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ABSTRACT
Many cities are experiencing ongoing infectious disease epidemics and substantial
community harm as a result of illicit drug use. In an effort to reduce these public order and
public health concerns, consideration has been given to the opening in Vancouver of a
safer smoking facility (SSF). The present review was conducted to examine if there is a
rationale to support the evaluation of a SSF in the Canadian context. Available evidence
suggests that conventional drug control strategies are insufficient to address the health and
community harms of non-injection drug use, and that the public order benefits of
supervised injection facilities may be relevant to SSFs. In addition, there is persuasive
evidence to suggest there is potential for blood-borne disease transmission through the
sharing of smoking paraphernalia, and the potential for SSFs to address this concern is a
pressing public health question. Also relevant to this topic are interventions to prevent
transition into injection drug use, and SSFs may also be evaluated as a potential strategy to
address this concern.
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any cities are currently experiencing blood-borne disease and
overdose epidemics, and substantial community harms resulting from
injection drug use. 1,2 However, despite
what is known about hepatitis C (HCV)
transmission and the identified risk factors
for infection, such as syringe sharing,3-8
and sharing of injecting paraphernalia,5,8,9
a considerable number of cases exist in
which the infected individual reports no
history of traditional risk factors. This is
especially true for non-injection drug users
(NIDUs).10,11 Shared non-injection drug
use equipment as a route of HCV transmission may provide an explanation for
the elevated HCV prevalence in this population.10,12-15
In a growing number of cities, medically supervised injection facilities (SIFs)
have been implemented in an effort to
reduce the community and public health
impacts of illicit drug use.16 Reports have
suggested that SIFs may improve public
order such as public drug use and unsafe
disposal of drug use equipment,17 reduce
overdose deaths,18 and improve access to
health care. 19 In several European settings, supervised smoking rooms, have
also been established. 20 Preliminary
reports suggest that the facilities have
helped to improve public order and
increase contact between drug users and
health and social services.20
In Vancouver, the scientific evaluation
of the city’s pilot SIF has indicated
major successes in terms of high service
uptake and improved public order within the target community; 21 however,
Vancouver is still contending with public order and public health concerns
stemming from public drug use, and
many of these problems occur among
NIDUs using crack cocaine and crystal
methamphetamine. 22 This has led to
consideration of a request for an exemption to open a supervised smoking facility (SSF) for evaluation.23 However, the
concept of a government-sanctioned SSF
may be the source of some anxiety in the
community, particularly because a
review of the public health literature
regarding the potential impacts of such a
facility is not available. Therefore, the
present review was conducted to examine if there is a rationale to support the
evaluation of SSFs in the Canadian context.
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MEDICALLY SUPERVISED
NON-INJECTION DRUG USE
The primary objectives of SSFs are similar
to those established for SIFs.20 They generally include: reducing public drug use, and
sharing of non-injection drug use paraphernalia; improving contact between a highly
marginalized population and the healthcare
system; enhancing recruitment into addiction treatment; increasing access to general
social services such as housing and welfare;
and, reducing drug overdoses. 20 Within
SSFs, NIDUs are generally provided with
sterile drug use equipment, a clean and safe
environment in which to use pre-obtained
illicit drugs, medical attention in the event
of an overdose, and access or referral to primary healthcare and other services including drug treatment.
RATIONALE FOR EVALUATING SSF
Limitations of conventional North
American drug strategies
We have previously reviewed the limitations of conventional North American
strategies in the context of injection drug
use.19 Many of these issues are also relevant
to the implementation of a SSF, such as
the failure of supply reduction approaches,
over-reliance on incarceration, and displacement of drug addicts into unsafe environments through law enforcement activities.19 As with SIFs,24 SSFs would offer the
opportunity to couple enforcement and
public health efforts as police officers could
direct public drug users to a facility where
medical supervision and ancillary services
are available. As well, recent studies of drug
treatment programs indicate that crack
smokers are less responsive to intervention
than other drug-using populations, and
point to the continuing need to develop
effective interventions for this subgroup of
high-risk individuals.25
Public drug use
Public drug use is prevalent in many innercity neighborhoods, and is cause for public
order and public health concerns in these
communities.21 There is recent evidence
that North America’s first SIF has been
effective in reducing public injection drug
use, and injection-related litter.21 There is
potential for SSFs to provide the same benefits with regard to non-injection drug use.
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Uptake of primary care and addiction
services
We have recently described the potential
for SIFs to promote contact with the health
care system, conduct education programs
to reduce drug overdoses and the transmission of blood-borne infections, and facilitate entry into drug treatment programs.19
A SSF has the same potential by getting
users in close proximity to the healthcare
system, including primary care services.
This may be particularly relevant to crack
smokers, given evidence of the high incidence of cocaine-induced psychosis,26 and
over-reliance on emergency services among
this population.27 As for the potential benefits in public order, there is reason to
believe that SSFs could possibly provide
this in the same way as the SIF.28
Overdose deaths from non-injection
drug use
Although injection drug use presents a
substantially greater risk for overdose, it
has been shown that non-injection drug
use also poses a significant risk for fatal
overdose. 29,30 In British Columbia, 14
deaths in the last two years have been
attributed to heroin smoking and increasing mortality has been attributed to
methamphetamine smoking.31 As in the
case of SIFs, the medical supervision of
NIDUs has the potential to reduce mortality through the close proximity of emergency response in the event of overdose.
