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EXECUTIVE SUMMARY  
 

  

The Pacific AIDS Network (PAN) is a proactive network of over 50 community-based and allied 

organizations working to address HIV, Hepatitis C (HCV) and related conditions in British Columbia (BC). 

Every year, member organizations and allied stakeholders come together at PAN’s Fall Conference to 

discuss emerging and pertinent issues and decide on key advocacy items.   

 

PAN’s 2016 Fall Conference was held on October 25th and 26th   and had 103 attendees.  Participants 

included delegates of member organizations, persons with lived experience, and other allied 

stakeholders including health authority representatives, representatives from the Ministry of Health, 

Pubic Health Agency of Canada and other policy makers and influencers. A significant portion of the 

conference program was devoted to discussing the pressing issue of Canada’s national drug policy and 

its effects on public health in the context of BC’s ongoing crisis of overdose (OD) and overdose deaths.  

Conference attendees discussed the status of Supervised Consumption Sites (SCS) in BC and Canada, and 

the deleterious impacts of Bill C-2 (the Respect for Communities Act).  Many spoke to a lack of sufficient 

resources and the need for greater supports and capacity for those working on the frontlines, for those 

who are experiencing trauma, grief, and ethical and moral challenges. Throughout, there was repeated 

acknowledgement of how the historical failure to include People Who Use Drugs (PWUD) in decision-

making, policy and program development, has contributed to BC’s current crisis and the ongoing public 

health emergency.   

 

This report summarizes the information and perspectives shared via the various conference 

presentations, roundtable discussions, topic tables and Q&A sessions that took place in October. Some 

of the latest changes to drug policy and programming are also noted. Based on the conference 

deliberations and taking into account the latest developments, the report highlights potential policy 

changes and advocacy items for PAN and allied partners (e.g. the Canadian HIV/AIDS Legal Network, the 

Canadian Drug Policy Coalition, Pivot Legal Society, and the Provincial Health Services Authority (PHSA)) 

to consider as we look to the future.   

  

 

http://pacificaidsnetwork.org/
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Highlights of Responses from Conference Participants  
  

Canadian Drug Policy 

It was noted that the current National Anti-Drug Policy and related policies are outdated, prohibitive in 

nature, and fail to sufficiently prioritize the safety and health needs of people who use drugs (PWUD). 

Too much and too many of our societal resources are dedicated to prohibition based approaches and to 

corrections/policing, as opposed to harm reduction, prevention and treatment.  As a result, PWUD are 

faced with unjustifiable risk of related harms, overdose and deaths. These approaches also result in 

multiple barriers for service providers to do their jobs effectively, and leaves them frustrated, morally 

conflicted (i.e. safety of clients vs. abiding by rules) and emotionally and psychologically burdened (the 

impacts of responding to and witnessing overdoses and deaths). Moreover, such policies create tension 

between health care, harm reduction workers and law enforcement officials.    

It was noted that Pivot Legal Society is undertaking a province-wide initiative to investigate how 

municipal bylaws and other regulatory frameworks and policies are also impeding harm reduction and 

anti-poverty efforts. 

 

Supervised Consumption Sites and the Respect for Communities Act (Bill C-2) 

Canada only has two legal supervised consumption sites (SCS) – Insite and at the Dr. Peter Centre – both 

of which are situated in Vancouver, BC. In 2011, the Supreme Court ruled in favour of Insite and against 

the then federal government, granting Insite an exemption to section 56 of the Controlled Drugs and 

Substances Act (CDSA). The decision noted the immense amount of valid scientific evidence and 

research demonstrating that SCS serve PWUD’s human rights to safe services and that SCS do not pose 

discernible negative impact to the public safety or health objectives of Canada.  

Following this ruling in 2015 the Conservative government adopted Bill C-2, the Respect for Communities 

Act.  This legislation established many new requirements for gaining a federal s. 56 exemption to the 

CDSA, making opening legal SCS nearly impossible in Canada. The lack of resources and the negative 

regulatory environment created by the Respect for Communities Act results in ongoing unnecessary risks 

for PWUD and associated traumas for PWUD as well as frontline workers, emergency responders, and 

others working on the frontlines.   

Conference participants were unanimous in their calls for the immediate repeal of the Respect for 

Communities Act. Many noted and applauded the recent creation of de facto “pop-up” SCS in areas of 

dire need where PWUD and their allies were prepared to take the risk of opening “illegal” sites.     

Since PAN’s 2016 Fall Conference, there have been significant developments. On December 8th, BC’s 

Health Minister Terry Lake announced the opening of several government-sanctioned SCS, without 

waiting for legislative changes or approval from Ottawa. That same day, three “overdose prevention” 

sites opened in Vancouver’s Downtown Eastside at existing social service agencies. These sites in 

Vancouver (including a mobile medical unit) will supplement care and supervision already provided at 

Insite; services will extend further in the Lower Mainland to Surrey, and also in Victoria. The Interior 

Health Authority will deliver overdose prevention care at sites in Kelowna and Kamloops. In some cases, 

PAN member organizations are playing key roles in the getting these sites up and running.  
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No doubt in response to this pressure from BC, on December 12th federal Minister of Health Dr. Jane 

Philpott announced that a new Canadian Drugs and Substances Strategy will replace the current 

National Anti-Drug Strategy, stating “It will reframe problematic substance use as the public health issue 

that it is.”  The new strategy will also reinstate harm reduction as a key, non-negotiable pillar, and 

establish that the lead responsibility for drug policy will, in future, fall within the purview of Health 

Canada, as opposed to Department of Justice. That same day Bill C-37 was introduced – which will 

essentially repeal the Respect for Communities Act and greatly simplify the process of applying for an 

exemption that would allow certain activities to take place at a supervised consumption site, as well as 

the process of applying for subsequent exemptions.  

 

The Public Health Emergency of Overdose Deaths & the Current Provincial Response 

In April 2016, BC declared a public health emergency in response to an unprecedented number of 

overdoses and related deaths. In June, a BC Overdose Action Summit was convened by the province and 

in July, a Joint Task Force was created, headed by Provincial Health Officer Dr. Perry Kendall and Clayton 

Pecknold, Director of Police Services, with representatives from the BC Centre of Disease Control 

(BCCDC), and the ministries of Health and Public Safety. The Task Force is leading the provincial 

response to the overdoses in BC, including working with the federal government to establish additional 

SCS in BC, improving opioid substitution treatment, and increasing access to recovery programs.  

In July, the College of Physicians and Surgeons of BC made changes to prescribing requirements, making 

is easier for doctors to prescribe Suboxone (a combination of buprenorphine and naloxone) to treat 

opioid addiction.  

BC was also the first province in Canada to establish a province-wide take-home naloxone program – a 

safe medication that can reverse the effects of an overdose of an opioid drug, such as heroin, morphine, 

fentanyl or oxycodone. The naloxone program was first introduced in mid-2012 when fentanyl 

overdoses began to rise. In September, the province removed all regulatory barriers to access naloxone 

kits (now available without a prescription and outside of a pharmacy). By the end of September, 13,746 

free take-home naloxone kits had been dispensed to PWUD, community workers and service providers 

(not including kits ordered and paid for by the BC Ambulance Service, fire and police departments, etc.).  

It was noted at the PAN’s 2016 Fall Conference that the frontline staff of PAN member and allied 

organizations are very involved in administering naloxone to persons who are overdosing. Many of these 

same organizations are also providing naloxone kits, training and information to PWUD and to other 

service and health care providers in their communities.    

Despite all of these progressive steps and efforts being made on all levels – community, public health, 

police services, etc. – the situation continues to be dire. According to statistics provided by the BC 

Coroners Service, by the time of the PAN’s Fall Conference in later October, a total of 555 persons had 

died due to illicit drug overdose. The following month, in November alone, 128 people died of an illicit 

drug overdose — an average of more than four people per day. Since January 1st 2016, there have been 

755 overdose deaths in the province, an increase of 70.4 per cent over the same period last year. 

