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Foreword

My plan of study draws upon a governmentality framik to investigate new modes of social
service planning in the City of Toronto, with a fpaular focus on policy debates concerning
supervised injection sites. My first learning goate: to explore and expand my knowledge of
governmentality studies; and to successfully craagevernmentality analytical framewaork for
debates relating to the study of social serviceiprons. My analysis of the Toronto Drug
Strategy and media reports about supervised injesites achieves this. My second learning
goal pertains to the study of urban planning inohto. This learning goal has been achieved by
investigating City of Toronto planning reports,veall as official plans and bylaws relevant to
the provision of social services, in order to depehn analysis City of Toronto planning for
social services. Lastly, my research topic alsovedlme to work towards my third learning
objective to further research on social policyavé attained this by developing an analysis of
the institutional response and approach to “sogedblems in Toronto.



Abstract

Drawing on Michel Foucault’s bio-power lens, thappr argues that supervised injection sites
are political and governmental spaces that havegaddrom the harm reduction movement as
an alternative to prohibitionist approaches to drsg. Within this movement, harm reduction as
a “health” policy has emerged as the new truthalisge in which to justify supervised injection
sites as the most appropriate technique to addrbss drug problems. However, supervised
injection sites do not actually function as a fafrhealth care in the traditional sense of
optimizing life and wellbeing. Drawing upon secondand primary textual sources and using
the creation ofrhe Toronto Drug Strateg2005) as my analytical focus | show how supedise
injection sites operate new governmental and palipaces that naturalize drug use and the
various modes of disadvantage that often go ha#dkmd with it. Rather than promoting health,

such undertakings normalize the dying body outtiéehealth promotion frame.
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Introduction

Using Toronto as my primary research site, thisspapvestigates supervised injection sites
(SIS) as political and governmental spaces. Bri&lg’s are legal facilities in which pre-
obtained drugs can be consumed with access to etgapment in a hygienic and medically
supervised milieu. The expressly stated purposkesie facilities is to prevent overdoses and the
spread of blood borne viruses. In recent yearsstiitability of SIS’s for Toronto has been a
matter of intense discussion. These debates aegagtst the backdrop of a broader SIS
movement, particularly in relation to the politicttuggles over the existence of Insite, North
America’s first SIS located in Vancouver’'s East Eflde Toronto Drug Strategy, written by the
Toronto Drug Strategy Advisory Committee, chairgddrmer Councilor Kyle Rae and released
in October 2005, has been a focal point for patieyelopment assessments of the potential
benefits to be gained from launching one or mo&sSh Toronto. The local media has kept
these issues in the public eye and a recent Supteme of Canada decision has opened the
possibility for the creation of SIS’s in Torontés yet, the political will for such an initiative i
not forthcoming but the discussions surroundingaibgsibility offer a rare opportunity to

examine the governmental and political implicatiohsupervised injection sites.

My contribution to these discussions is to drawruthe lens of biopower introduced by
Michel Foucault. Paul Rabinow and Nikolas Rose 0®7-198) have “extended and clarified
Foucault’s notion of biopower by delineating itsed main elements.” It “includes a ‘truth
discourse’ pertaining to the vital attributes ofrran life that are espoused by experts and
‘authorities considered competent to speak thét frarhis truth discourse is linked to strategies
aimed at acting upon human life ‘in the name & &hd health.” Finally, these discourses and
strategies are tied to ‘modes of subjectificatibnough which individuals are brought to work
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on themselves, under certain forms of authorityelation to truth discourses, by means of
practices of the self, in the name of their owa bf health, that of their family or some other
collectivity, or indeed in the name of the lifelm@alth of the population as a whole™ (Murray,
Draft Paper). As | shall demonstrate, the debatesearning the possibility of creating a SIS in
Toronto constitute a biopolitical struggle. It iset of contestations over life, how life should be

promoted (or not), by whom and to what ends.

With these themes in mind, the analysis is divigha five sections. Section 1 assesses
how supervised injection sites work and how thesdifies function as a form of governance.
Section 2 two provides a broad overview of the hezduction movement from which
supervised injection sites have emerged from. &e&idiscusses Insite, North America’s only
supervised injection site, located in Vancouvericltihas become a site of knowledge
transmission for the Toronto context. Section 4/@es a critical analysis of the Toronto Drug
Strategy, which both enables the possibility ofipesvised injection site in Toronto and defines
the “problem” of drug use in the City and the agprate solutions. Lastly, Section 5 is a
discourse analysis of Toronto print media, whichleses three emerging editorial themes — risk,
loss of the productive body, and the spatial anmdinal implications of the addicted body.
Through my analysis, | will indicate how variousugs concerning the creation of an SIS in
Toronto are fundamentally biopolitical struggleepwhat life is, whose life is valued, and how

such value ought to best to be protected or managed



1. Supervised I njection Sites as Governance

This section provides a broad overview of the disiee shift in debates about supervised
injection sites, sometimes also referred to as @agafer injection sites (SIS), which have
emerged as a new technique to address urban intraselrug use They are increasingly being
deployed in urban centres internationally and adfetean and supervised space for injecting
illicit drugs. Supervised injection sites are lazhtvithin the larger harm reduction movement,
which seeks to mitigate the risks associated witig dise, rather than stop drug use in and of
itself. These facilities are increasingly beingaated through a discourse of health and
advocated for on the basis of access to health ®eme= implicit is their role in urban spatial
politics, and most importantly, in creating the églodrug user” who conducts his or her drug use
only within supervised injection sites. The “goadigluser” conducts their drug use in a
palatable, non-visible manner that reduces risk bmthemselves and others. In this way, we
see how at least one narrative about supervisedtiop sites is directly tied to efforts to produce
subjects both willing and able to conduct theievn accordance with norms that align with
health, order, and stability, all of which suppiw overarching governmental aim of creating

contexts for the production of wealth and capital.

Supervised injection sites are often understoaa “&ealth” service and several countries
have started to include these services as pahnegbrovision of public health resources. Canada,

Germany, the Netherlands, Switzerland, Spain argtrAlia have supervised injection facilities

! It should be noted that there is disagreement daggithe appropriateness of using “safe” or “safertiescribe injection
facilities.



(Broadhead et al., 2002, 331). Supervised injectites are often described as “legal facilities
that enable the consumption of pre-obtained dmigsianxiety and stress free atmosphere,
under hygienic and low risk conditions” (Broadheadl., 2002, 333). Users must register, sign
in on all subsequent visits, and also might havadno a liability release form (Broadhead et al.,
2002, 336). The “clients” are typically given sooreall of the following equipment: syringes,
water, a dissolving agent, a cooker, cotton filtarourniquet, alcohol wipes, bandages, and
paper towels to clean up after themselves (ibiggction rooms typically have seven to twelve
injection spaces and users are allowed 30-45 n@rataject, always with at least one staff
member present (Broadhead et al., 2002, 336-33i#) eXplicitly stated main function of
supervised injection sites is to prevent the spogdddood borne viruses (HIV/AIDS, Hep C) and
to stop overdoses. In this way, SIS’s are not meatreat addictions. Rather, they take
addictions as a personal choice, but one that egrotentially disruptive. SIS’s are therefore, in
part, techniques for regulating choices that magherwise interfere with the freedom of others

(e.g., spread of disease, crime, open drug sceng, e

Supporters of supervised injection sites see themepresenting a shift from punitive and
repressive measures to the better management@tiday defined by the need for regulating
risks and stabilizing the socio-spatial order ia ttame of “public health” (Fischer et al., 2004,
357). Until the late 1990’s, resources dedicatecbimbating illicit injection drug use in
Canada had been predominately directed towardsnainustice interventions. As Table 1
shows, data taken from the Canadian Centre of &abstAbuse, which was used to justify the
Vancouver Four Pillars Approach, estimated thatdte cost in 1998 of health care and law
enforcement in British Columbia was $96 million (i, 1998, 18-19). The cost of police

enforcement alone was more than the entire medast$ for British Columbia in 1998. These



statistics are now outdated by more than ten ygatgolicing continues to receive considerable

allocation in budgets and policy documents.

Table 1: Comparison of Health and Policing Costafteg to Drugs in Vancouver

Direct Health Care Costs $
Hospitalization $5,172,000
Co-Morbidity $2,400,000
Residential Care $4,854,000
Non-residential Treatment $1,316,000
Ambulatory Care $1,458,00
Prescription Drugs $1,500,000
Other Health Care Costs $321,000
Total $17,021,000

L aw Enforcement

Police $37,161,000
Courts $20,020,000
Corrections $20,020,000
Customs and Excise $1,508,000
Total $78,710,000
Total Direct Costs $95,731,000

Source: Millar, 1998, 18-19.

