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Abstract

Background: North America’s first government sanctioned supervised injection facility (SIF) was opened in Vancouver in response to the serio
health and social consequences of injection drug use and the perseverance of committed advocates and drug user groups who demanded ¢
This analysis was conducted to describe the attendance, demographic characteristics, drug use patterns, and referrals made during the fi
months of operation.

Methods: As part of the evaluation strategy for the SIF, information is collected through a comprehensive on-site database designed to tr:
attendance and the daily activities within the facility. All users of the SIF must sign a waiver form and are then entered into a database us
a unique identifier of their choice. This identifier is used at each subsequent visit to provide a prospective record of attendance, drug use,
interventions.

Results: From 10 March 2004 to 30 April 2005 inclusive, there were 4764 unique individuals who registered at the SIF. The facility successfull
attracted a range of community injection drug users including women (23%) and members of the Aboriginal community (18%). Although hero
was used in 46% of all injections, cocaine was injected 37% of the time. There were 273 witnessed overdoses with no fatalities. During just
months of observation, 2171 individual referrals were made with the majority (37%) being referred for addiction counseling.

Interpretation: Vancouver’s SIF has successfully been integrated into the community, has attracted a wide cross section of community injecti
drug users, has intervened in overdoses, and initiated over 2000 referrals to counseling and other support services. These findings should be |
for other settings considering SIF trials.

© 2005 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction tion level remains elusiveQohen et al., 2004; Strathdee et al.,
1998. In recent years, much of the focus has been on reducing
Reducing the adverse health and social consequences tbfe transmission of HIV and hepatitis C infections within net-
injection drug use continues to present a major challenge tworks of injection drug users (IDUs) with the provision of clean
public health in Canada and elsewhefedijas et al., 2004; injection equipment via needle and syringe prografbpgon
Benotsch et al., 2004; Craib et al., 2003; Des Jarlais andtal., 2001; Hagan et al., 2000 his is recognized as an impor-
Friedman, 1998 Although a number of existing programs have tant component of a comprehensive approach to reducing harms
contributed to marked improvements in the health outcomes faamong IDUs, but has not been sufficient to stop high risk activ-
many individuals who use injection drugs, success at a populaties, halt the transmission of HIV and Hepatitis C, or reduce
widespread public drug use observed in large Canadian cities
I (Strathdee et al., 1997; Wood et al., 2D0Zhe Downtown
* Correqunding author at: Associate Professqr of Medicine, Prggram Direce 5stside (DTES) of Vancouver has been the site of particularly
tor_,'Epldemlolqu, BC Centre fqr Excellence in HIV/AIDS, University of explosive HIV and hepatitis C epidemics among IDUs with esti-
British Columbia, St. Paul's Hospital, 1081 Burrard Street, Vancouver, British X
Columbia, Canada V6H 1Y6. Tel.: +1 604 806 8535; fax: +1 604 806 9044. Mated prevalence rates of 30% and 90% respectivigigdall
E-mail address: mtyndall@cfenet.ubc.ca (M.W. Tyndall). et al., 2003. The community is also notable for high numbers
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of overdose death3yndall et al., 200}, excessive use of emer- alias that is unique to the system. They are then assigned a num-
gency health care serviceBglepu et al., 20Q1and a highly  ber that is used to monitor activities within the site. There are no
publicized open drug scen&/pod et al., 2001l restrictions to the type of drug(s) that are brought into the SIF,
North America’s first government sanctioned supervisedalthough the clients are required to report on the drug(s) they
injection facility (SIF) was opened in response to the ongo-dintend to inject and any concerns that the staff may have would
ing health and social consequences of injection drug use artuk discussed with the client prior to injection. This is also nec-
demands from community advocates and the Vancouver Areassary to properly intervene were any adverse reactions to occur
Network of Drug Users (VANDU) that the HIV and overdose following the injection. There is a limit of one injection per visit,
epidemics were unacceptable. In fact a peer-driven injectioalthough multiple visits are allowed during the same day. Ateach
site called the Back Alley was established by VANDU betweenvisit a new needle, syringe, alcohol swab, water container, and
February and October 1996 and this was followed by anotherooking spoonis provided. There is a site coordinator with exten-
“unsanctioned” injection site, the 327 SIS that was open betweesive community and management experience; a receptionist who
April and October 2003 Kerr et al., 2005a These initia- signs people into the site; a community worker who records
tives, along with other peer-driven project¥dod et al., 2008  the drug being used, hands out the injection kits, and directs
brought an urgency to the debate and were critical to the eventuttie participant to the next available station; one or two nurses
opening of the current SIF. In addition, reports of the succeswho supervise the injections, help with injection techniques, and
of similar facilities in many European cities, and more recentlyintervene in any overdoses; a community worker that supervises
Sydney, Australia, pushed policy makers into considering théhe post-injection “chill-out” area; a counselor who provides
role of an SIF in dealing with problem drug use in Vancouveronsite counseling services; and several community workers and
(de Jong and Weber, 199Broadhead et al., personal commu- peers that are available to perform general duties. In addition to
nication). Vancouver's SIF was opened in September 2003 anthe sign-in data, separate computer stations record the drug(s)
as part of the approval process, a comprehensive evaluatideing injected at each visit, nursing and staff interventions, on-
plan was proposed to assess a number of health and commnsite counseling, and referrals to other community services.
nity impacts {Vood et al., 2004} including changes in public The system of data collection has been devised to cause min-
injecting practices, overdose deaths, uptake of addiction treaimal interference in client flow and to protect the identity and
ment, and HIV infection rates. To date, we have shown that theonfidentiality of the participants. During the first 6 months of
opening of the SIF has been associated with improvements ioperation (September 2003 to February 2004), the computerized
community levels of public disordevood et al., 2004 reduc-  system registration was slowly introduced in order to minimize

