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HKIN 261 Week 5 Lecture Summary Notes – Harm Reduction
1) This class

Part 1: Lecture: Harm Reduction
Part 2: Documentary: Staying alive: Canada’s controversial safe injection site 
Part 3: Tutorial: HKIN 261 ‘Who wants to be a millionaire?’
2) What is stigma

Goffman (1963) defines stigma as: an attribute that is deeply discrediting because of associations with negative stereotypes (effect of stereotypes)
He furthermore identifies 3 types of stigma:
1. Abominations of the body:

-physical characteristics that are deemed to be deformities, unnatural or undesirable
-historically this has included: physical disabilities, obesity, visible illness/disease, tattoos or other counter culture body modifications. etc
2. Blemishes of individual character:

-stigma associated with perceived as being weak willed, dishonest, having ’unnatural passions’ or other undesirable character traits
-historically this has included: mental disorders, addictions, alcoholism, suicidal, behaviours, homosexuality, radical political beliefs, etc
3. Tribal stigma of race, nation and religion:

-traits with negative associations/stereotypes that can be passed through generations
-historically this has included: stereotypes suggestion certain groups of people are lazy, dirty, dishonest, dumb, alcoholics, etc

(personal, impact individuals)
The implications of stigma include: 

· Various forms of discrimination

· Often unthinkingly

· That reduce _individuals life chances_(reduce opportunities)
· ‘Stigma-theory’ - ideology to explain inferiority and rationalize animosity
· Compound wide range of imperfections on the basis of the original one. (compounded with other negative attributes, never just by itself)
3) Harm Reduction

Setting the scene: Drug use in Canada

· approximately 286,000 users of injection drugs (IHRA 2010)

· Prevalence of HIV among injection drug users is 13.4%

· Approximately 27% of Canadians living with HIV are unaware of their status
Setting the scene: Drug use in Vancouver

· An estimate 12,000 injection drug users in Vancouver

· Estimated over a third live in the Downtown Eastside (DTES)

· DTES has HIV rates comparable to developing countries

· ​​​_3_ in ​​​_10_ injection drug users in DTES are HIV positive

· _9_ in _10_ injection drug users in DTES have hepatitis C

· Mortality rates for residents of the DTES is 14 times that of other BC residents

· In 1996, it was estimated the costs from law enforcement and health care related to injection drug use in BC was 19.6 million
· 4.5_ times more money was spent on law enforcement than on treatment

Traditional drug policy approaches

1. Moral/Criminal model
i. Use or distribution of drugs is ​​​​​_morally wrong_
ii. _deserving of punishment 
iii. _targets distribution
iv. Limits ‘supply’
v. Ex. War on Drugs (United States)
2. Disease model
i. Addiction has a _biological/genetic_ cause

ii. _disease that requires treatment_

iii. _individuals deserving of help (they are not responsible, should be helped
iv. Programs or treatments that address individual’s desire for drugs

v. Limits ‘demand’ (reduce desire/need for drugs)
Consequences of traditional models
Stigma: 


* Makes it less likely drug user will seek treatment


*Stigma itself can be damaging to one’s mental health (attach set of values to drug use-drugs are ‘bad’, not deserving of help, unworthy)

*Results in social isolation/exclusion

Discrimination against people with addictions restricts their access to: 


*healthcare

*housing

*employment

*social inclusion
4) Harm Reduction
-a conceptual approach for addressing high risk activities in the population:
-drug use

-tobacco use

-alcohol use

-unsafe sex

-prostitution

Define Harm Reduction*
Harm Reduction Model
-shifts the consequences from high risk activity to the consequences of the behavior
-seeks to understand the harm associated with the behavior on a individual and societal level

- policies and programs are evaluated on their ability to address harmful outcomes

Why harm reduction?

· There are many _social, economic, mental, health, and personal reasons why people engage in high risk behaviours_
· Not all people are able to _make the immediate changes necessary to eliminate risk_
· Zero tolerance strategies are often impractical and ineffective in dealing with the street-entrenched drug scene

History: Dutch Model*

-policies that tried to avoid situations where consumers of cannabis suffered more from the criminal proceedings than they did from the use of the drug itself

-development of ‘Junkiebond’ – union for drug users – in response to the rise of HIV/AIDS

History: Canadian context

-late 1980’s – increasingly obvious connection between injection drug use and HIV/AIDS and hepatitis C

-needle exchanges, methadone maintenance programs, sexual health education programs
-BC started provincially supported needle exchanges in 1988

*What happened in 1980 to prompt Canadians to consider harm reduction programs and policies?

