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This paper is prepared from the perspective of a respected research and program professional with 27 years of experience in substance abuse prevention in Canada. I do not represent the policy of any government organization or institution. And, importantly, I come to you as a husband, father and grandfather who cares deeply for what the future holds, a member of a community of families, and as someone who feels enormous gratitude and fortuity to call this uniquely, supremely wonderful country my home. I believe in the future of our youth, and the future of our communities and the future of Canada as a beacon to the world of high and noble aspirations – not moral and social decay and mediocrity. My bias is clear.

 I am sure many Canadians who have observed the drift of national and provincial drug policies in recent years feel dismissed, accused of unreasonable and callous behaviour, or of not being compassionate or progressive. I know something of how you have likely been made to feel.  I have lived and worked in this environment and speaking up, also have been ignored, dismissed and uninvited. 

Basically what we are seeing is the result of years of gradual policy change, with little public knowledge and less involvement, away from demand and supply reduction and toward harm reduction – in other words, away from the idea of preventing drug use, getting people off of drugs, and making it easier for people to get off of drugs by removing them from the environment and making it harder to get drugs, and toward facilitating drug use. This is it in a nutshell. This is drug policy that facilitates drug use. It is not drug policy to truly help individuals, families and communities.

First, I would like to talk a bit about where we are today and how we got here, and how drug policy in Canada has been hijacked in the name of harm reduction. I would then like to share from experience and the research what elements form absolutely essential cogs in a proper, effective and compassionate response to drug problems.  Then, I will make some recommendations urging action to redirect reaffirm a strong, clear plan to reduce drug use and drug problems.

A Brief History: Why We Are Where We Are

I came into the addictions and substance abuse field in August 1979. I was 28 and a graduate of UBC in education. Since that time, I have worked with others first in BC then across Canada to strive to strengthen prevention, to support stronger treatment programs, and to sustain effective enforcement of our drug laws, created because of the great harm drugs can do and the need for a common stand. With others I have had and continue to have the opportunity to develop many programs for parents, for schools and communities that I would like to think are good and sound programs.  And this has provided me with great professional satisfaction. 

Up through about 1989, we were hopeful about turning a corner on substance abuse issues. Prevention and treatment (demand Reduction) and Enforcement (Supply Reduction) – appeared to be starting to work. Incidence of drug use ceased to rise. There appeared to be national leadership in Canada’s Drug Strategy. We were seeing evidence of prevention’s potential, and support for treatment, prevention, and enforcement, as a three-pronged response seemed to be gathering momentum.  

Then came harm reduction with its underlying and driving philosophy. Starting in Europe, that philosophy began to take hold. I for one was naïve, thinking it was a fad. After all, clearly it did not make much sense. I was wrong.

Harm Reduction

Now, Harm reduction itself is not new. It has included a collection of strategies designed to reduce specific drug-related harms among without focussing primarily on consumption or necessarily advocating abstinence.3 These strategies might have been used in conjunction and coordination with treatment programs to get people off of the drug, in coordination with prevention to reduce the onset and continuation of drug use, and with enforcement to provide incentives to get people into treatment.  But this is not really what harm reduction has come to mean.

Today, based on all the evidence of action in drug policy and all that is written on the subject, harm reduction represents an ideology in action, one that has not been openly vetted with the public; one that stands ultimately for a softening of drug policy, normalization of drug use, the neglect and disregard of primary prevention and abstinence-based treatment, and the changing of drug laws and enforcement priorities to ones that facilitate drug use. You will seldom see this expressed in so many words by advocates of harm reduction. But the evidence is that it is here, and it is growing.

Peter Stoker, president of the National Drug Prevention Alliance of the UK, in speaking on this issue in 2004 before a World Conference on Drugs in Sweden,
 noted the process with which harm reduction ideology crept into policies and programs in England over the past few decades. He stated that the roots of this philosophy appear to lie in what could be called loosely a form of civil libertarianism.

 I agree. In this philosophy: 

· There really is no right or wrong, except as determined by the individual.