 

http://www.cbc.ca/news/politics/safe-injection-sites-goodale-philpott-1.3892687
http://www.cbc.ca/news/politics/safe-injection-sites-goodale-philpott-1.3892687
https://news.gov.bc.ca/releases/2016HLTH0026-000568
https://www.cpsbc.ca/important-notice-regarding-suboxone%C2%AE
http://towardtheheart.com/naloxone/
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Community Leadership and Support for Frontline Workers 

Prior to the PAN’s 2016 Fall Conference, Executive Directors (EDs) of PAN member organizations had 
identified the impacts of the fentanyl overdose crisis on frontline service organizations, staff and clients 
as a priority topic. At an adjunct meeting to the Fall Conference, EDs met and identified workplace policy 
and procedure, access to harm reduction supplies, and supports and capacity building for frontline staff 
as pressing issues.   

PAN member and allied organizations are facing the overdose crisis in the absence of funder supported 

policy, and against a backdrop of an unsupportive legal and regulatory framework; but with the goal of 

saving lives, they are forging ahead to provide care. In the present situation, community-based 

organizations are working above and beyond their mandates to deliver naloxone education, overdose 

response, and ongoing supportive care. Staff and volunteers are stretched and stressed.  

The need for consistency, coordination and support is evident. Organizations need clear guidance on 

how they may provide care without the threat of funding loss. They need access to harm reduction 

supplies and knowledge on how to advise clients to access supplies themselves. Organizations need 

training and increased capacity if they are to continue to provide this level of care.    

Work is needed to develop consistent, safe and supportive policies for organizations providing care 

across the province. More education is needed for staff providing this level of care, and more workplace 

support for the stress and trauma related to this level of care is needed. Funder support and the means 

to do this work are also required.   

 

The Need for Inclusion of People Who Use Drugs 

Nothing About Us, Without Us: Conference participants noted that Canada’s current framework of drug 

policies do not reflect the voices, wisdom and experience of people who are most affected by these 

policies (i.e. people who use drugs).  This is not acceptable from a human rights or ethics perspective, as 

all people should have the right to be involved in decisions affecting their lives. It also ignores a key 

public health imperative for involving people who use drugs, as it is they who are best able to identify 

what works in a community that others often know little about or understand.  Embodying the Nothing 

About Us, Without Us principle and engaging PWUD in the decision-making processes are essential in 

reducing detrimental and harmful impacts of current criminalization and prohibition-based policies.  

Moving forward, mobilizing the meaningful involvement of people who use drugs, is not only ethically 

essential but will also be key to effectively addressing BC’s current public health emergency. 
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Key Conference Recommendations and Next Steps 
  

Working collaboratively over the course of the two days of the conference, participants arrived at the 

following as the key recommendations items for PAN and our allied stakeholders and partners to 

consider by way of policy change, advocacy and stigma reduction for PWUD:  

ü Repeal Bill C-2 Respect for Communities Act immediately; failing the repeal, securing a province-
wide exemption for SCS. 
 

ü The creation and adequate resourcing of SCS in communities where there is a need, undertaken 
in consultation with PWUD and the organizations closest to this work.  
 

ü Canada’s national drug policy needs to shift from being prohibitive to harm reduction-oriented, 
with a public health focus that prioritizes the safety and health needs of people who use drugs. 
 
Note: We applaud the recent decisions and steps taken at the federal and provincial levels to 

begin to address the recommendations outlined above. Meaningful engagement with PWUD 

and the community-based response remains key.  

  

ü Uphold the Nothing About Us, Without Us principle. Harm reduction and criminalization policies 
must engage PWUD in the decision-making process in order to effectively respond to this public 
health crisis and move forward with strengthened policies that prioritize safety and health.  
 

ü Particular attention must be paid to populations who are disproportionately affected and 
neglected such as youth and Indigenous peoples. 
 

ü Many changes in treatment are needed, including: reducing barriers to access (related to 
decriminalization, stigma, and negative past experiences); shifting away from abstinence-
focused treatments; increasing treatment/recovery program availability; and improving opioid 
replacement therapy.  
 

ü Work is needed to develop consistent, safe and supportive policies for organizations providing 
care across the province.  Funder commitment, collaboration and the means to do this work is 
required.  
 

ü Capacity building: Provide more training, information and resources to increase the capacity, 
knowledge and skills of PAN member organizations, allied frontline agencies and other partners 
and key stakeholders including law enforcement officers to better respond to this public health 
crisis.   
 

ü Provide more workplace support including counselling, for frontline staff and for peers who use 
drugs; there is a high level of physical and emotional burnout and trauma.  
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INTRODUCTION AND HISTORIC BACKGROUND 
 

 

Canada has had a prohibition-based policy approach to “illicit” drugs for more than 100 years. Over the 

decades, the emphasis on prohibition and corrections has ebbed and flow, but never fully in the 

direction of putting public health and safety first. Thinking of this in the context of the “Four Pillars” 

approach used by the City of Vancouver, resources continue to be disproportionately weighted towards 

enforcement (versus the other three pillars of prevention, treatment or harm reduction). Donald 

McPherson details the Four Pillars approach in: A Framework for Action: A Four Pillars Approach to Drug 

Problems in Vancouver.   

PAN member and allied organizations have been providing harm reduction services and supports against 

a federal backdrop of strict and confusing laws and provincial, regional and local contexts of inconsistent 

regulatory policies and widely varying public opinion. Another consistent theme is the lack of genuine 

engagement of people who use drugs (PWUD) in developing policy, the public response and programs.   

Despite years of evidence and research demonstrating the value of such services, and the ongoing 

advocacy work by PWUD and their allies, Canada still has only two legal supervised drug consumption 

sites (SCS), both in Vancouver. Creating even more barriers to safe access since 2015 is Bill C-2, the 

Respect for Communities Act, which made setting up more supervised consumption sites nearly 

impossible and continues to put PWUD at significant risk of harm or death. Bill C-2 created 26 onerous 

conditions for new supervised consumption sites and also complicates the process by which existing 

sites have to apply annually for an exemption from the Controlled Drugs and Substances Act to operate. 

The evidence that our current drug policies, programs and regulatory frameworks are not working is 

sadly borne out by the amount of harms and unnecessary deaths due to the overdose. Overdose deaths 

are not new to the BC context, and 2016 has seen an unprecedented number of overdoses and overdose 

deaths due in large part to increased street access to the opioid fentanyl. In April 2016 BC’s Chief Public 

Health Officer (PHO) Dr. Perry Kendall declared a public health emergency, the first time the PHO has 

served notice under the Public Health Act to exercise emergency powers.  

Despite that emergency declaration and the subsequent deregulation of naloxone in September, as of 

the time of writing this report, the number of illicit drug deaths in BC continues to rise this year at a rate 

of about four each day. According to the BC Coroners Service, from January 1st to November 30th, there 

have been 755 overdose deaths, an increase of 70.4 per cent over the same period last year in BC.   

PAN member organizations and others on harm reduction’s frontlines wonder how to prevent further 

needless deaths and serve their clients, while operating in a context of finite financial and human 

resources and a growing emotional, psychic and physical toll. The health and safety of PWUD are only 

going to be at greater risk with the advent of other, non-fentanyl, synthetic opioid drugs on the streets, 

as with the increasing presence of carfentanil, a highly potent opioid 100 times more toxic than fentanyl 

and 10,000 times more toxic than morphine. While the full effects of new synthetic drugs are yet to be 

seen, the first known overdose death due to carfentanil in BC took place on November 17, 2016.    

 

http://vancouver.ca/people-programs/four-pillars-drug-strategy.aspx
http://donaldmacpherson.ca/wp-content/uploads/2010/04/Framework-for-Action-A-Four-Pillars-Approach-to-Drug-Problems-in-Vancouver1.pdf
http://donaldmacpherson.ca/wp-content/uploads/2010/04/Framework-for-Action-A-Four-Pillars-Approach-to-Drug-Problems-in-Vancouver1.pdf
http://www.cbc.ca/news/canada/british-columbia/fentanyl-beeker-underground-producer-1.3868579
http://www.cbc.ca/news/canada/british-columbia/carfentanil-death-vancouver-1.3873297
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1. Canadian Drug Policy 
 

Donald MacPherson, Executive Director of the Canadian Drug Policy Coalition provided a detailed 

description of the background and context of drug policy in Canada. A roundtable discussion was also 

held on how the criminalization and prohibition of drugs has impacted PAN member organizations and 

their clients. 

   

Background and Overview (Donald MacPherson, Canadian Drug Policy Coalition) 
 

¶ Drug prohibition in Canada first originated in response to a large-scale, anti-Asian race riot that 
took place in Vancouver in 1907. This was followed by fear mongering towards opium dens and 
Chinese persons in general, which resulted in a prohibition of opium and other drugs. 