One of the critical turns in public thinking abalrug policy was the appearance of HIV
in urban drug scenes. In part, this has re-defineddrug problem” as a health issue for
intravenous drug users and the population at large.most prominently articulated public
health concerns became intravenous drug users dre and re-use needles, leave their
discarded equipment in public places, and engagexmwork (Fischer, 1995, 400). The
implications of HIV infection and the threat to kbanot only in the drug using community, but
to the "innocent public" made policy and decisioakers conclude that pragmatic health-

oriented measures had to be taken. What helpedtteef crystallize the health-drug “risk”



discourse were studies that confirmed that theattoBAIDS generally did not stop users from
injecting opiates. Research also showed an asgotlatween drug use and sex work. For
example, in Frankfurt it was estimated that 8o petrof female heroin users were engaging in
“prostitution activities” in order to pay for drugBischer, 1995, 400). Inferred from this research
was the possibility that these female injectiongdusers could have engaged in unsafe sex
practices with a large number of clients (ibid).tNhis came the realization that current
modalities of “treatment,” namely prohibitionistdaaoriminogenic techniques, were inadequate
to address the problem of “drugs” and “drug useflhese issues were now seen to be more
threatening, moving beyond the intravenous druggippbpulation to the population at large. It
was here, where the mainstream population wastedamat risk that we see the rise of a new

discourse of “health” interventions.

With the rise of public health discourses on drigeatment” was now not simply or
even necessarily aimed at stopping an individwahfusing drugs. Rather, the goal was to
address the larger project of teaching good cishgnas a means to reduce the harms of drug
use (Moore, 2007, 33). Put differently, with Sifs see the general governance of drug users
transforming from punishment to discipline and nalization (Bergschmidt, 2004, 63). As a
matter of practice, this redefinition of treatmémas been linked to the creation of various “harm
reduction” approaches, as discussed in the neibaesuch as supervised injection sites. With
the emergence of drug use being mainly articuldtezligh discourses of health risks,
intravenous drug users are now officially regarded primarily ill and diseased (e.g., addicted)
rather than a primarily criminal population thatshbe stabilized through law and order
approaches (McCann, 2008, 8). Nevertheless, whiletachniques have purported to move

beyond the criminal addict identity, a deeply endeetiorganizational and professional



mentality remains that seeks to change these follmebreakers” to improve their chances of
becoming law-abiding citizens (Moore, 2007, 27)e Qovernance of drug users is a consistent
feature of contemporary governmental responsesup use. What has changed, are the

modalities to this end.

2. Harm Reduction

The rise of what might be called a “superviseddtigm site movement” is closely linked to the
emergence of “harm reduction” as a new policy idd&ae Canadian Centre on Substance Abuse
defines harm reduction as a policy or program aiatedecreasing the adverse health, social, and
economic consequences of drug use without requabsiinence from drug use (Millar, 1998,
24). Harm reduction implies a concern with reduding negative outcomes of drug use for the
society, which includes those members of societg Wappen to use drugs (Lenton and Single,
1998, 218). One of the most common criticismsaireduction programs is that they are the
first step towards the legalization of currentleglal drugs (Jaralis, 1995, 11). Other critiques
argue that harm reduction enables society to coaticausing harm to individuals without

acknowledging the social, legal and economic soaft¢ke harms (Roe, 2005, 246).

The earliest harm reduction strategies includedleesxchange programs, methadone
maintenance programs, outreach programs for hgkhpapulations, law enforcement
cooperation, and prescription of heroin and otliags (Roe, 2005, 246). The notion of reducing
harms posed by drug use arose in The Netherlarttie ih960’s with the ‘balance of harms
approach.’ This challenged to the idea that senmbrcement was the best approach to drug use

(Roe, 2005, 244). Harm reduction as a policy moveroan be grouped into three, loosely



defined, phases. The first phase stemmed from comeehe 1960’s about the health risks
associated with tobacco and alcohol use in thelptipo. The second phase began in the 1980’s
with a sharp focus on AIDS prevention among in@attirug users. We are now currently in the
third phase, where an integrative public healtlspective is being developed for all licit and

illicit drugs (Cheung, 2000, 1699).

From the perspective of bio-power, in harm redurctscourses the drug addict and
addiction are not natural truths. They are modésoavderies and identities that were exposed in
order to facilitate a practice of governing (Moa2807, 125). Harm reduction accepts the
occurrence of drug use and tries to mitigate threneassociated with it, as opposed to pushing
an abstinence agenda. Substance abuse is a “pfdblainns very scientifically accessible and
can be read as an exclusively individual behavibat enables the facilitation of assigning
responsibility to the individual for how they coraduheir drug use (Moore, 2007, 50). Drug
users, once identified, can be subjected to intd¢imes, often times in ways that overlap with
socio-economic status, race, gender, etc. (Mo@@7,2126). Interventions for upper class
people have traditionally meant rehabilitation idén(ibid). For “others,” disadvantaged and
often racialized and gendered populations, it hearmhcriminalization, forcible confinement,
incarceration and disenfranchisement (ibid). Hagduction has emerged as a new technique
that most often is used to address “poor” drugamkis an attempt to not only prevent further
harm to drug users, but also prevent harm from deggs to the general population. In this
sense, the drug user is constructed as more thmgotysan undesirable body, but as an active
health and economic threat to the productive amdwming population at large, as well as a
threat to the wellbeing of the city. Within the hareduction movement, supervised injection

sites have surfaced as a new intervention to reamtb@an spaces to facilitate processes of



governance. Thus, rather than being outside oégouent, the drug user, “bad” and “good,” is

integral to governmental objectives, the formengehe problem and the latter the solution.

During the 1990’s in North America, police and lamforcement departments routinely
alerted the public to the possible presence ofiasedrug problem in a local area by
publicizing drug-related arrests, drug seizuresiandrceration records (Cheung, 2000, 1698).
Media reports tended to copy such behaviour bylgugpanecdotal stories about victims who
had “fallen prey” to drug abuse (ibid). The resnlsome cases was the manufacturing of a
“moral panic” among the public. Public belief in ener-growing drug problem fuelled the
prohibitionist reaction to drug use and the usérictv assumed illicit drug to be a morally
corrupt behaviour violating mainstream norms (ibEtpm this perspective, the control of such
behaviour required strong law-enforcement and g galicy that declared a “war” on drugs and
heavily punished drug users (ibid). Canada folldwes general trend. Resources were
dedicated to combating illicit injection throughroimal justice interventions — 94 percent of the
454 million dollars dedicated to addressing illiitig use in 2001 was spent on enforcement and

justice initiatives (W. Small et al., 2006, 85).

In the early 1990’s, Vancouver was in the midsaimiHIV epidemic in the eastern part of
the city. In 1991 the Downtown Eastside saw a sndiderease in injection cocaine use and a
general shift from heroin to cocaine as the drughaiice. This change increased the opportunity
for sharing syringes, as cocaine users inject nmoie frequently than users of other drugs
(Millar, 1998, 17). Injection drug users were ictied with HIV at a rate three to four times
higher than seen before (Smith, 2003, 500). ByBlb®@as estimated that there were roughly
15,000 regular, frequent injection drug users itti®r Columbia (and likely many more

occasional users). Most of these people were corated in the Downtown Eastside of



Vancouver. Of the 15,000, approximately 25 pereee HIV positive and about 88 percent
had Hepatitis C (Millar, 1998, 17). Within thiswias estimated that close to half of the injection
drug users either residing or frequenting the Dowumt Eastside were infected with HIV (Smith,

2003, 500).