· The individual’s rights are prime.  This is accompanied by a corresponding decrease in concern with responsibility and accountability of the individual – a dangerous combination.

· Anything that harms only the individual is no one else’s business. (Drug abuse and addiction harm other people but this seems to be disregarded.)

· No one has the right to “foist their values” on anyone else.  This sounds reasonable but digging deeper it means freedom from values, and is very dangerous if adopted by adults with regard to children. The result is no transmission of values, no clear set of values, no indication that in fact not all values are equal – something inferred by civil libertarians. This is a destructive philosophy: One can argue that the very key to a civilization’s survival lies in the transmission of healthy values from generation to generation that support personal responsibility and respect for oneself and others, responsibility as a citizen of society to be honest, and that there are indeed immutable rights and wrongs. 

Though this philosophy is at the root of changes in drug policy and is a key driver of such change, it is unlikely that many advocates of harm reduction would call themselves libertarians.  Why then do they buy into this ideology and its harm reduction offspring?

1. Many people don’t know of alternatives, and since he information shared by harm reduction advocates seems practical and appealing, they see no problem with it. Many very intelligent and caring people would fall in this group. 

2. Many others have read and heard the arguments and the harm reduction literature and are deceived in thinking this the common sense, pragmatic, compassionate approach, not knowing that harm reduction does not stop by focussing on narrow populations, and by partnering actively with the keystone strategies of prevention, abstinence-based treatment, and strong drug laws. The words used to advocate harm reduction are carefully couched so as to sound not only reasonable, but that other views are not reasonable. If one does not look more closely, one surely could be deceived.

3. The third group is a relatively small minority, at least one hopes. The problem is, this is the deliberate group – the individuals and organizations that knowingly want to see harm reduction ideology guide drug policy. And these individuals and groups are now in positions to influence key decisions and policies.

I have never met nor heard Mr. Stoker, nor ever been to England.  But the processes he documents in the growth of harm reduction in that country and in Europe are astonishingly like those we are witnessing here in Canada. I would like to list the attributes of the process of changing our views of drugs toward this harm reduction and its philosophy. It is a checklist as it were, and all of these attributes are alive and well in Canada’s civil service, government departments, and academic institutions today. Those with a harm reduction agenda have hijacked drug policy, without the public even being aware.

In harm reduction as it is being implemented:

· Prevention is neglected. Advocates will even express concern prevention disrespects drug users.  In Canada, a document by the Canadian Centre for Substance Abuse argues, to paraphrase, that that prevention treats drug users as deviant and defective, while harm reduction helps people use drugs” wisely and well.”
  In Canada’s Drug Strategy, although prevention is mentioned on the first page,
 it becomes quickly evident that the focus is actually on preventing harms. This is a misuse of the term prevention, always meant to refer to demand reduction and prevention or interception of use. This change bears tremendous implications by devaluing the first line of defence that families and communities have: to prevent drug use from taking hold in the first place.

· Euphemisms are used that make the concepts seem positive and reasonable.  Regulatory Approaches,” “Alternative management of one’s addictions,” “a values-neutral approach,” drug policy reform,” non-judgmental,” “problematic drug use,” a public health approach,” even the term “Four Pillars,” are just a few of the ones we commonly hear.  These wrap harm reduction in a cloak of credibility and common sense, until we realize the true definitions:

· Regulatory approaches: decriminalizing and legalizing drugs.

· Alternative management of one’s addictions: Keep using drugs.

· Values-neutral approach – using drugs or not using drugs are equal in our eyes, and/or, we won’t tell you whether or not to use.

· Problematic drug use: This implies that a) there is such a thing as non-problematic drug use, and b) we can somehow be confident just what that is. This is a dangerous message to youth in particular and undermines parents’ legitimate concerns and desires for their children to remain drug free. 

· A public health approach: This implies we have not taken a public health approach to drugs in the past. We have. A mix of supply and demand reduction strategies very much fit into a comprehensive approach to a serious public health problem, that focuses on the substance, the environment and the individual.  Drugs are a public health issue, but they are also a social, legal, issue.  Attempts to medicalize drug issues limits rather than expands our options.