¶ Canada needs to get beyond this outdated box of prohibition – all our efforts to provide 
treatment, prevention services, etc., and all progress being made is within the constraints of a 
flawed policy. 

¶ There are ample data demonstrating that drug prohibition has failed. 

¶ There is growing support for harm reduction and new policy here in Canada and globally, but 
there is still a lot of opposition and lack of attention to safety of PWUD. 

¶ A disproportionate amount of society’s resources is being dedicated to enforcement (as 
opposed to treatment, prevention and harm reduction). 

¶ Could the Fentanyl crisis represent the last gasp of prohibition here in Canada with the 
recognition that prohibition based approaches are not the answer? We can only hope so. 

  

Roundtable Discussion on Canadian Drug Policy 
  

Impacts of poor policy on drug consumers/people who use drugs (PWUD): 

¶ Clients reluctant to access services because of fears of criminal repercussions, penalties, 
unwanted contact with law enforcement or past experiences of being stigmatized when they do 
access or attempt to access services. 

¶ Clients are experiencing decreased access to opportunities to use safely, as well as related 
services such as HIV testing, drug testing, etc.   

¶ Sex work makes people particularly vulnerable to poor policy, for various reasons including high 
visibility and already being a target by law enforcement (e.g. being fined for being a “nuisance” 
($500 fine)). 

¶ For many peers who use drugs, witnessing and dealing with overdoses is becoming normalized. 

¶ Criminalization and risk of overdose – people go to jail for a few weeks, come out, and overdose 
because their tolerance has decreased. The same risks can be true for short term treatment 
programs.  

¶ Easier access to safe, “quality controlled” drugs is necessary – the day in, day out search for 
drugs for those with serious addictions is exhausting and creates more health and social 
problems.  

¶ Being homeless is often written up as a “breach of probation” which criminalizes poverty and 
public health. 

¶ Being criminalized for addictions is really being criminalized for trauma, especially for Indigenous 
peoples (people respond to trauma through addiction). 

http://www.drugpolicy.ca/


11 
 

¶ Great frustration that people with lived experience are not being included when making policy 
decisions. Lack of engagement and decision-making power for PWUD leads to the failure to 
create policy that effectively addresses PWUD’s needs and prioritizes PWUD’s safety. This results 
in unnecessary harms, poor health outcomes, and avoidable deaths.  
 

Impacts of poor policy on service providers: 

¶ Client’s health and safety come first (service providers do whatever is necessary). Moral 
dilemmas – a lot of people work in a grey area, and staff are straight out lying to get the job 
done and to keep people safe/alive. 

¶ Criminalization drains scarce resource and prevents frontline workers from being able to 
effectively address and provide support for the social determinants of health (e.g. housing). 

¶ Laws and regulations around starting up safe injection sites/consumption sites are enormous 
barriers for service providers, health authorities, etc. to provide these necessary services (too 
many “hoops” to jump through). 

¶ Dealing with overdoses (on daily basis for some) is very challenging – lack of support for people 
working on the frontlines who deal with that trauma. 
 

Impacts of poor policy on relationships between individuals and groups: 

¶ There is tension between service providers and law enforcement; difficulty building bridges with 
RCMP, police.  

¶ Public safety on the one hand is a priority but so is the need for strategies to keep PWUD safe – 
how to work towards both of these goals so as to minimize conflict?  

¶ Tension created between the service provider and the client because of the policies and laws in 
place – we are here to support but also operate under the limits of the law. 

 
Barriers created by poor policy: 

¶ Challenges in providing support to clients who use drugs, their access to housing and treatment 
can be limited. 

¶ Lack of equitable healthcare. 

¶ Conundrum of using in isolation and putting self at risk of overdose and death vs. not using in 
isolation and facing stigma and legal consequences. Criminalization forces people to use alone, 
isolating PWUD, which further diminishes their safety.  

¶ Lack of affordable housing forces/creates more openness and opportunities in drug deals. 

¶ Creating tension with lack of housing and no safe injection sites. 

¶ Criminalization results in people not getting tested for HIV (especially with laws around 
disclosure). 

¶ Due to past experiences, clients will not want to access healthcare because of drug related 
stigma.  

¶ Looking to the new HIV/HCV/STIBBI federal funding under the new Community Action Fund, the 
decision was made to no longer provide funding for frontline programs that are deemed to be 
within provincial jurisdiction. Many of the organizations and programs that will be defunded 
come April 1st 2017, or will be receiving reduced funding, are providing vital supports to PWUD 
including harm reduction and other related services.  

¶ Addiction treatment options for youth are poor right now. 

¶ Current services for people require abstinence and giving up of phones, friends, and partners. 

¶ Many people using drugs are also struggling with mental health issues. 

¶ Clear deficiencies in current drug policy around children and care. 
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Policy changes at provincial and/or federal level that could improve lives and increase access: 

¶ Hydramorphone (Dilaudid), an opioid pain medication, should be added to the provincial 
formulary; get doctors on board. 

¶ Repeal Bill C-2 Respect for Communities Act immediately. 

¶ Eliminate geographic boundaries for helping and supporting people. 

¶ Increase support for First Nations cultural activities – participation in culture decreases drug 
use/addiction and supports recovery. 

¶ Addiction treatment options, especially for youth, are abysmal – ease up on restrictions and 
limitations (e.g. policies at treatment centres that emphasize no smoking, no pets, no phones, 
no friends and partners, etc. – youth won’t go). 

¶ Housing first! Have addictions treatment options better configured with housing. 

¶ Need more options that are not abstinence based – abstinence doesn’t work for many people; 
it’s not appealing so folks won’t seek help. 

¶ PHAC/federal government funding decisions to no longer provide support for frontline programs 
that are deemed to be within provincial jurisdiction is going to have terrible impacts on ANKORS, 
Positive Living Fraser Valley, etc. and compromise their amazing work with PWUD providing 
naloxone training, OD prevention, harm reduction, etc.  The lost funding should either be 
reinstated by the federal government or the provincial government/health authorities need to 
step up and contribute more.  

 

List of potential advocacy/action items for PAN and/or allied stakeholders/partners to 

consider 
 

¶ Develop advocacy at a national level. 

¶ Develop an information tool to go along with policy level. 

¶ Promote greater access to replacement therapy for opioid use. 

¶ Develop educational package to support the organizational development of recommendations. 

¶ Law enforcement officers need more training on harm reduction. 

¶ Change federal regulations regarding prescribing methadone and Suboxone (a combination of 
buprenorphine and naloxone) to make it less onerous. 

¶ Social and policy changes – repealing Bill C2, eliminating geographic boundaries and making 
services more transferable, more support for cultural activities particularly First Nations. 

¶ Housing first. 

¶ The trajectory is decriminalization to decrease stigma and increase seeking of help 
(decriminalization reduces stigma and allows people to more easily access services). 

¶ Change the schedule for social support disbursement, which can decrease the overdose and 
related deaths. The Cheque Day Study, or TASA (The Impact of Alternative Social Assistance 
Disbursement on Drug-Related Harm – a Randomized Control Trial) supports this, as people 
often get money from income assistance once per month, buy drugs and experience overdose 
on their usual amounts because tolerance has gone down (i.e. cheques should be distributed 
weekly to decrease overdoses and related deaths).  

  

http://www.cfenet.ubc.ca/research/urban-health-research-initiative/tasa-cheque-day-study/about


13 
 

2. Supervised Consumption Sites & the Respect for Communities Act  
 

Supervised Consumption Sites (SCS), also known as supervised injection sites, or safe injection sites (SIS), 
are widely believed to be the best option for reducing harms associated with drug use. They provide 
users with a warm, safe environment, clean equipment, professional medical assistance if needed, 
opioid-reversal medication (naloxone) on hand, and the opportunity to learn more about harm reduction 
practices. Other related services are often available, such as HIV testing, HCV testing, and drug testing.  
 
During the conference, Richard Elliott, Executive Director of the Canadian HIV/AIDS Legal Network gave a 
comprehensive presentation of the legal state of SCS/SIS in Canada. In his presentation, Richard also 
outlined the Respect for Communities Act (Bill C-2) – the legislation governing exemptions for safe 
consumption sites. Bill C-2 makes application for such an exemption extremely onerous, and the 
likelihood of exemption approval extremely unlikely. What follows are Richard’s main points and 
highlights from the small group discussions on SCS and Respect for Communities Act (Bill C-2).    
 