tions in syringe sharing among those using the 8&r(et al., any real or perceived obstacles to using the SWedd et al.,
2005h, and that the SIF attracts IDUs with histories of high risk 20043. Over time, as the users of the facility gained confidence
behaviors \Mood et al., 200p in the staff and procedures, the more formal computer-based

This SIF trial is important for Canada and will largely dictate data collection system was established. Although potential users
whether this approach is adopted as a standard component ob&the SIF are not turned away due to refusal to provide demo-
comprehensive harm reduction strategy in other Canadian citiegraphic information, all participants must provide a unique iden-
The aim of this analysis is to describe the initial uptake, clienttifier that is used at each visit, as well as sign a waiver form that
characteristics, drug use patterns, and referrals made from tlexplains the purpose of the SIS along with responsibilities and

SIF during the first 18 months of operation. liabilities. The information from the database is tabulated each
month and transferred to a central database where reports are

2. Methods generated, stratified by gender, attendance, and drug use pat-
terns.

The justification and methods for evaluating the SIF have The data is securely stored off site and analyzed at the
been outlined previousiyood et al., 2004a, 2003bBriefly, BC Centre for Excellence in HIV/AIDS. The evaluation
there are several components to the evaluation including has received ethical approval from the University of British
database that operates at the SIF, the recruitment of a larg&olumbia/Providence Health Care Clinical Research Ethics
prospective cohort of SIF participants, a comparison cohort oBoard and Health Canada.
injection drug users who are not using the SIF, and studies
evaluating the impact of the SIF on community residents an®. Results
businesses.

This analysis uses the information collected from a compre- From 10 March 2004 to 30 April 2005 inclusive, there were
hensive on-site database that is designed to track daily activitie®s764 unique individuals who registered at the SIF. The monthly
within the facility. The SIF has 12 individual stations for inject- attendance, as well asthe number of new participants, is shownin
ing and is open for 18 h each day, from 10a.m. to 4a.m. Thé&ig. 1L The number of individuals visiting the SIF was relatively
staff is highly trained and consists of community outreach work-consistent from month-to-month, and included a steady flow of
ers, nurses and other health care professionals, drug and alcolmaw participants. It should be noted that March 2004 data was
counselors, and peers. All users of the SIF are included in thbased on just 22 days of observation. Visits to the SIF between 10
database and are assigned a unique identifier that is used at e&d¢arch 2004 and 30 April 2005 numbered 243,701 for a monthly
visit. The participant may choose to use their actual name or aaverage of 17,874 visits.
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Fig. 1. Total number of people attending the SIF each month, including the number of first time SIF users.