*What types of harm reduction programs were started? 
Six Principles of harm reduction

1.humane values

-no moralistic judgment is made about individual’s decision to use substance

-this does not constitute approval of behavior – recognizes that everyone has a right to be treated with dignity
-housing, food, etc should not be witheld
2.pragmatism
-some level of drug use in society is to be expected

-recognizes that abstinence is not possible for everyone

-understands that drug use may be a coping mechanism for other situations (unconstitutional to take that away)

-recognizes that some forms of drug use are less harmful than others

3.focus on harms
-first priority is to reduce risk of negative consequences of risky behviour to individual and others

-understands harms exist on an individual AND societal/community level

-neither excludes nor presumes the long term goal of abstinence (not a condition)

4.balancing costs and benefits
-pragmatic process of assessing the relative importance of high risk behavior, associated harms and cost/benefits of intervention is needed

-analysis includes the cost/benefit to the individual but also the broader community or society

5.maximize intervention options
-recognizes that individuals benefit from a variety of approaches

-no one approach will work for everyone

-providing options and prompt access to a broad range of interventions keeps people safe and alive
6. drug user involvement
-bottom up approach (grassroots advocacy)
-recognizes that drug users have valuable of what services are necessary and will make the most difference in their live
-individuals need to be empowered and have access to resources in order to make a change

What are characteristics of harm reduction programs?

· Compassionate

· Pragmatic

· Challenge typical client/provider relationships (provider has all the power)
· Low-threshold to access services (should be available without barriers)
· Include target population in  development and implementation

· DO NOT INSIST ON ABSTINENCE!

Examples of harm reduction programs related to drug use.

1. needle and syringe exchange programs
-provide clean needles and syringes to injection drug users

-primary purpose is to reduce the incidence of infection

-collect used needles and syringes (lets users feel more responsible)

-often mobile services
2. supervised injection sites
-specialized facilities that provide injection drug users with a clean, safe, unhurried environment
-immediate response in case of overdose

-clean, sterile materials

3.methadone maintenance programs
-establish stability among users necessary to build the social and personal resources needed to stop using injectable drugs

-traditional models require detox and abstinence prior to starting methadone programs

-low threshold methadone programs do not require abstinence 
4.safer crack pipe programs
-distribute crack pipe kits intended to reduce transmission of blood-borne pathogens

-reduce injection drug use

All of these programs are opportunities to provide other access to other services

-health checks

-immunization
-distribution of condoms

-basic wound care

-collecting statistics/monitoring
Other high risk behaviours

-sex education in schools

-sport – helmets, safety rules

-alcohol – teaching moderation, safe ride home

-tobacco (nicotine patches, gum)

What do all of these programs have in common?

Other areas of ‘high risk behaviours’ that have been targeted by harm reduction policies and programs?

InSite Vancouver*
· Operates under and exemption to the _Controlled Drugs and Substances Act _
-opened in 2003 – temporary exemption granted by liberal government via Health Canada

-operated in by Vancouver Coastal Health and Portland Hotel Society
-granted 6 month extension by Conservative government

-2008 – constitutional challenge to Supreme Court of British Columbia when Federal Health Minister refused to renew
-court ruled that laws were unconstitutional because they denied drug users right to access health services

-currently operates under exemption to the Controlled Drugs and Substances Act
Goals of InSite:
1. reach marginalized group of injection drug users who would have otherwise be forced to use drugs in less safe settings
2.reduce dangerous injection practices (syringe sharing) thereby reducing the risk of infectious diseases like HIV and HCV
3.reduce fatal overdoses in DTES
Provides:

-12 injection booths

-clean injections supplies

-nurses to respond to overdose

-other health services (eg. wound care and immunizations)
-referrals to community services (addiction counselors, mental health workers, peer staff)
Onsite

-when Insite users are ready to access withdrawal management, they can go to Onsite

-12 private rooms on 2nd floor for detox

-health care providers (counselors, doctors, nurses)
-3rd floor for transitional recovery housing
Describe the general findings from research into InSite (note – you do not need percentages – just note the trends)*
-increase in safer injections
-decrease in overdoses

5) Documentary: Staying alive: Canada’s controversial safe injection site
Documentary study questions

1. What are some of the common experiences that lead individuals to use drugs?

-sexual/physical abuse

-neglect/abandonment

-loss of family member

-past family history

-cope with emotional damage/trauma 

2. Why does drug use increase when people are homeless?

-increase usage to cope with emotions

-feel lonely, no support

-cut off from family/friends/past life

3. What service does Dave access through InSite?

-safe injections
-help find housing/shelter

4. What impact would law enforcement have on Shelly, Dave and Taz?
-instead of stopping immediately – slowly tapering off

-detox

-prevent overdose

-support from staff

-negative social stigma/stereotype of drug users

-barriers/difficulty in trying to find support/assistance to try and quit

-not enough adequate programs to help with basic needs (shelter, health)

70% of healthcare is paid publically but served privately
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