Background and Overview (Richard Elliott, Canadian HIV/AIDS Legal Network) 
  

Safer consumption services (SCS) in Canada – Overview and context: 

¶ Globally, dozens of such services now exist in at least 8 countries, which began in the 1980s. 

¶ Only 2 sites in Canada, both in Vancouver (Insite and the Dr. Peter Centre). 

¶ Insite has been extensively researched along with other SCS and it has been demonstrated that 
there are many positive effects of such services: it reaches the people it's intended to, reduces 
risk of overdose, prevents overdose-related deaths, reduces high risk behaviour, provides safety 
especially for women who use drugs.  

  What’s love got to do with it? Exploring how intimate relationships with men impact 
women who inject drugs and their vulnerability for Hep C and HIV  

 What is the Effectiveness of Safe Injection Services? “Respondents, especially women, 
frequently explained that there is a risk of being taken advantage of while intoxicated in a 
public space”  

¶ Research shows SCS do not have the negative effects that many opponents claim, such as 
encouraging drug use, increasing crime, reducing number of people seeking treatment. 

 Moving forward with supervised injection sites: Special edition – debunking 10 popular 
myths by Mark Tyndall  

¶ We need more services in Canada; many studies have demonstrated this need in many cities. 

¶ Calls for SCS are widely supported by community services across the country and by PWUD.  
 

The Insite Story – A Legal Context for Safe Consumption Sites:  

¶ Section 56 of the Controlled Drugs and Substances Act (CDSA) allows the Federal Minister of 
Health to exempt a SCS service from the CDSA – Insite was granted such an exemption in 2003. 

¶ In 2008, the then Federal Minister of Health Tony Clement refused to extend Insite's exemption. 

¶ In 2011, the Supreme Court ruled in favour of Insite – this was decided based on the proposition 
that people who use drugs have these human rights to safe services. In its unanimous decision, 
the Supreme Court said the federal government has the jurisdictional right to use criminal law to 
restrict illicit-drug use, but that the concerns the federal government cited in an attempt to 
close Insite were “grossly disproportionate” to the benefits for drug users and the community. 

http://www.aidslaw.ca/site/?lang=en
http://pacificaidsnetwork.org/wp-content/uploads/2016/05/RichardElliott_SCS-and-RCA_PAN-2016_25-Oct-2016.pdf
http://pacificaidsnetwork.org/wp-content/uploads/2016/05/RichardElliott_SCS-and-RCA_PAN-2016_25-Oct-2016.pdf
file:///C:/Users/Janet/Dropbox/MadJan%20Works/PAN_2016-/Fall%20Conference%20Reports/supervisedinjection.vch.ca
http://www.drpeter.org/
http://www.catie.ca/en/pif/spring-2016/what-s-love-got-do-it-exploring-how-intimate-relationships-men-impact-women-who-inje
http://www.catie.ca/en/pif/spring-2016/what-s-love-got-do-it-exploring-how-intimate-relationships-men-impact-women-who-inje
http://www.ohtn.on.ca/wp-content/uploads/sites/9/2015/11/RR83_effectiveness-of-SIS.pdf
https://prezi.com/l4lnmplzrvuf/busting-myths/?utm_campaign=share&utm_medium=copy
https://prezi.com/l4lnmplzrvuf/busting-myths/?utm_campaign=share&utm_medium=copy
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¶ “During its eight years of operation, Insite has been proven to save lives with no discernible 
negative impact on the public safety and health objectives of Canada,” the Court said. “The 
effect of denying the services of Insite to the population it serves and the correlative increase in 
the risk of death and disease to injection drug users is grossly disproportionate to any benefit 
that Canada might derive from presenting a uniform stance on the possession of narcotics.” 

¶ In ordering the Harper government to exempt the clinic from prosecution for its activities, the 
Court said that the government cannot simply close down clinics based on its own distaste for 
legally sanctioned drug injections. 

¶ It said that the consequences of interrupting the work of the clinic could have such “grave 
consequences” that only a direct court order can be assured that the spirit of the judgment 
would not be circumvented. 

 
Government Response to Supreme Court Decision - The Respect for Communities Act (Bill C-2): 
Following the Supreme Court decision on Insite in 2015, the Harper government introduced the Respect 
for Communities Act (Bill C-2). The Supreme Court decision gave general direction where there is 
evidence that a safer injection site would be beneficial and pose minimal risk, the Minister should give 
an exemption. Unfortunately, this is not the spirit or intention of Bill C-2.  
 
Bill C-2 consists of a host of regulations that makes it much more difficult for a community service 
provider to open a harm-reduction site. The legislation also complicates the process by which existing 
sites have to apply annually for an exemption from the Controlled Drugs and Substances Act to operate. 
 
Bill C-2 states that Minister must consider evidence on:  

¶ Impact of facility on crime rates and documentation from police force. 

¶ Local conditions indicating a need for such supervised injection site. 

¶ Regulatory structure in place to support the facility. 

¶ Resources available to support its maintenance. 

¶ Expression of community support or opposition – a “broad range of community groups” may 
weigh in. 

 
Impact of Respect for Communities Act (Bill C-2): 

¶ A cumbersome, biased process that is easily tainted by bias and stigma. 

¶ Onerous amount of information is required before the Minister may even consider application.   

¶ No timeline is given for decision after application. 

¶ Minister can post call for public comment for 90 days, with no restrictions on who gets input. 

¶ Exemptions will only be granted in “exceptional circumstances” after considering certain biased 
principles. 

¶ Fuels misinformation about supervised consumption services. 

¶ Contradicts the letter and spirit of the Supreme Court decision.  

¶ Focus on viewing criminality and not health services. 

¶ Allows opinions that are politically oriented and not evidence-based. 

¶ Gives certain authorities veto power. 

¶ Insufficient certainty or protection against arbitrariness. 

¶ Creates unjustified opportunities for public opposition and discrimination against highly 
marginalized populations. 
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Roundtable Discussions on SCS/SIS and Respect for Communities Act  
 

Community response under current realities and restrictions:   

¶ A number of service providers are doing de facto semi-supervised consumption services, using 
various agency washrooms to inject, etc. 

¶ Noteworthy that there has been a significant growth in public and community support for harm 
reduction, including SCS, in various places – although community opposition and NIMBY'ism (not 
in my back yard) are very much still a reality that must be overcome to scale up SCS in some 
settings. 

¶ Volume and nature of the information that must be submitted to the federal Health Minister in 
an application for a CDSA s. 56.1 exemption was identified as a barrier to scaling up SCS. 

¶ How to scale up SCS services: 

 The model of implementing SCS will need to be tailored to particular locations, including the 
reality of what will be politically/socially most feasible in a given setting. 

 While fixed sites – including within existing service organizations – are of value in some 
settings, there is also a need to have more diffuse, distributed models as well, which would 
take SCS to those in need of the service (an enhanced approach to needle/syringe 
distribution efforts). This could include mobile SCS. 

 In smaller municipalities and more mixed rural/urban settings, mobile SCS may be 
particularly important so as to avoid further stigma and stigmatization of SCS users. 

 In Copenhagen, the effort on SCS got underway with mobile services to start with, 
because of hurdles in moving forward with fixed sites in the beginning. 

 Interest in advocating for a province-wide CDSA exemption.  

 Coordinated, multi-city day/week of pop-up sites – unofficial sites staffed by volunteers who 
have first aid supplies, CPR training and are able to use naloxone – as an advocacy initiative 
to highlight the need and its urgency. Any efforts need to involve coordination with local 
groups of people who use drugs. 

 
Impacts of current state of SCS/SIS and Respect for Communities Act (Bill C-2): 

¶ People using in washrooms – stop-gap measures. 

¶ Other environments of risk (e.g. using on streets, in alleys). 

¶ Making sure staff are trained to administer naloxone – peers and non-peers. 

¶ Post-naloxone administration support is lacking – impacts of trauma, grief and loss. 

¶ Survivor's guilt and stress. 

¶ Staffing resources stretched. 

¶ Staff benefits may vary – volunteers, peers or unpaid staff don't have access to support; 
emotional toll of everyone becoming first responders. 