The frequency of injections performed at the SIF each montmonth. These monthly attendance patterns were very consistent

was recorded on an individual basis. Between March 2004 anadver the entire period of observation.

April 2005, an average of 27.5% of all SIF users attended the Seventy-three percent of the registered users were males and
facility only once during the month, 31.5% attended 2-5 times dhe median age was 40 years. Females were younger with a
month, 28.5% attended 6—25 times, 7.5% attended 26-50 timesedian age of 36 years. The ethnic distribution was similar to
4% attended 51-100 times, and 1% attended over 100 times irthe injection drug users in this community with 73% Caucasian,
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Fig. 2. Type of drugs injected at the SIF stratified by yearly quarter: April 2004—-2005.



+ Model

4

Table 1

M.W. Tyndall et al. / Drug and Alcohol Dependence xxx (2005) xxx—xxx

Referrals made from the SIF stratified by quarter

Referral programs

2004

2005

Second quarter Third quarter Fourth quarter First quarter
1. Addiction counselling 121 (28%) 126 (33%) 251 (45%) 314 (39%)
2. Community clinics 97 (22%) 53(14%) 77 (14%) 108 (14%)
3. Hospital emergency 62 (14%) 42 (11%) 60 (11%) 68 (9%)
4. Detoxification bed 56 (13%) 58 (15%) 52 (10%) 71(9%)
5. Community services 41 (10%) 36 (9%) 32(6%) 99 (13%)
6. Housing 27 (6%) 36 (10%) 44 (8%) 101(12%)
7. Methadone 13(3%) 16 (4%) 24 (4%) 31(4%)
8. Recovery house 17 (4%) 12 (3%) 14 (3%) 9(1%)
Total 434 379 554 804

18% Aboriginal, 2% Hispanic, 2% Black, 1% Asian and 3% treatment (3.7%), and longer-term abstinence-based group hous-
other ethnicitiesTyndall et al., 2001 Aboriginal ethnicity was ing, known as recovery houses (2.7%) were also conducted.
25% among females compared to just 10% among males, which

is consistent with the demographic characteristics of the injec4. Discussion

tion drug using community.

The majority of the visits (79.2%) were to inject at the site, The present study demonstrates that attendance at the SIF
while a smaller proportion of individuals registered but did nothas been consistently high since the opening and the facility is
inject. Those who did notinject following sign-in were at the SIF operating near capacity at most times. During 14 months of com-
to see counselors or other staff (9.3%), to obtain clean injectioputerized observations, the SIF has attracted over 4700 injection
equipment only (6.4%), left due to the actual or perceived waitdrug users, has intervened in 273 witnessed overdoses, and made
ing times without obtaining clean injection equipment (3.1%),2171 referrals. The attendance patterns indicate that although
and left due to waiting times with injection equipment in handmost participants are returning, there are still new people using
(2.0%). The median time spent in the injection room per visit isthe SIF each month. The overall number of visits is quite con-
20min. As the SIF has 12 injection booths and is open for 18 hsistent from month-to-month and further increases are not likely
the capacity is for 648 injections per day and the daily injectionswithin the current space. The attendance figures clearly illustrate
are consistently running at just over 600. that more capacity is needed for supervised injections. This can

Fig. 2shows the types of drugs that were brought to the SIFbe done through extending the hours of operation from 18 to
to inject. Heroin was used in 40.0% of all visits while other opi- 24, and adding more injection spaces through expansion of the
ates were used with less frequency including morphine (13.2%§gxisting SIF and/or opening new sites.
dilaudid (6.0%), and oxycodone (0.5%). Speedballs, a combi- Although attendance is high, it is apparent that only a small
nation of heroin and cocaine, were used in 6.3% of all injecproportion of participants use the SIF on a consistent basis,
tions. There was a significant amount of powder cocaine beingith most people still performing the majority of their injections
injected (28.2%), as well as a smaller amount of cocaine that wasutside of the SIF. This has implications for some of the com-
brought into the SIF as crack cocaine (3.0%) and crushed. Crysaunity health impacts that are being monitored. The frequency
tal methamphetamine (1.5%) and Talwin/Ritalin (1.0%) wereof attendance in relation to the number of injections performed
injected at the SIF very infrequently. is likely an important factor when evaluating the transmission of