Potential for blood-borne disease
transmission
It has been suggested that a potential source
of blood-borne disease transmission lies in
the sharing of non-injection drug use equipment, namely pipes, straws and spoons.10,12-15
The potential risk originates from the fact
that the equipment comes into contact with
blood or other bodily fluids in the nose and
mouth and thus, when they are shared, provide a route of transmission for hepatitis C
virus (HCV) and other pathogens.13 This is
of particular concern with regard to HCV
because of the virus’ ability to maintain its
infectivity in the environment, and the high
prevalence of HCV among illicit drug
users.32 One study of female drug users with
no history of injection found that having a
history of sharing both oral and intranasal
non-injection drug use implements was a
significant and independent predictor of

HCV infection after accounting for other
known routes of transmission.12
Prevalence of open oral sores among
smokers of crack cocaine
Crack smokers have a high prevalence of
oral lesions including blisters, sores, and
cuts on their lips and oral cavities. 33-35
These sores are frequently sustained from
contact of the mouth and lips with hot
smoke, hot glass or metal pipe stems, steel
wool used as stem filters or the sharp edges
of glass pipe stems.33,35 Uptake of commercially manufactured pipes is limited due to
their high price.34 Alternatively, drug users
often manufacture their own crack pipes
out of various materials. The metal tubes
of these devices may conduct the heat from
the flame used to vaporize the crack, and
therefore burned and blistered lips are
increasingly common in these settings.34
There is some evidence that these sores
caused by crack smoking may facilitate oral
transmission of blood-borne infections.33,34
Oral manifestations of HIV/AIDS
Between 20-50% of HIV-infected individuals develop HIV-related oral lesions during their disease course.36,37 Oral candidiasis
and other afflictions that create open sores
in the oral cavity may present an additional
risk for blood-borne disease transmission in
individuals who share crack smoking equipment.38,39 These concerns may be particularly relevant given the high prevalence of
HCV co-infection among illicit drug users
who are infected with HIV.40,41
Other risk behaviours of crack smokers/NIDUs
Many smokers of crack cocaine engage in
HIV/HCV risk behaviours other than
sharing non-injection drug use
equipment.42 There is substantial evidence
indicating that illicit drug users will modify their risk behaviours when engaged in
care and provided with appropriate education.43-45 Thus, through involvement with
various health-related services such as the
counselling and addiction treatment that a
SSF would provide, NIDUs may reduce
their sex- and drug-related risk behaviours.
Transition from non-injection to
injection drug use
It has recently been argued that the infection risk reduction hierarchy should be
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updated so that the public health importance of prevention of injection drug use is
significantly elevated.45 With regards to
this, previous studies have shown that
about 85% of IDUs report illicit noninjection drug use prior to initiating injection use.46 In turn, injection drug use contributes to 60% of all new cases of acute
HCV infection in the United States.15,47
Kelley and Chitwood (2004) found that
contact with addiction treatment significantly reduced the likelihood of heroin
sniffers transitioning into injection drug
use.48 Other studies have shown that HIV
risk for heroin sniffers can be significantly
reduced if transition to injection is delayed
or prevented by contact with such treatment.49-52 A study involving street-recruited
crack cocaine smokers concluded that
intervention programs should target crack
cocaine smokers to prevent transition to
injection.53 Nevertheless, interventions to
reduce this transition are needed.46,54 The
potential for improving public health by
implementing transition-prevention programs at a SSF is a critical public health
question that could be addressed through
the evaluation of a SSF.
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In summary, implementation of a safer
smoking facility evaluation could be based
on a sound public health rationale related
to the goals of improving public order,
prevention of infectious disease, prevention
of transition to injection drug use, and
improved access to medical care and addiction treatment services. Public health concerns relating to non-injection drug use
such as: public drug use, low levels of primary care and addiction services uptake,
potential for blood-borne disease transmission, and transition from non-injection to
injection drug use are all critical concerns
in the Canadian context. If the evaluation
of SSF were to show significant improvement of these issues, SSF could potentially
provide a public health model that addresses a number of non-injection-drug-related
harms that are experienced by many
Canadian cities.
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RÉSUMÉ
Plusieurs villes doivent composer avec des épidémies continues de maladies infectieuses et les
dommages importants causés par l’utilisation de drogues illicites. Afin de réduire le nombre
d’infractions à l’ordre public et d’apaiser les préoccupations en matière de santé publique, on a
envisagé la création, à Vancouver, d’installations sécuritaires pour les fumeurs de drogues illicites
(ISFDI). La présente évaluation avait pour but d’examiner s’il s’avérait justifié d’appuyer
l’évaluation d’une ISFDI dans le contexte canadien. Les preuves disponibles révèlent que, d’une
part, les stratégies antidrogues habituelles ne suffisent pas à contrer les effets sur la santé et la
collectivité de l’utilisation des drogues non injectables et que, d’autre part, les effets positifs de la
création de sites d’injection sur le maintien de l’ordre public peut justifier la création d’ISFDI. De
plus, certaines données probantes convaincantes laissent supposer qu’il pourrait y avoir des
répercussions positives sur la transmission de maladies à diffusion hématogène qui découlent du
partage des articles des fumeurs et la possibilité que les ISFDI puissent remédier à cette situation
constitue une question de santé publique prioritaire. Les interventions visant à prévenir le passage
aux drogues à injection représentent un autre sujet pertinent à l’étude de la présente question; on
pourrait également évaluer les ISFDI comme un moyen stratégique éventuel pour corriger cette
situation.
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