¶ Huge impacts of the crisis on first responders, no consistent support for first responders.  

¶ Cost of war on drugs vs. decriminalization/legalization. 

¶ Organizations that are having to step up in the crisis and take on a lot of work they weren't 
doing before, and how this impacts the work they are funded for/supposed to be doing – lots of 
smaller organizations taking on a lot of extra work. 

 
Barriers of current state of SCS/SIS and Respect for Communities Act (Bill C-2): 

¶ List of requirements in the federal legislation is a problem. 

¶ Rural areas – lack of resources, policy and practice needs to be more responsive (opportunity 
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there with smaller bureaucracy). 

¶ 73% businesses in North Kamloops oppose, despite community support: NIMBY. 

¶ Need for further community education, outside of typical partnership (e.g. 
advocating/educating Business Improvement Associations). 

¶ RCMP/law enforcement (lack of) approval is a huge barrier in many communities. 

¶ Support from landlords of buildings where potential SCS might be established? Insurance for 
such a building and related services/practices?  

¶ Needing culturally safe services for PWUD. 

¶ Faith-based groups may or may not be on board. 

¶ Organizations who are having to step up in the crisis and take on a lot of work they weren't 
doing before, and how that impacts the work they are funded for/supposed to be doing – lots of 
smaller organizations taking on a lot of extra work. 

¶ Lack of resources in smaller communities, though also smaller communities may also be more 
flexible to make changes. 
 

 

List of potential advocacy/action items for PAN and/or allied stakeholders/partners to 

consider  
 

¶ Develop standards of practice, measurable etc., to be ready for grant application level. 

¶ Be a voice, an advocate. 

¶ Bringing member organizations together. 

¶ Bring together PWUD, law enforcement officers, health officials, and service providers to 
continue educating/advocating. 

¶ Direct action – emergency responses to emergency situations. 

¶ Be a voice to the fact that the public health emergency declaration has not had immediately 
positive impact “on the ground.” 

¶ Since the public health emergency was declared, there haven’t been a lot of tangible positive 
impacts on the ground. Need emergency responses to emergency situation, direct action of 
PWUD. 

¶ There is already a growing conversation around harm reduction and SCS – support is building in 
many places. 

¶ Mobile sites vs. fixed sites – appetite for mobile SCS to alleviate creating the more visible flash 
point that might provoke more community backlash. 

¶ Interest in pursuing some sort of province-wide exemption. 

¶ Coordinated effort to do more pop-up SCS as part of wider advocacy and support. 

¶ Advocacy work needs to involve people who use drugs, including people in the places where the 
work will be done. 
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3. BC's Public Health Crisis and Current Provincial Response 
 

From January to November 2016, British Columbia had 755 overdose deaths, an increase of 70.4% over 
the same period during the previous year, and the number is continuing to rise at a rate of about four 
each day, according to the latest statistics released by the BC Coroners Service. Experts say that these 
deaths are avoidable with the right policies in place to educate the public and keep drug users safe. A 
repeal of Bill C-2, more supervised consumption sites, more widespread and accessible harm reduction 
services, and physicians who make prescription opioids available to people who need them, would all 
help to increase public health and safety around drug use.  
 
On this topic we heard from Darcie Bennett of Vancouver’s Pivot Legal Society, who described a new 
PHSA-funded initiative to investigate how by-laws are impeding harm reduction and anti-poverty efforts 
across the province. Noorjean Hassam, Chief Operating Officer of the BCCDC, also spoke briefly about 
BC’s Joint Task Force on Overdose Response. Two discussions were held about the impact of the overdose 
crisis on PAN member organizations and their clients, with a focus on what PAN can do to move these 
pieces forward. 
 

Policy Change, Stigma Reduction and Advocacy Project (Darcie Bennett, Pivot Legal Society) 
 

¶ A new project is now underway at Pivot Legal Society that is being funded by the Provincial 
Health Services Authority vis-à-vis advocacy, policy change and stigma reduction. 

¶ In the past Pivot lawyers went into the DTES community, listened to people, determined how 
laws are getting in the way of improvements, from policing to public health – particularly 
looking at how this is impacting poor people, and PWUD.  

¶ Success of DTES project – now want to do the same across the province, “deep listening” in the 
different municipalities.  

¶ Local governments can make big differences: 

 By-laws and zoning – municipalities react to provincial and federal successes by changing by-
laws and zoning – can have a completely different experience from Vancouver to Burnaby, 
for example. 

 Zoning – camping, health services, shelters. 

¶ One of the reasons Bill C-2 is so damaging is it creates divide between community members. 

¶ We see the sharp divide in how you will be treated and how you can access services, based on 
where you live. 

¶ Currently starting to review by-laws from across the province, beginning the project to go to 
communities across the province to listen and repeat the original DTES project. 

  

http://www.pivotlegal.org/
https://news.gov.bc.ca/releases/2016PREM0082-001361
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Provincial Task Force on BC’s Opioid Overdose Public Health Emergency 
 

In response to the BC’s unprecedented rise in overdoses and related deaths, a provincial Task Force was 
established, headed by Dr. Perry Kendall, Provincial Health Officer and Clayton Pecknold, Director of 
Police Services. Other members of the Task Force include BC Centre for Disease Control, and the 
ministries of Health and Public Safety.  
 
This Task Force will act as the leader to provide expertise and recommendations for the Province on 
additional actions to prevent and respond to overdoses in BC, and will work in partnership with the BC 
Drug Overdose and Alert Partnership to strengthen the current drug overdose prevention efforts already 
in place. Moreover, the Task Force will also work with the federal government on establishing additional 
SCS in BC; restricting access to pill presses, tableting machines, and materials used to manufacture 
fentanyl; and increasing charges for the fentanyl importation and trafficking. Other goals of the Task 
Force include creating testing services that allow people to find out if drugs they will be using contain 
adulterants such as fentanyl; developing a social marketing campaign to raise public awareness on how 
to prevent, identify and respond to overdoses; and expanding and improving opioid substitution 
treatment programs and access to recovery programs. More information is available on the BC provincial 
government’s response to the opioid overdoses in their latest report: BC’s Public Health Emergency 
Progress Update on BC’s Response to the Opioid Overdose Crisis.  

 

Remarks from Noorjean Hassam, Chief Operating Officer of BC Centre for Disease Control and 

Member of the Provincial Task Force 
 

¶ Recognition of the frustration being felt in the health authorities, amongst our community 
partners, by PWUD – regarding the lack of response to overdose crisis, slow pace of change. 

¶ Organizations working together can increase impact of advocacy. Recommend that PAN and 
PAN’s allies and member organizations consider choosing one key action item to move forward 
with, rather than a number of different items, to maximize effectiveness. 

¶ No current information to share as yet on status of exploring a province-wide exemption for SCS. 

¶ It would be most helpful to pressure the federal government to repeal Bill C2 – the exemption 
application process is excessively burdensome.  

 

Roundtable Discussions on BC’s Public Health Crisis and Current Provincial Response  
 

Impacts on service provision: 

¶ The number of ODs that staff are responding to has increased exponentially. 

¶ Staff also traumatized repeatedly – great to save lives (“empowering”) but it’s also traumatic and 
taxing. 

¶ Staff need lots of extra support (and from where/who/how/when?). 

¶ New people are calling frontline providers for info and help (e.g. doctors are calling, university 
people are calling, families are calling… many new people and types of people including 
professionals and this is putting an even greater burden on frontline staff although of course 
they want to respond and help). 

¶ How do we dispense naloxone, there is a moral question around being honest about whether 

https://news.gov.bc.ca/releases/2016PREM0082-001361
http://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/overdose-response-progress-update-sept2016.pdf
http://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/overdose-response-progress-update-sept2016.pdf
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the person uses opiates – shouldn't have to be put in a place where they have to lie to help 
someone. 

¶ Moral and ethical distress around doing our jobs. 

¶ There are still too many barriers to getting naloxone kits and distributing them to folks in need. 

¶ People are not medical professionals and yet are reversing overdose. 

¶ Sense of hitting limit and growing cynicism that are coming into jobs. 

¶ Increased anger from first responders. 

¶ Previous antagonism to harm reduction is being forced to have the conversation that hadn't 
been happening before. 

¶ Every health authority and level of health ministry needed in support. 
 