· Drug policy reform: The complete entrenchment of harm reduction in drug policy with all that it means, including forms of legalization of drugs.

· Four pillars approach: By couching harm reduction in these terms, it has now exceeded equality with prevention, treatment and enforcement.  Wherever this approach has been implemented it has actually become a one pillar – harm reduction – approach – in none of the cases in Canada where it is officially implemented will one find an on the ground commitment to strengthening and revitalizing abstinence-based treatment, prevention, or enforcement.  The truth is actually to the contrary.

· Claims that what we have done does not work so we need a change.  Statements such as “The war on drugs has failed” often accompany this thinking. This claim is also false, (although Canada does not have a war on drugs.) What has not worked is the neglect of prevention over the past 15 years. The last Canadian government sponsored campaign against drug use – particularly marihuana - was Really Me in the late 1980’s. In the years since that time, marijuana use has increased dramatically among younger teens in particular. This is evidenced by the doubling of marijuana use among grade 8 students in British Columbia, from 10 to 20%.
 

· Disdain and disregard for most anything American – This is unfortunate; 85% of the world’s research in addictions prevention and treatment is conducted by US researchers and, driven by the National Institutes of Health, I assure you it is empirically sound, carefully reviewed, unbiased, thorough and highly informative, providing a rich source of information on which to build evidence-based prevention and treatment if the will exists to do so.

· Lip service to prevention and treatment only to reveal through action little or no intent to partner actively, nor to support innovation and activity in these. The fact shown through action is that they are not a priority. This has clearly been the case in Vancouver, where to most observers and in terms of action, harm reduction largely remains the only approach in the Downtown Eastside. Prevention, treatment and enforcement were supposed to be key elements.

Prevention:  Prevention is the key to drug policy and is clearly stated as such in all western countries, with the exception of Canada - now our drug policy reads the least clear on prevention of all countries except the Netherlands, as evidenced by reading the European Commission’s analysis of EU drug policies,
 US drug policy,
 Australian drug policy,
 and Canadian drug policy.
 Primary or universal prevention to reduce the onset of use – is based on the simple assumption that it is better – healthier all around to say the least - not to start using drugs. Research evidence is clear that it works – we have seen it in the case of tobacco, where large reductions in onset of smoking have been achieved.
  We also have new and promising prevention approaches, including developmental assets and the social norms approach.  Even social marketing can work well if done properly as indicated by a very recently reported campaign in the US that over two years, reported a 50% reduction in students in the transition years starting to drink or use marijuana, compared to control schools where no reduction was achieved.
 The fact is that prevention is not a priority because it contradicts harm reduction ideology.

· Control and management of both information and the planning process.  The public is largely uninformed until plans are well underway and “the concrete is poured.” Sometimes there may be committees or hearings, but individuals dissenting come away feeling they were brushed aside or given double-speak.  In fact, harm reduction as we are discussing it is viewed by its supporters as a gradual and deliberate process requiring careful management to avoid being derailed.  Witness this quote from the landmark text on harm reduction in Canada:

“Although harm reduction is at odds with the dominant legal-sanction-based policy, the middle range and pragmatic nature of harm reduction measures makes it possible for certain harm reduction strategies to be tolerated, accepted, or even incorporated by legal authorities, without completely dismantling the counter-productive punitive policy. The support and cooperation of the police in needle-exchange programs for injection drug users is one of several examples of the diffusion of genuine harm reduction elements into the existing drug policy, enabling change to occur, and thereby bringing about gradual policy reforms.”
  (p. 9-10)

The plain English version of this quote is obvious.  Institute changes quietly and gradually. Maybe people won’t notice them in time to object effectively.