Between 1993 and 1997 over half of British Colurtsbiatal 1,200 drug overdose deaths
occurred in the Downtown Eastside, which led thehRiond and Vancouver Health Board to
declare a state of health emergency (Millar, 1998, These issues were also frequently framed
as economic burdens. Data from the Canadian Ceh8abstance Abuse estimated that in 1998
illicit drug use cost the British Columbia econo8809 million annually and estimated that
direct costs arising from health care and law esgforent cost about $96 million annually
(Millar, 1998, 18-19). During the health emergenty B.C. Centre for Excellence in
HIV/AIDS identified four factors in particular thatere associated with injection drug users
becoming HIV infected: borrowing syringes, unstgier quality housing, frequent injection

(more than four injections a day) and cocaine imsd)(

It was in this context that a harm reduction movehaenerged in Vancouver as an
alternative to enforcement and as an attempt teepteHIV and AIDS moving from intravenous
drug users and sex workers to the general popaoléRoe, 2005, 244). It became apparent that
existing approaches were ineffectual in ceasing dse and exacerbating the escalating health
crisis. Nowhere was this ineffectiveness more obwithan with the 2003 large-scale police
crackdown, referred to as the Citywide Enforcemiesgm (CET), which began in the
Downtown Eastside, and was the largest visibleresfoent operation ever undertaken in the
neighbourhood (W. Small, et al., 2006, 86). Humahi Watch conducted an investigation

and reported observations of police misconductyding instances of excessive force,
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harassment and illegal searches. The report sweghtst the CET compromised public health
by discouraging drug users from accessing heaithcgs by driving them underground, and so
increased risks associated with unsafe injecti@hcuerdose (ibid). The most immediate
consequence of the increased police presence wahith in injecting locales to less visible
outdoor locations (W. Small et al., 2006, 88). Ti@eases in street level enforcement also
encouraged movement into less desirable and mogedaus injecting venues — those who
continued to use in public venues sought secludddavate niches where they could escape
the scrutiny of police officers (W. Small et alQa®, 8). Drug users were at a higher risk because
they were being forced into areas that they didknoiv and where there were no services that
provided clean works or help. Users who injecteguhblic settings in the Downtown Eastside
were increasingly likely to be interrupted by tr@ipe while injecting, creating a climate that
was not conducive to safer injecting practicesaklieen the case prior to the escalation in
police activity (ibid). The resulting effect wasdtyinjections, shared syringes, and ‘missed’
injections — accidental subcutaneous injectionteatsof intended intravenous injections (ibid).
Police also on occasion confiscated or destroyadgss during encounters with drug users,
including new sterile syringes (W. Small et al.08090). While it is legal to carry syringes,
being found carrying new or used syringes ofted tleamore problems when drug users
encountered police officers, and encouraged ursgp®sal as well as sharing syringes (ibid).
What these examples highlight is that laws andcpsipertaining to illicit drugs, as well as the
enforcement practices used on the street, are temgazontextual factors that can partially

determine a drug user’s access to harm reductmgrams (W. Small et al., 2006, 91).

After Human Right Watch findings were released, &aiver police officers began to

practice alternatives to arrest and confiscatioecqufipment, and increasingly began to rely on
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warnings to drug users and referrals to addictieatinent. Police also started to avoid
interacting with drug users at the point of injagtias this practice often resulted in ‘preventable
harms’ such as syringe sharing (W. Small et alD62@2-93) As this example demonstrates,
what can result from increased police presencdakdof police training are practices that run

counter to harm reduction initiatives.

Even before the 2003 police crackdown in Vancowvedst end, a coalition of public
health authorities and activists began to challehgeraditional model of enforcement of drug
laws and advocated for adjustments to and reforeooifal and legal policies that had grown
unpopular and in many cases expensive or diffidultSmall et al., 2006, 92-93). The goal was
not to legalize drugs or promote abstinence. Afpttaetical level, the aim of harm reduction was
to reduce the more immediate harmful consequerfodsig use through pragmatic, realistic and
low-threshold programs (Cheung, 2000, 1699). Fese¢tharm reduction proponents, police
crackdowns might succeed in reducing the visibpeets of street drug markets, but also can be
associated with negative public health consequemasading reductions in needle exchange
utilization, increases in syringe sharing, unsafedting and improper syringe disposal. This
health crisis was an important part of the genefsiasite and the adoption of other harm

reduction technigues in Vancouver.

3. Indite

The Vancouver Agreement set the framework for é'sibperations. Created in 2000 and
expired in 2010, the agreement was a tri-level guwent agreement (federal, provincial and

municipal) aimed at addressing social, health, enoa and safety issues in Vancouver’s inner
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city, with a particular focus on the downtown emgVancouver Agreement, 2012). The
Agreement laid out funding and policy responsil@titfor each government level. As part of this
agreement, the City of Vancouver releaeslFramework for Action: A Four Pillar Approach

to Vancouver's Drug Problenf2000). Tha=ramework for Actioraid out four broad goals:
public and federal responsibility; public orderpjpia health; and coordinate, monitor and
evaluate. In addition, the document set out 3@®astto achieve the goals (City of Vancouver,
2000, 2-3). Thérameworkalso introduced the fourth pillar of harm reducttorbe used in
conjunction with the traditional approaches to dusg of prevention, treatment and enforcement
(City of Vancouver, 2000, 3-4). With the introdustiof a harm reduction approach, discussions
around a supervised injection site became possilite. emergence of harm reduction as an
official policy marked a shift away from prohibitist approaches. This transformation was
shaped by the context of increased overdose daathsllV infections and their effects on urban
economies. Statistics such as the $500,000 lifetiose per each new HIV infection (Insite

Numbers, 2009) served to identify drug use as bdthalth and economic risk to cities.

Insite was officially opened in June 2003 under dlispices of Vancouver Costal Health
and in partnership with the Portland Hotel Soci@gmmunity Services (a non-profit
organization created in 1993 that provides sernicepersons with concurrent disorders) as a
research facility (Legal Status, 2009). Health Caniaitially granted Insite a three-year
exemption under Section 56 of the Controlled Draigg Substances Act, which allowed drug
users to poses narcotics on site, for the purpafsesnsumption only, an otherwise illegal
action. In 2002 The Portland Hotel Society begaerating what would later become Insite.
While waiting for government approval of the legakmption, a small storefront unofficially

opened that offered a limited number of space#fection, supervised by a volunteer
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community nurse (Small et al., 2006, 78). Althotigh application to Health Canada was well
underway, the establishment of the unsanctionatitfyawas done to put pressure on policy
makers to move quickly on a sanctioned site. Irts#game an officially sanctioned facility in

2003, as previously mentioned.

Located at 139 Hastings Street in Vancouver’'s Ciown Eastside, Insite is not only
North America’s first and currently only legal sugised injection site but also a uniquely
situated socio-economic-political space. The Dowmnt&astside has a large concentration of
low-income single room occupancy hotels, a higlvalence of mental illness among the
population, and is generally seen as the “epicénfevancouver’s illicit drug and sex-trade
economies (Wood and Kerr, 2006, 55-56). The Downt&astside is also the most central low-
income neighbourhood in Vancouver. By 1998, oveedosm injection drug use had become
the leading cause of death for adults aged 30-8itish Columbia, with more than 300 deaths
annually (Millar, 1998, 5). The leading cause oVHihfection had become injection drug use
and there were epidemics of hepatitis B and Cedl&i injection drug use as well (ibid). These

deaths were disproportionately concentrated irDibmntown Eastside, as previously discussed.

It is in this setting of extreme disadvantage thaite seeks to fulfill its mandate, which
is to be accessible to injection drug users whaatevell connected to “health care.” Insite
defines clients who are not well connected to hezdre as people who use more than one drug;
people who suffer from both addiction and mentakss; people who are homeless, live in
shelters or have substandard housing and peopléaxetried unsuccessfully before to quit
their addiction (Overview, 2009). Insite partiapghave access to a 12-seat injection room
where they can inject their own drugs under theesugion of nurses and trained staff. Insite

provides clean injection equipment, including sges, sterile cookers, filters, water and
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tourniquets (ibid). After injecting, participantsone to a post-injection room where they
stabilize before leaving the facility. Insite stafe also on-hand to connect participants with
other services, including primary care for the timeent of wounds, abscesses and other
infections, addiction counselling and peer suppod referral to treatment services such as
withdrawal management and opiate replacement thie&tpff can also refer participants directly
to Onsite, a 30-bed detox and treatment progratidi-managed by Vancouver Coastal
Health and PHS Community Services Society, locdiegttly above Insite (ibid).

Insite serves a diverse population of drug usees)ymwith serious concurrent health
issues. Statistical profiles of Insite clients &ES drug users present similar patterns. Of
active drug users in Vancouver, three out of tethénDowntown Eastside are HIV positive,
while 18 percent of Insite clients are HIV positiVdiere is also a very high prevalence of
Hepatitis C among Vancouver drug users. Nine ot¢minjection users in the DTES are
infected and 87 percent of Insite clients have Hep& (Insite Numbers, 2009). These
similarities are due in part to the geographictelisg of drug users in the Downtown Eastside
and the resulting strategic placement of InsithienDTES; 68 percent of Insite clients live in the
Downtown Eastside. Additionally, 80 percent havestory of incarceration, and 73 percent of
users have injected in public before (ibid). Ové rhillion people have used Insite, and there
are currently approximately 12,236 registered u@dser Statistics, 2011). In the 2010 operating
year there were 312, 214 visits to the site, witlagerage of 855 visits a day and 587 injections
each day (ibid). There were 221 overdose intereastiwith no fatalities, 3383 clinical
treatment interventions, 5268 referrals to otherad@nd health services (majority to detox and
addiction treatment) and 458 admissions to Ongitd)( In terms of a drug profile, heroin

comprised 36 percent of injections in 2010, coc&R@ercent and morphine 12 percent (ibid).
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In 2009, 42 percent of injections were heroin, 26cpnt were cocaine and 11 percent were

morphine (Insite Numbers, 2009).