Impacts on clients/consumers: 

¶ Clients are dealing with increased trauma – losing friends, family and loved ones. 

¶ Dealing with ODs is becoming normalized for many peers.  

¶ Within some First Nations communities that have traditionally come from an abstinence-based 
model, there is now a conversation taking place around harm reduction. 

¶ No post-care services in ER, those need to be in place. 

¶ Lack of care and safety in acute care settings, a lot of experience in stigmatizing and 
discrimination – public safety institutions need cultural training and systems in place. 

 
Barriers to providing effective harm reduction services: 

¶ The further you are from the trauma, the less informed decisions are. The current policies do not 
take into consideration of the voices of folks who are most affected, living with trauma (i.e. 
policies are made by those who are far removed from the trauma). This leads to poor policy, and 
people with lived experiences and people affected by overdoses and related deaths should be at 
the decision-making tables.   

¶ People who are not in support of harm reduction are using the crisis to justify their opposition. 

¶ Overwhelming demand for harm reduction supplies – will we be able to keep up with it? (e.g., 
500% increase in demand at BCCDC). 

¶ More training for staff in naloxone use (who wouldn't normally be trained). 

¶ Moral/emotional distress and pain, particularly for peers, but also for frontline workers. 

¶ There is often division and stigma between interest groups (i.e., within the drug using 
community and client groups at ASOs; people with HIV and those with HCV are sometimes at 
odds – how do we integrate services for these populations without alienating any of them?). 

¶ Stigma against drug use, HIV, and HCV continues to exist in the healthcare system and people 
are afraid to seek help. 

¶ Use of opioids is a private, ritual activity, and this needs to be better addressed in services 

¶ So many types of staff at member organizations are being trained in naloxone use (staff who 
previously had little to do with harm reduction); puts strain on all staff. 

¶ Training needed for emotional support during this crisis. 

¶ Need cooperation with police and support services, Kamloops doing this well. 

¶ Pop-up sites will probably continue and get bigger – how do we do this well? 
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List of potential advocacy/action items for PAN and/or allied stakeholders/partners to 

consider 
 

¶ Meaningful inclusion of people who use drugs and frontline workers in policy decision making, 
so that decisions make sense and actually work. 

¶ Encourage cooperation between community, police, and municipalities. 

¶ Assist/advocate for harm reduction education for law enforcement. 

¶ Stigma needs to be addressed. 

¶ More community based-organizations, including PAN and its member organizations, should 
consider opening a SCS. 

¶ Have PWUD on the PAN Board of directors. 

¶ Increase the level of community consultation. 

¶ Keep citing/sharing the scientific evidence from Canada and around the world that shows SCS 
and harm reduction works. 

 Portugal as case study: What happened when Portugal decriminalized all drugs from weed to 
heroin. 

 Article on VICE News 

 Fact Sheet by Drug Policy Alliance  

¶ Increase physician involvement in these discussions. 

¶ Help to break down divides between groups of users so that people can collaborate. 

¶ Demand better funding at all levels of government. 

¶ Use our vote(s) to get more supportive government at all levels, particularly in the upcoming 
provincial election. 

¶ Keep up the pressure on health authorities to move forward to support SCS. 
 

 

https://news.vice.com/article/ungass-portugal-what-happened-after-decriminalization-drugs-weed-to-heroin?utm_source=vicenewsfbcaads
https://news.vice.com/article/ungass-portugal-what-happened-after-decriminalization-drugs-weed-to-heroin?utm_source=vicenewsfbcaads
https://www.drugpolicy.org/sites/default/files/DPA_Fact_Sheet_Portugal_Decriminalization_Feb2015.pdf
https://www.drugpolicy.org/sites/default/files/DPA_Fact_Sheet_Portugal_Decriminalization_Feb2015.pdf
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4. Community Leadership and Support for Frontline Workers 
 

An adjunct meeting to the PAN’s 2016 Fall Conference was the Executive Director’s Summit. Prior to the 
Fall Conference, Executive Directors (EDs) of PAN member organizations had identified the impacts of the 
fentanyl overdose crisis on frontline service organizations, staff and clients as a priority topic to discuss 
at the ED Summit. EDs explored current organizational challenges and the needed supports for harm 
reduction staff, frontline workers and others working directly on the OD response at their organizations 
and in their communities, and several key themes emerged as discussion progressed.   
 

ED Roundtable Discussions on Community Leadership and Support for Frontline Workers  
 

Workplace policy and procedure: 

Organizations mandated to provide support services to those living with HIV, hepatitis C and related 
infections don’t have funded mandates or policies in place to deal with the overdose crisis. “Policy 
will follow good practice,” said one participant; the discussion noted that groups are making it up as 
they go along. This improvisation seems to be the standard, and many expressed frustration and 
anxiety about how this could impact funding and community relations. Operating in this way is 
stressful from all angles, but with an intention to save lives, “It’s easier to beg forgiveness than to ask 
permission.” 
  
There was discussion about procedure when an overdose occurs, immediately, and after the incident 
is resolved. Leaders agreed that each organization should put procedures in place according to what 
works best for their space and services.  There was also interest in sharing existing policies on harm 
reduction so that organizations may use them for guidance as they determine what would be best in 
their setting.  

  
Access to harm reduction supplies: 

There are still inconsistencies in messaging around who can access naloxone kits. Some felt that not 
all doctors and nurse practitioners know the rules and regulations around the take-home kits and/or 
the dispensing of the kits. So far this overdose wave has shown overdoses are hitting all populations 
of users. The challenge of distributing kits is not just in reaching people who regularly use, but also 
one-time or occasional users. The larger public health issue is that even if kits were affordable and 
available in all pharmacies for purchase, they would not be accessed by all. 
  
Those who do want to access naloxone kits have concerns about the information they share about 
current or past drug use. Confidentiality concerns and disclosure of drug use is significant for many 
clients and members, and in turn for the frontline staff trying to get them access to naloxone – their 
fear of losing control about where information about drug use is stored or distributed can be a 
serious roadblock. Some organization leaders suggested reporting “past user” on forms to protect 
clients as best possible as addressing the larger policy issue of access is ongoing.   

  
Capacity building and Support: 

The evidence of the need for capacity building added up over the discussion. Common concerns 
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included crisis intervention, workload issues, stress support and care, and inter-organizational and 
cross-sectoral cooperation. There are real barriers being faced by organizations, and communities are 
struggling as a result.  
  
Staff are being called in for crisis intervention on a regular basis, which is pushing up against their 
ongoing workload. If clients engaged in high-risk activities come in and ask for naloxone use training, 
the organization cannot ask them to come back another time, because the person might die in the 
meantime. Rescheduling is not an issue, and the work pressure increases.   
  
Staff need support as they are dealing with clients who are being traumatized over and over, by their 
own, or peer overdoses. Clients who use the kits are traumatized by the event, and it can be 
traumatizing for the staff person involved, particularly when someone is lost to OD.  One 
organization runs a monthly grief and loss group that has, de facto, become a vehicle for people who 
have experienced an overdose and for others too. Organizations need protective measures for and 
acknowledgment of the risks and realities of post-traumatic stress disorder flowing from this crisis. 
  
Inter-organizational work is underway; some organizations are providing training to other 
organizations and to clients. Train-the-Trainer workshops and skills sharing sessions could be helpful; 
this may be a goal to pursue with the Health Authorities. People expressed that training with a 
practice component would increase people’s confidence about intervening. 
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5. Engagement of People Who Use Drugs 
 

Katie Lacroix, peer outreach worker at the Society of Living Illicit Drug Users (SOLID), spoke about 

experiences and reactions of people who use drugs to the overdose crisis and criminalization policies, 

emphasizing the importance of including those who use drugs in the decision-making process around 

harm reduction policies. Katie also provided resources for PAN member organizations and allied 

stakeholders to consider, about how to effectively and meaningfully engage PWUD in decision making – 

See Appendices A-D below.  

Jordan Westfall, President of the Canadian Association of People Who Use Drugs (CAPUD), also 

presented on how crucial it is to include users’ voices, as they are the most directly and adversely 

affected by Canada’s current policies. 

 

Katie Lacroix, Society of Living Intravenous Drug Users (SOLID) 
 

¶ People are dying, government has ability to provide the services that could prevent these 
deaths. 