There were 273 recorded overdoses at the SIF between Mardtfectious pathogens and the incidence of other adverse health
2004 and April 2005, with no overdose deaths recorded at theonsequences. Users of the SIF should therefore be encouraged
facility during this period of observation. A detailed evaluationto use the site more consistently although limited capacity is a
of the causes of overdose, staff responses, and outcomes is ongeajor concern, and barriers to regular use require further inves-
ing. tigation.

Referrals from the SIS, stratified quarterly, are shown in  The drugs injected at the SIF include a range of substances
Table 1 There were 804 individual referrals made during the firstthat reflect what is available on the street, although the major-
quarter of 2005 and 2171 referrals in total. The majority (37%) ofity of SIF participants are using opiates, mainly in the form of
the referrals were for addiction counseling. This occurred eitheheroin. As cocaine is the most commonly injected substance
atthe SIF or atone of several community clinics. For those occurin this community, and associated with the highest risk of HIV
ring at the SIF, the service was set up for rapid access, either theansmission, it was critical that cocaine users are attracted to
same day or later in the week. Referrals by an SIF nurse tthe site Tyndall et al., 2008 As the pattern of cocaine use is
medical services, either community health clinics (16.0%) oroften characterized by repeated injections there was some con-
hospital emergency rooms (11.3%), were also common. Direatern that cocaine users would be discouraged from using the SIF
referrals to a detoxification bed (11.7%), other community serwhere only one injection is allowed per visit. It is possible that
vices (9.4%), housing services (9.0%), methadone maintenandie use of the SIF actually influences the intensity of cocaine
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use by limiting repeated injections, although further analysesnade it to the referral. Finally, the information collected on the

are required to determine this effect. Methamphetamine, thaype of drug injected at the facility is self-reported, although

has become increasingly available in cities across North Ameithere should be no disincentive to accurately report the type of

ica (Boddiger, 2005; Urbina and Jones, 2p0&as injected drug to the staff.

infrequently at the SIF. There may be a population of metham- The SIF will require ongoing evaluation in order to assess

phetamine injectors who are not using the SIF, but more likelfthe impacts on infectious disease transmission, public drug use

the injection of methamphetamine in not as common in thisand health outcomes. A cohort study of over 1000 randomly

community. selected individuals who have used the SIF has been assembled
One of the major outcomes of interest is the proportion ofin order to allow more in-depth evaluation of health outcomes.

people who can be contacted through the SIF and be directdd addition, qualitative research studies are ongoing to assess the

to addiction services and treatment. The SIF may well be thactivities in and around the SIS, with respect to public disorder

only point of contact for many injection drug users who existissues and the impact on the surrounding communiti¢so(

at the margins of society and avoid contact with health servicest al., 2004

(Amirkhanian et al., 2005 The majority of referralsto date have ~ During the first 18 months of operation, Vancouver’s SIF has

been to addiction counseling that has occurred either on site @uccessfully been integrated into the community, has attracted

at surrounding clinics. The ongoing evaluation will be trackinga large number of injection drug users, including women and

the impact of the counseling that is conducted as a result oAboriginal people, has intervened in overdoses, and provided a

SIF attendance. The numbers of individuals who are engaged imide range of services and referrals. The public health impacts

addiction counseling is increasing each quarter, which indicatesf the SIF and the longer-term health outcomes of individuals

a willingness to be involved and suggests that building trustising the facility are part of the ongoing evaluation.

and relationships over time may result in more opportunities

for interaction and referrals. The SIF also offers an important

point of contact to identify and attend to medical problems, and‘¢knowledgements

referrals to both community clinics and the hospital emergency

department are common. Improving access to health care among The authors wish to thank the staff of the InSite SIF and Van-
IDUs is highly relevant to this communitieérr et al., 2005 couver Coastal Health (Chris Buchner, David Marsh, Heather