The criminal law exemption allowing Insite’s cliete to posses and use illicit drugs on
the premises, passed by a Liberal federal governm&903, was extended several times by the
Liberal and succeeding Conservative federal goventato allow for additional research.
However, in 2007 the Conservative federal goverrirtak the position that the most recent
extension, set to end on June 30, 2008, woulddé&tt one, effectively leading to the closure of
Insite (Legal Status, 2009). The federal governndéhso based on the premise that Insite
violated federal drug laws. In August 2007, VaneauArea Network of Drug Users (VANDU)
and the Portland Hotel Society mounted a consbibati challenge to the federal government’s
ability to close Insite, arguing the facility addsed a public health crisis and should be under the
sole jurisdiction of the Province (ibid). The B.8upreme Court ruled in 2008 that the federal
government did not have the authority to closeténand struck down sections of Canada’s drug
laws as unconstitutional, on the grounds that fireyented Insite from operating. The Court
also granted Insite an immediate exemption and gevéderal government until June 30, 2009
to amend the country’s drug laws to allow for thedmal use of drugs if tied to a health care
initiative (ibid). The Attorney General appealedsttiecision to the BC Court of Appeal, but the
appeal was unsuccessful. This decision alloweddnsicontinue operating (Legal Status, 2011).
The Attorney General filed a further appeal with Bupreme Court of Canada. The case began
on May 12, 2011 (ibid)YOn September 30, 2011 the Supreme Court ruledtibdtdealth
Minister could not deny legal protection to add@t&l health care workers who would otherwise
be penalized by federal drug laws. Thus Insiteistiomance was constitutionally secured and the

door opened for the possible establishment of &t#ities in other parts of Canada (Toronto
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Star, October 1, 2011Nowhere was this decision more pertinent, perhidyas in Toronto, as

the next chapter discusses.

4. The Toronto Drug Strategy

In this chapter, | situate the emergence of supedvinjection sites and the City of Toronto’s
interest in them in relation to a much wider higtak context that has centred urban space as a
key governmental milieu. The genesis of citieqextricably bound to the quest for order in the
city. Urban planning emerged in nineteenth cenaigrpart of the social reform movement in
response to the need to exert social control dxveeetnerging “ills” of expanding urban centres.
Large cities were believed to produce the conditiohsocial unrest. Social problems (social,
physical and spiritual) were seen as embodiedarvény fabric of the city (Boyer, 1983, 16). In
the early twentieth century a connection was mateden the environmental chaos of the
“American” city and the social pathologies of urbi@e. It was believed that with the proper
environmental conditions, a sanitary, well-ordesegtironment could confine undesirable traits
in the population (Boyer, 1983, 18). The physicalimnment itself could discipline humans to
“achieve harmonious order with the urban world'd & “conducive” social environment was
provided, it would ensure the stability of the urlsacial order (Boyer, 1983, 14). Planning
offered the state the opportunity to intervene thisocial and physical city with disciplinary
intentions, backed by the belief that environmergédrm was the most important disciplinary
order upon which cities would rise (Boyer, 1983,16)the large cities of the early nineteenth
century, urban diseases and the complications\a@nphad come to be seen as a collective
phenomenon and therefore a collective threat (Bdy@83, 26). Early urban planners and

welfare institutions sought not to help the peauedemned to tenement cores, but to protect the
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rest of society from the disorder that threatemeegscape from within the city perimeter (Boyer,
1983, 16). While current city planning is no longeplicitly concerned with moral pathologies
and social “ills,” planning and other related in@mtions continue to have spatial implications
regarding social control and desirable “traitsbodies. The Toronto Drug Strategy is not
overtly an urban planning document, yet it has sh\spatial dimensions that directly seek to
control a particular kind of urban drug use. Theohto Drug Strategy has emerged as a new
technigue for exerting social control over urbarstdder” at a time where cities are actively

trying to market “place” while interacting directlyith global flows of capital.

A new form of boosterism shaped in large measurRiblgard Florida’s ideas about
“creative classes” has emerged at the end of tetntientury and into the twenty-first. The
context of this emergence is the growing competiimong cities for global capital. This
competition transcends conventional political sgaeg once realigning the salience of the nation
state as the point of interaction with global citewvhile also reinforcing local spaces as key
economic centres. This realignment has placed@eased focus on place marketing and urban
boosterism. The physical urban environment itsef become the main attraction of a new
urban economic order. Richard Florida’s “creatilass” ideas are emblematic in this regard.
Taking hold in many Western cities as governmentspolicy makers look for a post-industrial
urban plan, Florida’s central thesis is that tHe of place has changed significantly as
economies continue to transition from traditiomalustries (such as manufacturing) to high-tech
and advanced services. While people once followbd jn the traditional industries, Florida
argues jobs and industry are what move now, sgittrwhere clusters of a particular kind of
person are found. Capital follows a group of highigbile, creative people who increasingly

base their location decisions not on where job dppdies are located, but rather on what urban
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amenities and cultural environments a city hadfier §Donegan and Lowe, 2008, 46). The

economic prosperity of a city is dependent on hall Wwattracts and retains this creative talent

The City of Toronto has embraced Florida’s worll &as released its own “creative”
policy. In 2003 the City released {@alture Plan for the Creative Citya “ten year strategy to
position Toronto as an ‘international cultural ¢apiwhile ‘placing culture at the heart of the
city’s economic and social agentiéemphasis added), followed up by the 20D&ative City
Planning Frameworka document that states “in order to competetfertalent in the
international labour market, Toronto must gain mpetitive advantage by maintaining robust
cultural and creative industries” (City of Torong§10). These “culture plans” released with
numerous other reports and initiatives send a rgesalaout what kind of bodies are valued in
the city. As Richard Florida’s “creative class’ascupationally defined, not everyone can be

creative in the way that is understood and soldttes by Florida.

The Toronto Drug Strategy: A Comprehensive Apprdaaciicohol and Other Drugs
(2005), the first attempt by the City of Torontodr@ate a comprehensive municipal approach to
the “drug problem,” follows Florida’s vision. Thgdysical urban environment is an essential
component of boosterism practices, which is whieeepublic nature of drug use becomes
problematic. Public drug use creates an issue liithuse of its visible nature and because of its
economic threat to local businesses and largecidsd health care costs. Public drug use
almost always implies poverty, as the user is untbhfford private space to conduct private
actions in, instead, conducting them in publicoRarban drug users are also devoid of the kind
of cultural and creative capital so valued by Flari In this “creative economy” framework
one’s actions become a sort of goods. Drug usedsttee poor and “fallen” more generally are

perceived as incurring a debt to their “benefatt(ire “state”, social institutions, etc.), which i
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to be paid in moral, not economic currency (Valegrt992, 3-5). As drug users also lack the
kind of creative currency that is currently valute way they pay back what they receive is
with “moral fibre” (ibid). Moral regulation is itewn distinct mode of regulation which now uses
the language of biomedical science and social \(ibi#t). Moral regulation is aimed at the
production of “individual ethical subjectivity artde reproduction of the nation’s moral capital”,
that is, ensuring the drug user self-regulatesvimgthat is palatable to the larger population,

which often focuses on decreasing the public naitipoor urban drug use (ibid).

The Toronto Drug Strategy’s aim is “the improveality of life of individuals, families,
neighbourhoods and communities in Toronto by cngaai society increasingly free of the range
of harms associated with substance use” (City obitim, 2005, 7). The Toronto Drug Strategy
proclaims to be a comprehensive strategy to addheatbsalcohol and drugs at varying levels of
uses, from recreation to addiction. The documeaheecognizes that “we are a drug using
society”, an important acknowledgement for impletmenharm reduction procedures (City of
Toronto, 2005, 2). The strategy also acknowledge=ople of all economic, social and cultural
backgrounds use both legal and illegal substan€&sy of Toronto, 2005, 27). The City also
recognized, from public consultations, that Toromos wanted the strategy to treat substance
use as a health issue (City of Toronto, 2005, B@)vever, despite these early assertions, the
strategy defines and focuses on a very particutar &f user. In the opening pages of the report,
it states: “most use is harmless and acceptedrasfpaveryday social interactions, some even
provide health benefits. Butn6t everyone uses safely or without causing gemphasis
added) (City of Toronto, 2005, 2). It is those dusgrs who do not use safely and cause harm

that the report focuses on.
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The Strategy hinges on a particular understandinigeodrug problem, which is
highlighted intwo chapters: Chapter 4, entitled “People Who Ugdesgnces”, and Chapter 5,
“Neighbourhoods and Communities.” These chaptedstlagir associated recommendations set
out how the problem of drug use is defined in Téwand what the proposed solutions are. They

formally lay out who uses drugs in Toronto anddksociated effects on the city.