One of the ways all of this has this has happened is through an oppressive self-selection in federal and provincial planning processes, of persons who agree, and a silencing, or ignoring, of those who disagree. This is true in the civil service, which operates in remarkable independence from the public and its elected representatives. It has also been true in academia.  Hiring practices, criteria that must be met to receive funding, all become tools to generate a “one-message” cadre of supporters of harm reduction. Stark examples are found in the witness lists of the Senate and House Committees on Illegal Drugs, both which are claimed in Canada’s Drug Strategy to inform the policy process and to constitute public involvement. These committees, dominated by supporters of policy reform toward harm reduction, selected a preponderance of pro-harm reduction witnesses. Persons and organizations that would have given evidence contradicting the pre-determined course of the committees were selectively ignored.

The pressing forward of harm reduction has been largely behind closed doors. I would simply ask the reader to recall participating or being asked to participate in any public debate and revealing of this shift in drug policy?

The conception and implementation of any policy or program that is virtuous in its intent, sound in its basis in research, and consistent with the aspirations and values of a society should be able to be an open process fearless of involving, informing, and responding to the public. Drugs affect all of us and have implications not only for today but also for the future.  It is not selfish or self-serving to expect involvement and accountability. This accountability must be demanded.

· Little or no support is shown for strengthening drug prosecution – often in fact, laws and the police in Canada are accused of causing the problems by harassing drug users and forcing people to be clandestine in growing and using drugs.
 This shifts responsibility and leads to cynicism toward the law. It certainly shifts responsibility from where it belongs- on the people making the choices. This observation is not callous, nor does it ignore the complex socio-economic issues involved. But it recognizes a well-known truth – any change, whatever the underlying causes, starts with the individual.

Supply Reduction: Drug laws, and effective enforcement and prosecution of them, are vital to responsible drug policy. The two key driving forces on drug consumption are availability and social acceptability.  Consumption of drugs falls out on a continuum, with highest consumption being for those drugs most available and acceptable, and least for those substances least available and acceptable.  Acceptability is heavily influenced by perceived risk. Perceived risk in turn is strongly indicated by the existence and enforcement of laws.

· Abstinence-based treatment is devalued in spite of its effectiveness. In Canada, there has been essentially no government support for expanding significantly drug treatment programs and making them more comprehensive – something that is essential, if treatment is to accompany harm reduction programs as we are often reassured it will.

Treatment: While substance abuse and addiction pose one of the world’s most serious social problems, it is treatable.
 One thing stands clear in the literature: Working toward abstinence and creating a drug free lifestyle must be the addicted person’s first steps.  It makes sense that little progress can be made with mental health or other issues until the person is free from the drug and its profound psycho-pharmaceutical effects.  Methadone treatment is an exception.

Large field studies on abstinence-based treatment of illicit drug use suggest significant cost savings - from $4 to $20 per dollar spent, with use of drugs after treatment reduced by 50%.
,
 

Attributes of effective treatment as assessed by the US National Institutes on Health include:

· Treatment needs to be readily available. A major barrier to success is waiting lists.

· Effective treatment should attend to multiple needs of the individual.

· Treatment must be comprehensive and intensive.

· We should plan for multiple episodes of treatment.

· Effective treatment must be enduring. The average threshold of beginning to have an effect is three months. Six to eight months is recommended. This is no surprise given the extent of recovery needed to give the person the best chance of avoiding relapse.  

· Treatment need not be voluntary.  Success has been found with treatment as an alternative to jail time.

· Possible drug use during treatment needs to be monitored.

· Research is used to reinforce and further policy rather than to provide independent empiricism.  Any evaluation, and its principal investigators, must be entirely independent and not funded by the department or Ministry with vested interest.

What Kind of Substance Abuse Services Should We Support?

Harm reduction initiatives are being dangled before communities across Canada. As any community sets out to consider its responses to drug issues – and these responses belong to the people of that community, not to the civil service - here are some questions that might be asked early and directly regarding any proposed services.

1. Does ANY strategy and spending support parents, families and communities in encouraging and helping children and youth not to begin using drugs in the first place, and if they have started, to redirect them away from drugs. Drugs hurt people. They are not safe. The eye cannot readily see many of the ways they hurt people. 

2. Are sufficient and available treatment services available, and are people expected to work toward abstinence? Is there willingness to commit to this up front?