The relatively low numbers of individuals referred directly Hay: Jeff West, Sarah Evans). We also thank Aaron Eddie, Suzy

to longer-term recovery houses reflect the requirement of moggOulter, Megan Oleson, Peter Vann, Dave Isham, and Steve Gas-
residential facilities in the province of British Columbia for a Par for their research and administrative assistance. The SIF

period of abstinence before admission. As the individuals comgvaluation has been made possible through a financial contribu-
ing to the SIF are not abstinent, there are few opportunities t§On from Health Canada, though the views expressed herein do

be referred directly to recovery houses. Although the availabil0t represent the official policies of Health Canada.
ity of detoxification beds and other addiction treatment services
are expanding in the community there is still excess demang .¢erences
(Wood et al., 2004 although a number of SIF participants were
referred directly to a detoxification bed. Although direct refer- aceijas, c., Stimson, G.V., Hickman, M., Rhodes, T., 2004. Global overview
rals from the SIF to methadone maintenance treatment (MMT) of injecting drug use and HIV infection among injecting drug users. AIDS
are extremely low, this is likely a reflection of the way MMT 18, 2295-2303.
is distributed rather than a lack of access. The MMT programg\mirkhanian, Y:A., KeII_y, JA., McAuIiﬁe,_ T.L._, 2005. Identifying, recruiting,
. . . L . and assessing social networks at high risk for HIV/AIDS: methodology,

are g_e_nerally integrated into primary care clinics and a clinic practice, and a case study in St. Petersburg. Russia. AIDS Care 17, 58-75.
physician would start some of the clients who are referred t@enotsch, E.G., Somlai, A.M., Pinkerton, S.D., Kelly, J.A., Ostrovski, D.,
community clinics on MMT. However, a process that allows eli-  Gore-Felton, C., Kozlov, A.P., 2004. Drug use and sexual risk behaviours
gible clients more rapid access to MMT should be considered. among female Russian IDUs who exchange sex for money or drugs. Int.

There are a number of potential limitations to the data collec- J- STD AIDS 15, 343-347. _ . .

. . . . ,Boddiger, D., 2005. Metamphetamine use linked to rising HIV transmission.
tion at Fhe SIF. Flrgt_ly, a_\lt_hough part_|0|pants are asked_ to pl’pVIde Lancet 365, 1217-1218,

a consistent identifier, itis not possible to confirm the identity ofconen, p.A., wu, S.Y., Farley, T.A., 2004. Comparing the Cost-Effectiveness
all clients at each visit. This can result in misclassification and of HIV Prevention Interventions. J. Acquir. Immune Defic. Syndr. 37,
would tend to over-estimate the number of individuals using the ~1404-1414. _ '

site. The staff attempts to verify all visits using the database anfP- K-J. Spittal, P.M., Wood, E., Laliberte, N., Hogg, R.S., Li, K., Heath,

. . . . . . K., Tyndall, M.W., O’Shaughnessy, M.V., Schechter, M.T., 2003. Risk
_Smce r_1ew cllen_ts are asked_to fillina v_vawer form _there is a dis- factors for elevated HIV incidence among Aboriginal injection drug users
incentive to register on multiple occasions. In addition, the staff i, vancouver. cMAJ 168, 19-24.
becomes familiar with participants over time and encouragese Jong, W., Weber, U., 1999. The professional acceptance of drug use: a
them to always use the same identifier. Secondly, the referrals closer look at drug consumption rooms in the Netherlands, Germany, and
and other interventions provided may be under-estimated due SWitzerland. Int. J. Drug Policy 10, 99-108.

. . Des Jarlais, D.C., Friedman, S.R., 1998. Fifteen years of research on pre-
to the hlgh V.O|ume at ,the site. Furthgr, the fOIIOW'Up data on venting HIV infection among injecting drug users: what we have learned,
the referl’a|S IS nOt rOUtll’le|y CO”eCted N thIS database and Other what we have not |earnedy what we have done, what we have not done.
linkages will be required to confirm that the participant actually  Public Health Rep. 113, 182-188.
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