As a problem, Toronto’s drug strategy defines drsg in much the same manner as
already discussed with respect to Insite, as a heduonction and public health matter. While the
Toronto Drug Strategy borrows heavily from Vancatserug policy framework, it also defines
the “drug problem” somewhat differently. Torontoedd'not have large, concentrated, open drug
scenes like the Downtown Eastside of Vancouverth®athe city has several smaller spaces
where drug use is highly visible. Also unlike Vanger, Toronto has “not had to declare a
health emergency amongst its injection drug usoyufation” (City of Toronto, 2005, 2-3).

While crack cocaine has been identified as a lasgeie than heroin in Toronto, unsafe
consumption and disposal practices are still pakissues for police officers not trained to

properly approach and interact with drug users.

The report identifies alcohol and crack cocainghasdrugs of most concern for Toronto
(City of Toronto, 2005 3). Chapter 4, “People WheelBubstances”, outlines, as the title
suggests, people who use substances in Torontonieendations 4.1 to 4.3 deal with alcohol,
prescription drugs, and decriminalizing cannabecdtnmendations 4.4 to 4.16 explicitly and
implicitly deal with crack cocaine usage. Crackaioe is not typically a recreational drug, so
the report is addressing people with what can Insidered serious addictions. Under Section
4.5, which discusses the need for expanded haructied, the report does acknowledge that

crack is not an exclusively “poor” drug, explainitiit “people from all income brackets use
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crack cocaine, including well off and privilegedopée. However, this kind of use is largely
ignored and rarely profiled” (City of Toronto, 2Q0%L). This kind of “well off” and “privileged
use” is also ignored by the report, without an arption. This section of the report does serve to
identify and profile the most marginalized useudh, as people “who use crack cocaine, in
particular people who are homeless or otherwisgesinvolved” (City of Toronto, 2005, 31).

The issue that arises here is the dichotomy betwablic and private spaces, and the ability to
afford a private space. The “well off” crack coaaimser is not considered a problem because
they most often conduct their drug use in a priggi@ce, and are likely “functioning bodies” or
have another source of monetary support. The “maliged” crack cocaine user, who the report
identifies as most often homeless or street invthli@a problem because they do not have a
private space and therefore conduct private actgursh as drug use, in public spaces. This
serves to define public crack cocaine use by pseraias the “problem” the report is seeking to

regulate.

There is also an associated spatial dimensioretpithblematizations of drug use. The
report identifies “pockets of open use, of bottoald and other drugs, most notably in parts of
the downtown core. People in these areas of thdant to be more marginalized because of
poverty, homelessness, mental health issues asttption” (City of Toronto, 2005, 32). This

downtown sentiment is repeated further on in Sadiid\Neighbourhoods and Communities:

Residents of neighbourhoods with concentratioriBenfal drug use and drug
dealing, such as those in the downtown core of Atorcsometimes feel unsafe
and angry about the crime and disorder that is é@ipg in their communities.
This includes related crime such as prostitutisapprty theft, violence and
vandalism (City of Toronto, 2005, 43).

The strategy considers drug use to be an urbag,issmething that occurs most often in the

downtown core. It recognizes the drug user as tadplareat to downtown communities, spaces
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that are becoming increasingly more economicallyalale. These statements also identify the
criminal and spatial implications of the addictextif. There is not only an assumption that the
drug user’s body will behave criminally and attragtninal behaviour, but that the drug user
makes a space dangerous, even after they have Queassumption is addressed in
recommendation 5.5 Reduce Drug Related Litter, widentifies as an outcome of public drug

use:

...the discarding of paraphernalia such as needlidsxrack pipes. Some
neighbourhood areas and city parks are strugglitigways to deal with this
litter, which can cause health and safety conciemehildren and adults who
want to use these public spaces (City of Torond95246).

The understanding from this then is that the “peafdtic” drug user in Toronto can then be
conceptualized as one whose drug use is publichasn and centralized in nature, and has both

criminal and spatial implications that produce risk

Homelessness and mental health issues are otheringcthemes in identifying who
drug users are in Toronto. Recommendation 4.7 spaty deals with homeless drug users, as it
seeks to provide more harm reduction in shelterd,i@entifies alcohol and other drug use issues
as significant among people who are homeless (Zifyronto, 2005, 33). Recommendation 4.6
addresses developing a 24 hour crisis centre fat $#rm crisis and care support, because
homeless shelters have become the “de facto” stuppstem for “people abandoned by every
other part of our health and social safety netty@f Toronto, 2005, 32). Recommendation 4.8
seeks to increase case management services, whitpaaticularly helpful for vulnerable
groups such as youth, or people with multiple lneaitd/or mental health issues” (City of

Toronto, 2005, 34).
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Poverty is also particularly prevalent in definishgig use in Toronto. Section 4.10

discusses the need for increased day programmnsng, a

...financially stable people tend to have a widegeaof pursuits and activities
to occupy their work and leisure time. People wieorat working and/or
who are struggling to on a limited income have femsources for such
activities to engage their time (City of Toront@08, 36).

Section 4.14, which discusses improving income isgcior “vulnerable groups”, makes a
stronger statement about the connections betwesmployment, poverty and drug use,

declaring that

...the resulting combination of poverty and addictand/or mental health
issues make people more vulnerable to substancandist® engaging in
prostitution, drug dealing and other crimes in otdesupport their drug use
(City of Toronto, 2005, 39).

The vision then that comes out of this documenbisof an all-encompassing approach
to drugs, spanning from recreation to addictiongsg socio-economic statuses. Rather, the
Toronto Drug Strategy defines the drug user (aedefiore the problem to be regulated) as most
likely to be a poor, urban crack cocaine user wégsun visible, public spaces, most likely
experiences concurrent addiction and mental hesdtles, has a high probability of being
homeless and most likely has engaged in criminaliges, including theft and prostitution.

From a biopolitical stance, we see how the Tord@nag Strategy is constituting the drug using

subject as means to make it a space for betterigawee.

In terms of proposed solutions, the Toronto Drtrgt8gy makes recommendations based
on four principles that align witfihe Vancouver Agreemef2000) and th&ramework for

Action: A Four Pillar Approach to Vancouver’s DriRgoblems(2000, adopted by City Council

24



in 2001): prevention; harm reduction; treatment eanfbrcement. Despite overtures to a health
promotion model, the “criminal” aspect of drug us@ot divorced from proposed health-
oriented approaches. The most frequent recommemdatithe Toronto Drug Strategy was
increased police presence and police involvemettthere were no recommendations for harm
reduction training for police. While the four guidi principles of the Toronto Drug Strategy are
prevention, harm reduction, treatment and enforcgnte be applied in tandem, the continuance
of prohibitionist type enforcement and policing ib¥ages the ability of the document to address
harm reduction and treatment, and a more genezalafl“health”. What emerges here is the
application of a “health” or “harm reduction” disgse that enables continued policing under the

umbrella of the discourse.

One of the biggest health concerns of a drug sstrei quality or purity of the drug they
are consuming. The Toronto Drug Strategy recogrlziesconcern under section 4.4, noting that
users are at an increased risk of serious illnedgaerdose because they are unaware of the
quality of drug they are using (City of Toronto,08) 30). However, the recommendation for this
issue is to increase surveillance and police irvolent to develop “a local drug and drug use
surveillance system with protocols to issue broasield alerts about potentially dangerous
substances” (City of Toronto, 2005, 31). This psgdaloes nothing to address the associated
health concerns. Increased police involvementlled#or three more times in Chapter 5.
Section 5.1 Support Neighbourhood Based Solutmhgh calls for increased police presence
in neighbourhoods. Section 5.2 Address Drug-Rel@eme in Rental Housing, advocates for
“enforcement options such as blanket trespass ®tHat allow police to act on behalf of

landlords, which should be considered to enable@ob better assist landlords,” which would
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effectively increase police presence in social jeate rental housing and allow the police to

enter private units, as if they were landlordsy®©tt, Toronto, 2005, 44).

