requires consideration in its own right. 
It should be noted that there were no studies of harm 
reduction or supervised consumption services for stim-
ulants identified in this review, despite patient perspec-
tives that they may be an important component of care 
[96, 97].

The results of this scoping review highlight the limited 
effective treatment options for PEH who use substances, 
consistent with existing literature describing the lack of 
treatments [9, 16]. Further, the existing literature focuses 

on abstinence or reduced use as important outcomes, 
although these may not be the most important things 
for patients. Factors such as improved quality of life, 
increased income, or less legal or police involvement may 
be more important [98]. There is also little attention paid 
to the stage of change of patients when entering treat-
ment programs, for example whether they are pre-con-
templators or not. Considering whether people are at a 
stage to engage in the behavioural components of a treat-
ment, may increase their long-term success [99].

Our review is not without limitations. First, there was 
limited geographic spread of studies, with the majority 
being conducted in the United States. As such, results 
may not be generalizable or relevant to other countries. 
Second, the confirmation and measurement of stimulant 
use was highly variable between studies. Some studies 
relied on self-report, some used clinician interviews, and 
others used chemical analysis to confirm stimulant use or 
abstinence.

A lack of qualitative studies identified fails to explore 
the experiences of participants in treatment and to 
understand what outcomes are important to them and 
their goals around substance use. Future research should 
focus on incorporating the lived experience perspective 
during design to ensure interventions are acceptable and 
that outcomes are meaningful. Future work should also 
incorporate and evaluate the effect of trauma-informed 
care approaches in treatment for stimulant use.

Conclusion
The findings of this review have identified several gaps in 
the treatment of stimulant use for PEH, including a lack 
of trauma-informed approaches, a lack of global research 
(including Canada), and a focus on abstinence-related 
outcomes over wellbeing or harm reduction. With nearly 
two-thirds of papers focusing on contingency manage-
ment, of which nearly one-third were published by a sin-
gle research group, there is a need for more high-quality 
studies of existing and novel interventions, as well as a 
focus on outcomes other than abstinence. In particular, 
more research is needed on the role of supervised con-
sumption services and safer supply programs for people 
who primarily use stimulants. Further, the findings of 
this review need to be applied to the Canadian setting 
and, specifically, considered in the context of the existing 
Housing First model. This scoping review suggests that 
when people who have been homeless and using stimu-
lants move into housing that a strategy that incorporates 
treatment for the effects of trauma and trauma-informed 
care; utilizes motivational interviewing involving peers; 
and for those who want to pursue abstinence, employ-
ing rewards-based contingency management, may be 
a potential way forward. The issues of housing and sub-
stance use are intimately intertwined, and we know 
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from reviews of Housing First that housing alone doesn’t 
improve mental health or substance use problems. Given 
the co-occurring housing and drug crises, we need a 
pathway to move forward with comprehensive stimulant 
treatment and this review suggests a strategy for incorpo-
rating it into an updated Housing First approach.
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