¶ People that are fighting the health crisis are those out on the streets, frontline service providers. 

¶ Peer inclusion, getting people who are responding to the crisis involved in the solutions – this is 
vital. 

 

Jordan Westfall, Canadian Association of People Who Use Drugs, (CAPUD) 

¶ Removal of safe sources of opioids results in people buying them from the street, which in turn 
results in unsafe consumption situations. 

¶ The OD epidemic started as a result of exclusion: when people who use drugs are excluded from 
policy making, drug overdoses increase. 

¶ In death, overdose victims are granted the humanity that could have saved their lives. 

¶ We are seeing policy made without the input of people who are living and dying on the streets. 

¶ We are at a crucial time in our history, remember that without people with lived experience at 
the table, the problem will not be solved. 

 
 

http://solidvictoria.org/
http://capud.ca/
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ADDITIONAL RESOURCES AND READING MATERIALS 
 

 

ü Liberals to change supervised injection site law  
by Andrea Woo, Globe and Mail (November 10, 2016) 

 

ü Joint Statement of Action to Address the Opioid Crisis 
by Health Canada Release (November 19, 2016)  

 

ü Ottawa to ease rules for injection sites as death toll climbs 
by Andrea Woo, Globe and Mail (December 12, 2016)  

 

ü Moving forward with supervised injection sites: Special edition – debunking 10 popular myths  
by Mark Tyndall (2016) 

 

ü Drugs and Drug Policy in Canada: A brief review and commentary 
by Diane Riley (1998) 

 
ü Illicit Drug Overdose Deaths in BC January 1, 2007 – October 31, 2016  

by BC Coroners Service (2016) 

 
ü British Columbia Overdose Action Exchange: Supplementary Materials presented  

by Office of the Provincial Health Officer of BC, BCCDC, and BC Coroners Service (2016) 

 

http://www.theglobeandmail.com/news/british-columbia/liberals-to-change-supervised-injection-site-law/article328115
http://www.healthycanadians.gc.ca/healthy-living-vie-saine/substance-abuse-toxicomanie/opioids-opioides/conference-cadre/statement-declaration-eng.php
http://www.theglobeandmail.com/news/british-columbia/ottawa-moves-to-facilitate-more-injection-sites-as-death-toll-climbs/article33293294/58/
https://prezi.com/l4lnmplzrvuf/busting-myths/?utm_campaign=share&utm_medium=copy
http://www.parl.gc.ca/content/sen/committee/371/ille/library/riley-e.htm
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www.bccdc.ca/resource-gallery/Documents/BCOAE-supplementary-materials.pdf
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Appendix A: MANIFESTO for a Drug User Liberation Movement July 2010 by VANDU  

Movement to: 

¶ Ending the stigma, criminalization, and marginalization which are a consequence of the ill-
conceived war on drugs; 

¶ “The right to obtain, prepare, and ingest drugs, and to be intoxicated on drugs, according to our 
own personal decisions without criminalization or unsought interference from other individuals 
or organizations, as long as our drug use does not directly harm other people;” 

¶ The creation of a regulated drug market where people who use drugs have access to quality 
controlled drugs and can use them without fear or prejudice; 

¶ And it includes our right to homes, a decent income, transportation, nutritious food, clean water 
and healthy and safe communities.  

¶ “Ultimately, the most profound need to establish such a network [of people who use drugs] 
arises from the fact that no group of oppressed people ever attained liberation without the 
involvement of those directly affected by this oppression.”  
 

 In need of organizations who will: 

¶ Be open to people who use drugs including the most marginalized and vulnerable users. 

¶ Be transparent so that people know exactly how they can be involved, how to access any 
benefits of membership, how to move into leadership positions, and how to exercise their 
democratic rights as members. 

¶ Be democratic with an elected and accountable leadership who are accessible to the 
membership. 

¶ Be clear that people who use drugs are the ones to define the participation of people who do 
not use drugs in the organization. 

¶ Take action on the issues of the most concern to members of the organization, and have 
mechanisms for identifying these issues. 
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Appendix B: Participant, Peer and Peep: Engaging People Who Have Used Illicit Drugs 

in Qualitative Research by BCCDC 

Peer Engagement and Evaluation Project (PEEP) 

¶ “Peers” in the context of harm reduction are people who lived experience of drug use who work 
behind the scenes and at the forefront of harm reduction initiatives. 

¶ 2014 Canadian national symposium of peer-run organizations found that “tokenism and lack of 
representation is still common.” 

¶ To date, there are no best practice guidelines for the meaningful involvement of peers in 
research or policy and programming decisions. 

¶ PEEP objective: to establish an enhanced peer engagement network for BC through the 
development, implementation and evaluation of best practice guidelines for peer engagement 
in programs and policies. 

 Sub-aims: 1) to establish peer engagement as the norm in BC and expand the opportunities 
for voices of peers who have been missing from our tables (i.e. Rural regions), and 2) 
empower and inspire peer leaders who bring a broader representation of voices of people in 
their communities. 

¶ Data collection July-Oct 2015 

 Peer research associates helped develop question guide. 

 13 peer-facilitated focus groups. 

 At least 1 rural and 1 urban location per health authority. 

¶ Data analysis 

 Emerging themes came from debriefing after every focus group. 

 Result was four themes: access to harm reduction services, stigma and trust, peer networks, 
and readiness for engagement; also 20 subthemes. 

¶ Main lessons 

 Understand the process of hiring and paying peers early on; establish expectations before 
onboarding. 

 Peers greatly informed the design, content and analysis of the PEEP project. 

 Clear communication and flexibility in adapting process to varying learning styles, interests 
and skills were important; flexibility contributed to the satisfaction and pride PRAs have in 
their involvement with PEEP. 

 Working with a team remotely can be isolating and challenging. 

 Peers are an integral part of community based research project, and should be paid 
members of the research team. 
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Appendix C: From One Ally to Another: Practical Guidelines to Better Include People 

Who Use Drugs at your Decision-making Tables by University of Victoria Centre for 

Addictions Research of BC 

People who use illegal drugs are disproportionately affected by HIV and hepatitis C, poverty, 
stigmatization and social exclusion. Current drug laws that criminalize people who use drugs make these 
inequities worse, hinder health promotion efforts and decrease access to services. To address these 
inequities, people who use drugs are increasingly invited to sit on committees where decisions are made 
that affect their lives. Including the perspectives of people who use drugs at these tables helps to ensure 
that drug-related harm reduction policies, research and services are more relevant to the realities of 
people who use drugs.  
  

In theory, including people who use drugs at such committees should result in fairer and more equitable 
decision making. In addition, through dialogue and critical reflection, it is theorized that everyone at the 
table will experience a shift in consciousness. This shift can change how we see ourselves and each other 
as well as the balance of power at the table. Ultimately, these realizations will lead to greater equity and 
social justice for people who use drugs. However, how people are included and how these roles are 
enacted at such tables has rarely been studied.  
 

Objectives of the study: 

1. Describe the balance of power between people who use drugs and the researchers, policy 
makers and service providers at decision-making tables. 

2. Explore the conditions and factors that either lead to or hinder the transformation of decision-
making power toward a more equitable one. 

3. Suggest practice strategies to shift the balance of decision-making power from one that has 
power over people who use drugs to one that has power with people who use drugs and 
ultimately contribute to addressing social and health inequities. 

 

Results: 

¶ Organizational Context 

 On the committee where people who use drugs held the majority of decision-making seats, 
the committee was intentionally structured to give people who use drugs more control in a 
community-based participatory research project. The committee included capacity building 
for people who use drugs, relationships were negotiated at the onset, and the research 
project was co-created with people who use drugs.  

 All committees in the study included people who use drugs at the table, though levels of 
commitment, and capacity to do so, varied. Budgetary and HR constraints restricted ability 
to properly compensate and support people who use drugs. Findings indicated a clear need 
for guidelines to properly and thoughtfully include people who use drugs at the table as well 
as pre-invitation negotiations with people who use drugs to establish this process 
collaboratively. 

¶ Socioeconomic Inequities 

 Striking socioeconomic differences between people who use drugs and others (policy 
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makers, researchers, service providers) at the table. People who use drugs faced challenging 
life conditions related to poverty, food insecurity, ethic or cultural background, and limited 
education.  