Section 5.3, “Support Police Efforts to Enforce liaws,” calls for the continued
enforcement of prohibitionist drug laws (ibid). i¥liecommendation for increased police
presence raises concerns for two reasons. Thesfitlsat there are no recommendations in the
entire document about training police officers togerly approach drug users while they are
consuming. While increased police involvement aztsed in reducing the visible aspects of
street drug use, they are also associated withtimegaublic health consequences, including
reductions in needle exchange utilization, increasesyringe sharing, unsafe injecting and
improper syringe disposal. The second issue thegsafrom increased police presence in a
document that calls for harm reduction measurascisntradiction of costs. One of the economic
appeals of harm reduction is that it is cheap@réwent new infections than to pay for a lifetime
of treatment. Insite, for instance, estimates tihaiong term cost of a new HIV infection is
about $500,000 per infection (Insite Numbers, 2008¢ Toronto Drug Strategy discusses the
economic costs of drug use in section 4.9, stdtiag“the reality is that injuries and iliness
related to alcohol and other drug use have a sefinancial impact on the primary health care
system and therefore must be considered, espewidliin the context of preventing illness”
(City of Toronto, 2005, 35). However, the singlegkest cost related to drug use is policing. The
Toronto Drug Strategy, which denounces the costwag use to the health care system and
advocates for harm reduction, is still prescribamgincrease in police presence, which has been
proven to be costly, ineffective in terms of stagpdrug use, and potentially hazardous to the
health of drug users. This example is indicative@k the rubric of health sometimes enables

continued policing.
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5. Supervised I njection Sitesand the Toronto Print Media

The Toronto print media, specifically newspapeeayehbeen a major site of knowledge
generation informing these discussions about thésfegemerits of a supervised injection site.
More specifically, newspaper editorials and coveragve been the predominant source of
information for the “general public” regarding gpguvised injection site. These media sources

draw heavily upon legal and scientific expertise.

This section offers a discourse analysis of edit®from three Toronto based
newspapers, ranging in their social and politieahings -The Toronto StarThe Toronto Sun
and theGlobe and Mail | chose articles from the late 1990s throughGb®based on the key
words “supervised injection sites”, “safe injectiwites”, “drug use” and “Toronto.” | read the
articles with the following questions in mind. 1pW were drugs and drug users perceived? 2)
Was drug use considered a criminal or a healthlpnob 3) How were SIS facilities perceived,
as a solution or a problem? Based upon these qusstiread over 50 articles and formulated a
thematic table that highlighted three key governta@esensibilities: 1) risk, which has become
the new point of intervention for harm reductiordanthe umbrella of health; 2) the loss of the
productive body, articulated as a social cost bognthe general public, and 3) the spatial and
criminal implications of the addicted body, in whithe physical presence of supervised

injection sites and drug users in space has aipettaegative impact on the surrounding

environment. In this section, | examine each eséehdiscourses in turn.
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Thematic 1: Risk

One of the main languages taken up in officialmafts to rationalize and implement controls
over substances is the language of risk. Histllyiaask was most often used to embed
substances in the drug/crime nexus, justifying crahjustice responses to drug use. Risk is now
being mobilized in the harm reduction movementtipalarly around opiates (Moore, 2007, 62).
Heroin specifically is the drug most often assadawith injection drug use and supervised
injection sites in media discourses. The harm reolmenovement, which began in the 1980’'s
around the ‘discovery’ of the HIV/AIDS connectiamihjection drug use, lent to heroin the
language of risk, in particular a risk to healthode, 2007, 83). Harm reduction as a technique
emphasizes voluntary treatment rather than punishofeisers and tries to minimize the stigma
of the criminalization of drug users (O’'Malley, 29.96). Thus, harm reduction has emerged as
a movement that is in opposition to criminal justand prohibitionist models of responses to
drug use, emphasizing the mitigation of harms &edrhportance of “health.” However, harm
reduction still seeks to govern drug users. Heatith risks to health have become the new point
of intervention for governmental stakeholders. lteekks are articulated as both a risk to an
individual’s health and a risk to the greater peiblhealth, both physiological and economic.
Instead of carceral responses, harm reductionite¢ntravenous drug users in their own project
of care, instilling regimes of self care and respbitization. That is, the good drug user has the

responsibility of practicing their use in a wayttheduces the harms or risks to others.

Risk is discussed in two ways in the editorialssk to the drug users themselves, such as
overdose and disease, and the risk of drug usethéos, through exposure to live drug use,
used paraphernalia left in public spaces, etc. Weweaotions of risk go beyond these

discussions. An inherent component of discussibmiskois the possibility of prevention, and in
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these editorials risk speaks to a larger projebaat, that is, instilling regimes of self-care.
Many of the editorial discussions revolved aroumalrisk associated with drug use and the
ability of supervised injection sites to managé&.risditorials adverse to Supervised Injection
Sites objected to the ability of such facilitiestanage risk and drug use on the idea that these

sites actually perpetuate and encourage drug use.

The intent is to reduce the risk to addicts, buigat’s all part of enabling
them, instead of focusing on treatment and lawrmeeiment (Toronto Sun,
December 12, 2002).

‘Harm reduction’ sites and services encouragealleigug users and
alcoholic street people to continue to ingest theisons using clean
equipment in a safe environment. The theory isithaill eventually lead to
fewer overdoses and less open use of drugs onréet EToronto Sun,
October 18, 2005).

Editorials that advocated for supervised injecsdas did so on the basis that these sites reduce
the risk (or harms) associated with drug use bothe drug user and to the population at large.
By attempting to limit drug use to one geograpbization in which it can be brought under
surveillance, these editorials advocated physiaahcentrating the “locus of harm” because
would be easier to limit the negative outcomes. Bilggest emphasis on risk reduction focused
on health related risks. Specifically, concernswsiopping the spread of diseases like AIDS,

HIV and Hepatitis C among drug users, and stopdesagh from overdoses.

... provides compelling evidence that initiativasgeting illicit drug users
such as supervised injection sites have been et reducing overdose
deaths, HIV and other infections; improving safety order in the
community; and saving costs for emergency ser\(itesonto Star,
September 7, 2006).
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What is killing addicts? Some die of overdosesaise they are buying
street drugs and using them in uncontrolled comatti Others die of diseases
linked to sharing of needles, such as AIDS of hiépdl. (Globe & Mail,
February 1, 2005).

The second largest emphasis was on reducing theorthe general public from drugs. In
particular the concern was with the open, visilold public nature of drug use. One of the
intentions of supervised injection sites is to gnpublic drug use inside and under the
supervision of medical professionals, which sethesdual function of bringing drug use under
surveillance while also decreasing the visibilifydoug use. The concern from the editorials was
that the population at large should not be exptsdiste drug use, nor should they be exposed to

used paraphernalia left in public spaces, and bgnsion crime related to drug use.

It is a logical progression from safe-injectioresitan attempt to bring hard-
core addicts under medical supervision, in the hibpg will be less
dangerous to society, and will live long enouglat¢oept help (Globe & Mail,
February 1, 2005).

Hey, we can see why they’d want to expand thatgreck kit program [to
include Supervised Injection Sites]. After all, [¢&c] apparently so popular,
the remains of the kits (complete with syringe®) tairning up in places like a
downtown park next to a school (Toronto Sun, Oatdl®e 2005).

The danger of public drug use, which in this cohtexnore appropriately read as poor
urban public drug use, is particularly prevalemotiyhout all of the editorials. Discourses of risk
have become the predominant forum in which urbag dise is discussed. Part of framing drug
use as an issue of risk is that it opens drug pde galculated intervention. There has been a
transfer in the language and in the way medicdiggsions discuss drugs and drug use, from a

discourse of dangerousness to a discourse ofCia&tél, 1991, 287). Drugs are dangerous, but
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danger cannot be predicted, it is not quantifiable way that can be bench marked. Risk,
however, can be determined, calculated and pretliBisk is a way in which problems are
constructed, viewed or imagined and dealt wits & probalistic technique where events are
sorted into a distribution and the distributioruged as a means of making predictions to reduce
harm (ibid). In the editorials, harm and risk carbad almost uniformly as interchangeable.
Risk is a combination of abstract factors whichdesrmore or less probable the occurrence of
undesirable modes of behaviour, in this case, dppédisease, death, and public drug use
(Castel, 1991, 288). Harm reduction and supeniigiedtion sites are in theory all about the
reduction of risks. The emphasis surrounding supedvinjection sites on reducing risk and
reducing harm presents the possibility for a nevdenaf surveillance — systematic prevention
(ibid). Supervised injection sites can be consideréorm of surveillance in that the intended
objective is to anticipate and prevent the emerg@iaindesirable events (illness, deviant

behaviour, death) (ibid). Plainly put, they areemded to manage and prevent risk.