3. If new facilities are to be built, is their focus clearly on getting people off of drugs? Wouldn’t it be better to build state of the art treatment centres, away from the drugs, with comprehensive rehabilitation over sufficient time and intensity, including social and job skills training, treatment for mental health issues, and a plan for phasing the person back into their families if possible and appropriate, and into society? Isn’t this what is really compassionate?  Isn’t this a better use of dollars? We haven’t done this. Why are we building wet housing in Canada?

4. If new facilities proposed, then are the most motivated people being served, those most ready to work toward recovery?

5. Is the location of services going to be removed from the intense temptations of the person’s environment? If we want to help the person, doesn’t this have to be done?

6. Does the proposed service develop the power of personal responsibility and move away from reinforcing the belief that addiction is untreatable, that addicted persons are weak, helpless, oppressed victims – something that is particularly distasteful and that harm reduction assumes.

7. Is a clear, concrete plan in place for primary prevention in the community, and are resources allocated for this? (Often, prevention is mentioned but persons skilled and knowledgeable in prevention are not available or are pulled into providing prevention services. No part of addictions services is more neglected than prevention.) Prevention provides an important backdrop and actually will increase public support for treatment.

8. Is the planning process open and honest, and has it involved community members and especially those with a stake from the beginning, such as businesses and area residents? If it has not, it needs to be stopped until this is done.

9. Is there understanding and empathy, shown in action, for the just concerns of parents, business owners, families, and others with every right to a safe, clean city?

10.  Do planners of services fully recognize that the true poverty is within the person and that simple environmental change does not change people? Do they recognize how much homelessness is CAUSED by addiction and so are they prepared to deal assertively with the addiction and not just the housing?

These form important questions to demand answers to as citizens who truly care about the future and about their fellow citizens who are in dire straits.

Recommendations for Action:

Given the state of affairs and the issues I have raised, I wish to make several recommendations for a renewed policy direction.

1. We must ask the federal government to place a moratorium on the current Canada’s Drug Strategy until it is made clear that primary prevention, strong drug laws, and abstinence-based treatment really are key in its plans, and not just prevention of harm. (We cannot reduce harm significantly without reducing use, and onset of use.)

2. Canadians should let their MLA know they want and expect a truly comprehensive response to drug issues and that harm reduction is only an adjunct to supply and demand reduction.

3. We must insist that provincial and municipal bodies provide full public consultation and information early in the planning of projects that affect our communities, families, and livelihoods.

4. In acting, we must not be dissuaded by political correctness.  Such is stifling debate and discussion and it is time people stopped being cowed by it. Decency and respect for others is important, but everyone does not have to agree. True compassion and charity seldom come from government programs or policies. We may be lectured for being callous. But we must remember that it is harm reduction is callous, by disregarding parents who want to teach their children not to use drugs, and bringing drugs into the mainstream and normalizing drug use. Ultimately this would deceive us to think that people can somehow use drugs safely. 

5. Communities must be prepared to establish their own, local drug policy if they believe in the centrality of demand and supply reduction. To not be involved is to invite harm reduction in with open arms.

6. We must support measures to strengthen family relationships, nurturing, security, and ties. Every shred of research confirms what we already know – the family was made to build people, and it cannot be replaced. Harm reduction fails to support families and parents. 

Conclusion

When it comes to drugs and other similar social, health and moral issues, Canada stands at a crossroads. It is imperative that we engage in an open debate and discussion of the issues, and ultimately, involve the voice of the people.
It is my view, based on all that I know and have experienced, that there is absolutely no need to soften our national drug policy.  Instead, we owe it to our children to take a strong stand, and strengthen our resolve to reduce drug use through an earnest focus on prevention, treatment, and supply reduction. We can do so much better than to pretend drug use is simply another lifestyle option for Canadians. We can do so much better than simply giving people the poison that is hurting them. People are not disposable. We must build up, not give up, on the potential of Canadian individuals, families, and communities. There is so much we should be doing to reduce drug use in our society. This is where we need to place our energies and intelligence. Let us raise, not continue to lower, the bar of our national aspirations.
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