 Variation and inconsistencies in how committees addressed these socioeconomic inequities. 
No clear policies on compensation for costs associated with attending meetings, payment, 
food provided at meetings. 

¶ Influence of the Political Context 

 Current drug policies that criminalize people who use drugs hinder harm reduction efforts, 
limit capacity to transform decision-making power inequities by feeding stigma. Civil society 
movement has called for reform of drug laws to be based on a public health and human 
rights approach. Nothing About Us, Without Us movement had influenced committees in 
this study to include people who use drugs at their tables. 

¶ Stigma against People who Use Drugs 

 Committee members tended to underestimate people who use drugs' knowledge, capacity 
and skills – mostly value them for their drug use experience, devaluing their other 
contributions. Also, others hesitant to challenge people who use drugs and call them out on 
their views, which was experienced as disrespectful, condescending and patronizing.  

 To counter stigma, people who use drugs tended to overcompensate to meet or exceed 
expected standards, putting pressure on themselves to excel, to challenge perceptions. 

 Identified lack of skilled facilitation to challenge stigma.  

¶ Creating a Safe Space 

 Social and co-learning activities (i.e. Meal sharing, participating in overdose prevention 
training) helped people feel more comfortable with each other, develop trust, relate to each 
other, engage in dialogue. 

 Authentic relationships helped overcome alienation, promoted critical reflection, openness 
and mutual understanding. 

 Skilled facilitation created safe space, encouraged constructive communication. 

¶ Practicing Democracy 

 Key democratic practice was clarity in the purpose of inviting people who use drugs to the 
table, how their input will be used, how they will be included in the committee's decision-
making.  

 Consensus-based decision making was common in committees and seemed optimal for 
meaningful inclusion of people who use drugs. Helped shift decision-making power from 
power over to power with people who use drugs.  

¶ Representation 

 Representatives of people who use drugs were found by committees either by inviting 
people who use harm reduction services or by contacting local peer-run organizations of 
people who use drugs. Sometimes an individual was the only voice of lived experience at the 
table, which could result in tokenistic participation.  
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Practice Guidelines to Better Include People who Use Drugs at your Decision-Making Table 

¶ Prepare before you invite people who use drugs to your decision-making table 

 Be clear about purpose of invitation, how input will be used, and how you plan on including 
them. 

 Consult with people who use drugs and negotiate relationship, have clear terms of 
reference which describe committee structure and decision-making process. 

 Plan for financial compensation and proper support to ensure more equitable inclusion of 
people who use drugs; negotiate measures clearly. 

 Explicitly, individually, respectfully and confidentially enquire about each person who uses 
drugs' financial and support needs to meaningfully participate in your committee. 

¶ Explore various models of including people who use drugs 

 If people who use drugs are not committee members and are occasionally consulted for 
input, keep them informed between meetings and about how their input was used. 

 Assign specific people to liaise between the committee and people who use drugs and be 
consistent about communication styles. 

 Consider hosting local or regional ongoing tables of people who use drugs to get their input 
regularly and report to them about activities and decisions. 

 Explore hosting an advisory committee of people who use drugs. 

 If you bring people who use drugs as members on your committee, ensure they have several 
seats so that their voices can be represented even if a few are absent. 

¶ Cater to the specific needs of people who use drugs 

 Travel considerations: may require support in obtaining identification documents, or 
accompaniment during travel.  

 Harm reduction supplies made available at meetings, provide breaks. 

 Support people who are on opioid substitution therapy or choosing abstinence: provide 
information and referrals, support services. 

 Assign specific coordinators to ensure needs of people who use drugs are met and clearly 
communicate the support that is available. 

¶ Support organizations of people who use drugs 

 Offer to assist people who use drugs with organizing local/regional peer meetings. 

 Offer to provide support with funding applications, mentoring, co-facilitation. 

¶ When hiring people who use drugs 

 Value lived experience as much as you would education and professional accreditation. 
Encourage organization to develop human resource policies regarding hiring people who use 
drugs. 

 Identify and discuss ethical dilemmas regarding confidentiality of clients with people who 
use drugs you hire, since these clients may be a part of their social network. 

 Include people who use drugs on your hiring committee.  

 Tailor responsibilities assigned to people who use drugs to their life circumstances and their 
capacities in negotiating with them.  
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¶ Practice skilled facilitation at meetings 

 Explicitly challenge stigma and processes that reproduce stigma within your committee. 

 Build in an ongoing committee process evaluation and adapt your processes accordingly. 

 Experiment with different ways of organizing decision-making structures. 

 Verify assumptions with people who use drugs. 

¶ To create a safe space conducive to trustful dialogue 

 Facilitate meetings with patience and honesty. 

 Drop your roles and relate to each other authentically. 

 Organize social activities and co-learning activities around your meeting to build rapport, 
trust and relationships. 

 Structure meeting so that everyone is clear on how the meeting will unfold. 

 Provide opportunities for quieter committee members to speak and invite comments and 
opinions. 

 Encourage hand raising policy. 

 Allow people to express themselves and communicate in different ways, validate concerns. 

 Practice consensus-based decision-making. 

¶ Advocate for action on the social determinants of health 

 Greater and meaningful inclusion of people who use drugs. 

 For people who use drugs to speak for themselves. 

 For drug policy reform and an end to the criminalization of people who use drugs. 

 For addressing poverty, stigma and discrimination. 
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Appendix D: A Guide to Paying Peer Research Assistants ς Challenges and 
Opportunities by BCCDC 

Embodying Nothing About Us, Without Us principle includes honouring PWUD’s contribution in various 

ways, including financial compensation. In that spirit, this resource describes best practices in equitable 

partnerships with peer research associates, which can be applied to the meaningful engagement of 

PWUD in policy decision-making processes. 

Community-based participatory research (CBPR) has been described as a collaborative approach to 

research that involves community partners in the research process, and “integrates education and social 

action to improve health and reduce health disparities” while “involving community partners in the 

research process, and ensuring that action is a part of the research process itself.” Involving community 

members with a lived experience, or peers, can be seen as a strengths-based approach to building 

capacity among the individuals and communities studied, framing CBPR as an approach that “focuses on 

relationships and social transformation rather than a specific set of research methods or techniques.” 

Recently, researchers have pointed out employment opportunities for members of the community as a 
key feature of CBPR. Peer research associates (PRAs) are often recruited from the community under 
study, and are hired and trained as active members in either some or all facets of the CBPR project. 
Under this approach to research, collaborative and equitable partnerships with peers can improve the 
effectiveness, relevance, and acceptability of projects by ensuring the questions, approaches, and 
mediums for dissemination are appropriate. For peers, employment in CBPR can improve self-esteem by 
validating knowledge and experience, and can boost morale, decrease isolation, and increase capacity. 
For organizations, involving peers can change perceptions of an often marginalized and stigmatized 
group. 

Best practice in CBPR is compensating PRAs for the work that they do rather than expecting them to 
volunteer their time. The Pacific AIDS Network suggests that paying peers for the work they do 
“support[s] inclusion and the effective and equitable participation in research processes by easing 
financial constraints.” While paying PRAs is intended to support inclusion and participation of the target 
population in a respectful manner, some research has found PRAs are often not compensated 
adequately. Community partners are often minimally compensated, while academic researchers are 
rewarded through publications, grants, and academic salaries.  

Previous research has argued that academic researchers will always take on considerably more 
responsibility, and thus power, which may undermine the overarching goals of CBPR. However, some 
researchers note that fair compensation can create “insider-outsider tensions” that can arise from 
power dynamics and misunderstandings that create resentment and frustration among PRAs. 

Despite much of CBPR recognizing the importance of compensating PRAs for their time and expertise, 
no process or principles have been developed to ensure PRAs are equitably and fairly compensated. As 
such, an examination of the many variables at play when hiring and paying PRAs is urgently needed. We 
have navigated through the processes, financial bodies, and provincial policies that must be considered 
when hiring PRAs in British Columbia (BC), Canada. This document summarizes some of the complex but 
accessible online policies, although these are frequently and regularly updated. The information gained 
through this paper will help address existing bureaucratic inefficiencies and may be used to streamline 
future CBPR partnerships. 

http://www.bccdc.ca/resource-gallery/Documents/Statistics%20and%20Research/Statistics%20and%20Reports/Epid/Other/A%20guide%20for%20paying%20peer%20research%20assistants%20May%202016.pdf