Part of the normalization project of harm reductiand supervised injection sites, is to
transform drug users into appropriate consumest {ghusers who only consume inside SIS
facilities). In the harm reduction movement “riskiplies that the locus of harm creation lies
neither in the properties of drugs, nor in the ahtaristics of the user, but in the variable yet
calculable relationship between them (O’Malley, 49897-198). One of the core principles of
harm reduction is that risk probabilities can bledated and thus known and governed
(O’'Malley,1999, 198). Risks and harms are recogh&a®not being an inherent quality in the
drug or the user, but rather in the situations lmcv they are brought together (O’Malley and
Valverde, 2004, 36). Governing the physical spacghich the action of drug use happens, the

site of risk, has become the focus of harm redociind has provided the rationale for the
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implementation of supervised injection sites. Ifieadiscourses of drug use, the intravenous
drug user was depicted as a ‘slave’ to addictiocgpable of rational decision making and as
living only for the next injection. In more recafiscourses, particularly harm reduction, the
intravenous drug using subject is a health-consciitizen capable of rational decision making
and self-regulation in keeping with risk-avoidamegimes and techniques (Moore, 2004, 1549).
The changing “drug user” as a disorder is bothtecband maintained through current modalities
and discourses of treatment, a process that nowerdily requires the individual’s docile
commitment to the treatment regime (Johncke, 2069, In this, the drug user is charged with

managing risks to the self.

The larger project of supervised injection siteigstall risk management as an
“everyday practice of the self’, backed by a meesponsibility or duty to the self “to be well”,
and the belief that each individual can acquire@@nal preventative capacity (O’Malley, 1996,
200). Health becomes the responsibility of theadevindividual. In the last 100 years there has
been a shift in emphasis from controlling the daogs individual, through face to face
interventions and confinement, to anticipating prelenting the emergence of undesirable
events, such as illness, abnormality and deviamaieur (Petersen, 1997, 192-193). Since the
mid-1970’s there has been a clear ideological siwfty from idea that the state should protect
the health of individuals to the idea that indivatkishould take responsibility to protect
themselves from risk (Petersen, 1997, 194). Tiiestan be read as part of the larger co-
emergence of neoliberalism. The neo liberal ratipnamphasizes the “entrepreneurial
individual”, who has freedom and autonomy and thiétg to properly care for themselves
(ibid). What emerges is a duality that the indiabmust strive for that consists of the

responsible (moral) and of the rational (calculgtimdividual. The rational individual strives to
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become responsible for the self, the most effegirewision for security against risk. The
responsible individual will take rational stepsatid and to insure against risk, in order to be
independent rather than a burden on others (O’Mall896, 199-200). As Petersen puts it, “neo-
liberalism calls upon the individual to enter i@ process of his or her own-self governance
through processes of self-examination, self-catesaif-improvement”, and the care of the self
is inextricably bound with the project of moderatihe burden of individuals on society (1997,
194). If one is unable to regulate one’s own lijestnd risky behaviour, it is a failure of thefsel

to take care of one’s self.

Thematic 2: Loss of the Productive Body (the DyBagly)

With supervised injection sites, users are encad &g appreciate the “realities of their health”
and to take responsibility for the care of theidigs while at the same time limiting potential to
harm themselves or others by undertaking prevemrtattions (Fischer et al., 2004, 361). With
SIS facilities drug users have become increasingtynalized as a responsibilized agent whose
prime responsibility and “right” is to manage riskthemselves and others associated with drug
use (Fischer et al., 2004, 358). ‘Normalizationthe lexicon of harm reduction takes on the
meaning of rendering illicit drug taking subjectsreormal subjects of government (O’Malley,
1999, 196). The object of normalization is to maket drug use a self-governing activity that
does not, for the most part, require expert intetio@. The goal of normalization is undertaken
in order to more effectively govern drug usersalign “the wills of subjects” with the project of
harm reduction, and to arrange the distributionsis and harms with the objectives of
government programs (O’Malley, 1999, 196). It is thrug user who is responsible for accessing

the SIS facilities and ensuring that they only astdheir drug use on premises. In this context,
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the drug user is made up as a “citizen subjec# ptoduct of a regime of discipline that secures
normalization by embedding a pattern of norms ‘elismated throughout daily life and secured
through surveillance” (Fischer et al., 2004, 3@2)e primary goal is to manage risk/harm, which
in part requires drug users to consume only wishipervised injection sites. The extension of
this goal of risk/harm management is a respongitdir health management, implicit in which is

an economic imperative regarding a body’s proditgtiv

While the actual goal and outcome of supervisegctipn sites can be understood as
managing the spatial realm of drug use, the pradtictand the loss of productivity of the drug
using body has increasingly become a focus. Logsarfuctivity is understood as a physical
state due to decreased health functioning, buailsasbeen extended to encompass a socio-
economic perspective, that is, decreased partioipat the work force, and as a further
extension, the “societal” economic and monetaryscobkdrug use. Loss of productivity ties into
the larger economic and monetary costs of druglngee editorials, the loss of productivity and
the productive body due to drug use was often dsedi as a social cost. This “cost” was
understood as one borne both by the individual dseg (loss of physical health, loss of the
ability to participate and contribute in the workde) as well as the population (healthcare costs,
decrease in labour pool). In the editorials it wasasured in both economic terms of money

spent and money lost, as well as the loss of fitefanctioning and decreased health.

The social cost of substance abuse in Canad@ibifibn a year... This
dollar amount represents a terrible toll of tenthousands of deaths,
hundreds of thousands of years of productive @i, land millions of days
spent in hospital... (Toronto Star, September D620

No single method of trying to reach heroin userdswark. Treatment usually
means methadone — a substitute high — which at 8pQ@00 a year is a cost-
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effective way of reaching addicts for whom the sasthealth, policing and
lost productivity have been estimated at $50,0G1aky [per user] (Globe
& Mail, September 19, 2003).

Supervised injection sites and other harm redudgohniques resonate in the editorials
on the level of cost-effectiveness. The loss ofipaivity is both physical and economic, and
supervised injection sites are appealing in they ttan potentially decrease the health care costs
associated with drug use. Advocates in the editoakzo cited supervised injection sites as
desirable because they are seen as a techniqueillialp to restore and regain lost
productivity, noting the decreased functioning adyeof drug users and the potential to

increase health.

Further there are benefits arising from the inolu®f previously
marginalized members of society into mainstream Iifhe improved health
and functioning of individuals and the net impactiarm in the community
are notable indicators of the success of harm textuToronto Star,
September 7, 2006).

Harm reduction is rooted in a pragmatic approael filcuses on improving
overall health and well-being of individuals. Itteeant to focus on a problem
that is causing a harm (Toronto Star, August 19820

The idea that supervised injection sites are aqemn#or the social, economic and health issues
associated with drug use is somewhat troubling. &Xpectation that SIS facilities will improve
the functioning and health of addicts and thatgbal of these sites is to include those previously
considered marginalized into mainstream societth thie intention of transforming such
marginalized and disenfranchised individuals iniced, choice-making, self-regulating subjects,
is a misunderstanding of how SIS facilities funectigVhen discussing notions of freedom under

liberalism there is an obligation to maximize onldes. This is an obligation that is borne solely
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by the individual (Moore, 2007, 62). In this sensgpervised injection sites can be considered a
technology that is both autonomizing and respotliziibg, in that the creation of a SIS facility
responsibilizes the drug user for making sure trs®ythe site, use clean instruments and exercise
so called safe injection practices. However, untiteger governmental institutions, like the

prison or the factory, supervised injection sitesndt seek to rehabilitate bodies or to make them
productive again (Philo, 2001, 482-483). The puepofsthese sites is simply to mitigate harms
associated with drug use. They do not maximizeslifé do not enable individuals to do so. That
is not to say that it is impossible for a SIS diensuccessfully access rehabilitation serviaes, i
fact almost all SIS facilities have connectiongocess to such programs. However, it is up to

the user to seek out and participate in such progirdhe main function of Supervised Injection

Sites is simply to provide a supervised spacedasamption.

Thematic 3: Criminal and spatial implications oé thddicted body

While governmental approaches are starting to itiansaway from explicitly using the criminal
identity for governance, it continues to persisthie media and public opinion. This transition is
coupled with the emergence of “new public healtttijch has resulted in the broadening of the
focus of health promotion to include the ‘envirommewhich is conceived broadly as spanning
the local through to the global and including shgaychological and physical elements, such as
the regulation of urban space (Petersen, 1997, T@t new understanding has multiplied the
number of sites for preventative action and hasmise to numerous “at risk populations and
risky situations” (ibid). Supervised injection sitkave emerged in the context of the

advancement of globalization, in which cities haugpassed nation states to compete directly
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for global capital, in which the physical spacegities have taken on a new importance. The
dominant rationale for urban order is no longekeith to the demands of the industrial city but to
the role of cities as competitive nodes within ghabal economy (Gandy, 2006, 508).
Intravenous drug users in western industrializetna have traditionally been a phenomenon
located in urban environments (Fischer et al., 2868). With the advent of “global cities”,
urban agendas have increasingly focused on thigdition of economic activity and
emphasizing the city as a space of consumptiorciErset al., 2004, 359). Within this context,
supervised injection sites have become appealirmgnasasure against the “contamination” of
urban space by drug users who would disturb “néamufunctionality, safety and aesthetics”
(Fischer et al., 2004, 361). The body of the drsgrin public space represents a threat to urban
economic order and aesthetics. While previous cahjustice approaches have failed to
eliminate public drug use, supervised injectioasieek only to take the public nature out of

drug use, bringing it into a regulated and enclagsate.

Regulation of the modern subject is connected thighstrategic needs of the nation state
(Gandy, 2006, 499). Since cities are surpassingdlien-state in this reorganization of global
capital, citizens-as-subjects are being regulatextcordance of the needs of the urban
jurisdiction. Since the 8century the human body has become progressivetyporated into a
nexus of architectural and regulatory structurgsrémluce a new spatial order in the modern city
(Gandy, 2006, 503). The politics of public heal#vé involved a shift from a preoccupation
with death to a focus on life in which “the headtitid physical well being of the population in
general emerges as one of the essential objedtiyesditical power” (ibid). With this
recognition that the health of the population agéawas profitable, and necessary to invest in

and protect, the need to invent new kinds of cdiitrothe “dangerous” classes emerged (ibid).
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Intravenous drug users are seen as representimgad hot only to consumption practices and
economic activities, but also to the health ofgbpulation at large. In this context the drug user
becomes a “disabled body” in urban space. Withatspgdisabled” people are forced to account
for their different bodily performances, often shed or formally excluded, and constantly feel
pressure to perform as “normally” as they possialy (Hansen and Philo, 2007, 496). The “non-
disabled body” is established as the “natural” whgppearing, being and doing. Everyday
spaces (streets, parks, offices, etc) are “nat@dlias ones to be inhabited and used by non-
disabled people. Many bodies, such as the drug(tleedying body), do not “belong” in these
spaces and their presence is treated as a fonmasplass (ibid). The very presence of a drug user
in space is regarded as creating a potential cah@lement. There are two facets to this. First,
addiction has become conflated with crime in madiyoeials. Second, the “criminal” element
has a spatial implication and dimension. Severghefeditorials objected to supervised injection
sites because they felt having a known space ioitheledicated to drug use would bring a
concentration of drug users into a neighbourhond,as a result of this would attract crime and

drug dealers, compromising neighbourhood safety.

One area resident told her drug dealers love tg haound the places where
the city gives out the kits...instant customers! @rdo Sun, October 19,
2005).

That strategy proposes, among many other thingsjging more, safer
crack-use kits to addicts to ingest their illegaispns — but safely. It also
suggests looking at safe sites where drug usersrmake or shoot up while
the pushers wait at the door to sell them theis&arixes (Toronto Sun,
October 25, 2005).

Some editorials felt that the crime thegoasated with SIS facilities and drug users also
presented as a threat to local businesses, creatiotomy between legitimate and
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illegitimate economies. “Many area merchants faardites will attract more addicts to their area
and intimidate their customers.” (Globe & Mail, Nowaber 15, 2002). The editorials presented
discussions about both the criminalization of thegduse and the criminalizing effect on space

that the presence of drug users causes.

Gilroy added that safe crack kits and injectioes#re the ‘most ridiculous
idea’ she’s ever heard of. ‘It's preposterous takhhere wouldn’t be
violence outside of an injection site when druglelessknow where they are
(Toronto Sun, October 25, 2005).

First, who in Toronto, Montreal or Vancouver wowdnt to live near a

‘safe’ injection site’ — an oxymoron if we’'ve evieeard one — as proposed by
a Liberal-dominated parliamentary committee? Susiteawould by

definition attract drug users and dealers and priethee police from enforcing
the law (Toronto Sun, December 12, 2002).

Drug users, and by extension Supervised Inje@ites, are depicted as presenting a
threat to public space because there is no wayafagteeing that drug use is conducted solely
in the facility and no way of guaranteeing contishdigcility usage. Thus there is a perceived
threat of drug use occurring in the neighbourhaodiad the supervised injection site. For these
editorials, supervised injection sites are simplgl#ding criminal actions. However, the sites
were also advocated for in some editorials on theatages on having such a concentration of
drug users from a law enforcement perspective. ‘{@sth and others argue that harm reduction
efforts help police...” (Toronto Sun, October 2803). SIS facilities were advocated for on the
basis that it would make it easier to police andhage drug users, while at the same time
addressing the spatial element of drug use by gakiout of highly visible public spaces.
Supervised injection sites as a technique for dgaliith drug addiction presents a useful entry

point for authorities to govern other issues (Mo@@07, 49). As previously discussed,
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substance abuse is a “problem” that is very sdieally accessible and can be read as an
exclusively individual behaviour (Moore, 2007, 50he drug addict and addiction are not
natural truths; they are modern discoveries anadtities that were exposed in order to facilitate
a practice of governing (Moore, 2007, 125). Drugrasonce identified, could be subject to
appropriate interventions, guided by socio-econastatus, race, gender, etc. (Moore, 2007,
126). This identification and association hasipaldr relevance for supervised injection sites.
Appropriate interventions for upper class peophkeehasually meant rehabilitation clinics (ibid).
For “others” (poor people), it has meant criminatian, forcible confinement, incarceration and
disenfranchisement (ibid). Supervised injectioassdre a technology/tool that are aimed at a
very particular kind of drug user. In these edd#isrit is addiction, not social inequality, which
is at the root of criminalization. Addiction andudruse are also presented as the product of
individual choice, thus implying that there is raz®-economic or structural explanation or
“cure” for crime, because crime is a product ofividlial choice rather than social ills (ibid).
The “crack addicted stock broker” mentioned in edéorial encapsulates who the subjects of

supervised injection sites are.

While some of society’s ‘marginalized’ users couldeed be contacted,
many crack users, perhaps a majority, would reroatrof reach. A crack-
addicted stock-broker, for example, isn'’t likelyseek out a city-supplied
safe kit, much less go to a public inhalation raonget high (Toronto Star,
October 24, 2005).

Supervised injection sites are not intended tohréle crack addicted stock broker; these sites
are aimed at poor urban drug users who are notd=mes “high functioning” and do not have a

private space to do drugs in, and thus practicg dse in public spaces. Supervised injection
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sites can essentially be considered a managenw@ribtaddressing the intersection of poverty

and drug use in cities.

Conclusion: Prolonging an inevitable death

Supervised injection sites emerged out of the haduaction movement at a time when
governments started to publicly acknowledge thahiitionist techniques failed to address the
“drug problem.” This acknowledgement precipitatedaasition to “health” based harm

reduction techniques. This shift from punitive stes to the government of drug users as a form
of regulated risk consumption and socio-spatiakomnd articulated under the rubric of health

has provided a new point of access for the govemahdrug users. As a mode of bio-power,
health has become the new truth discourse thafigsssupervised injection sites as the
appropriate strategy to address intravenous dregSi$ facilities enable the promotion of forms
of subjectivity that align with larger governmengmlals through the assigning of the “good drug
user” identity. This subjectivity has coincidedhvand is closely linked to the increasing social
and economic importance of urban space that pasisapervised injections sites as a key
governmental space. In the quest for order in itye Supervised injection sites are sites of bio-
political struggle for urban space. They are a memaagainst the contamination of increasingly
valuable urban real estate. As demonstrated byTohento Drug Strategy and the discourse
analysis, there is a spatial and economic impexdtivthe creation of supervised injection sites
in Toronto. All of these debates hinge on a notbhealth, but supervised injection sites are not
about health care. They are access points in vihikrug using body can become accessible to
governance. “Health” has become a way to assigrorssbility for a personal preventative

capacity, essentially allocating to the drug ussponsibility to conduct drug use in a way that
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protects larger societal social and economic intpasg This is not strictly nor necessarily in the
best interests of the personal health of the peusorg drugs. Serious consideration needs to be
given to what it means when “health” and “healtretare used to describe and justify
supervised injection sites, as these facilitiemaiomaximize life and do not enable individuals to
do so. That is not their purpose. Yet this “misustinding” continues to perpetuate, further
facilitating the ability of supervised injectiortess to govern drug users. For the majority of drug
users, all that supervised injections sites widtredo is briefly prolong the inevitable: an early
death. This is a profound declaration regardingtwiral bodies are valued in the city and what
kinds of lives are worth protecting (see also Myi2811). Before any supervised injection sites
are deployed in Toronto, consideration needs tgivEn to who and what interests these

facilities actually serve, and what real healtrecaould mean for drug users.
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