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Abstract

The search for effective treatments for drug addiction is ongoing. A relatively
recent proposal suggests the implementation of “supervised” or “safe” injection sites
(S1Ss), facilities at which people who inject drugs (PWID) could inject opioid drugs in
privacy and security, with staff and medication on hand to prevent overdoses or other
complications. Such sites do exist and operate today, but legal limitations have kept them
from operating in urban communities, particularly in the United States. The stigma
against drug users may contribute to national reluctance to implement safe injection sites.

This study consisted of three parts: firstly, a literature review which examines the
history of opioids in America, the possible origins of the opioid epidemic, the
effectiveness of Sl sites and recent attempts to introduce such sites in American cities;
secondly, a questionnaire distributed to Denver residents, intended to ascertain their
feelings on SI sites; and thirdly, qualitative interviews with some of the participants in the
questionnaire phase, to help better clarify their positions on the subject. Overall, we
tended to find that aversion to Sl sites correlated with other expressions of drug stigma,
likely indicating that drug stigma is a significant obstacle to the implementation of these

facilities.
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Chapter I.

The Opioid Epidemic

Deaths of Despair

The term ‘deaths of despair’ originates from a research article composed by Case
and Deaton and published in 2015. The term was coined specifically to describe an
unusual trend they had detected in American mortality rates between 1999 and 2013.
That timeframe was marked by improvements to nutrition and medicine, better promotion
of health-consciousness, economic growth, and a reduction of violent crime rates. Based
on those factors it was expected that overall life expectancy was improving consistently
in the US over that period. However, Case and Deaton’s research did not reflect this.
Instead, their work indicated that the death rates in certain specific demographics were on
the rise. Of the demographics in question the most notable was male, middle-aged, and
white non-Hispanic, usually without higher education, though similar upticks could be
noted in black and Hispanic people of a certain age groups. The uptick in mortality was
so dramatic that it seemed to offset the gains in life expectancy brought about by rising
quality of life.

Investigation managed to pinpoint the specific causes of death that accounted for
this trend. It was determined that the unexpected mortality spike was attributable
primarily to suicide and accidental poisoning- more accurately, from substance overuse,
such as cirrhosis, a common result of excessive alcohol consumption. In other words, the
loss of mortality was almost entirely self-inflicted, or brought about through self-

destructive tendencies. The trend spoke to an increase in people’s need for chemical



stimulation, and suggested rising rates of depression; these conditions, it seemed were
proving just as deadly as higher crime rates had been in previous generations. Included
among the accidental poisonings were other forms of death by overdose, including opioid
overdose.

In their writing, Case and Deaton reflected on the relevance of the opioid
epidemic as a component of the deaths-of-despair phenomenon. They, and researchers
who built on their work, also attempted to explore possible causes for the phenomenon
itself. Among the factors that have been discussed are the loss of social networks causing
people to feel more isolated and lonelier, and the widespread depression that may
accompany great economic inequality (Scutchfield 2017). In any case, it seems
reasonable to conclude that a culture of deadly despair is a component of the opioid
overdose epidemic. An unfavorable mix of social and economic conditions has led people
to seek comfort in substances like opioids, driving the epidemic of addiction and

overdose.

Before the Harrison Act

Between 1999 and 2008, deaths in the United States related to opioid abuse were
estimated to have increased fourfold (Jones 2018). In the past 20 years, these deaths have
totaled well in excess of one million, and the resultant mortality toll has caused
significant drops in life expectancy for the years of 2015 (Klobucista 2022) and 2016
(Kosten 2019). Although a slight reprieve was noted in 2018 and 2019, the subsequent
Covid pandemic seems to have undone much of the positive progress. A large proportion
of these deaths can likely be attributed specifically to illegally manufactured fentanyl

products, with prescription drugs accounting for a milder 15,000 of a total 52,000



overdose deaths in 2015 (Dowell, 2017). This is admittedly a significant reduction in the
rate deaths-by-overdose caused by prescription drugs, a reduction at least in part spurred
on by Mandatory Provider Review and Pain Clinic Laws regulating the standards for
opioid prescription (Dowell 2016, Liang 2020).

However, the figures overall are not encouraging. Estimates in 2016 suggested
that as many as 12 million Americans were misusing opioids in some form, and for 2
million the misuse was severe enough to constitute a disorder (Ahrnsbrak 2017). Whether
from prescribed painkillers or from illegal fentanyl, opioid use in America has cost a
staggering number of human lives in the last two decades, and the frequency of opioid
overdose rates in that timeframe can be fairly thought of as an epidemic.

Opioids have a long history of use as analgesics in American medicine. Prior to
1914 and the passage of the Harrison Narcotic Control Act, there was little to no
regulation of opiate-based substances. They were available over the counter and were
frequently prescribed as treatment for such common, mild complaints as toothache,
diarrhea, and insomnia (Kosten 2019). This widespread usage of the drugs led to a spike
in dependence, which should serve as a likely parallel to our own modern opioid
epidemic (Pappas 2017).

However, as heroin became increasingly prevalent on the streets, public opinion
of the opiates and other drugs apparently shifted. The subsequent passage of the Harrison
Act made opioids strictly regulated for the first time in American history. The Treasury
department came to adopt an extremely strict interpretation of the Act, even prosecuting
for morphine possession when the drug had been prescribed by a physician, and then

prosecuting the physician as well. In 1919, Webb v. United States backed the Treasury’s



decision; the Supreme Court ruled that a prescription for narcotics did not count as a
privileged exemption from prosecution under the Harrison Act (Meldrum 2020). This
decision was finally challenged in 1925, in Linder v. United States, when it was ruled the
federal government did not have the power to regulate state medical decisions so directly.
As an aside, this legislation had the unfortunate side effect of an abrupt
discontinuation of the drug for many users, with no plan to address the problem of mass
withdrawal symptoms. Just as the 19™ century was a proto-opioid epidemic, the Harrison
Act is indicative of a drug policy rooted in criminal apprehension and prosecution, much

in the same manner as some policies employed in the modern War on Drugs.

Opiphobia and Overcorrection

Following the Harrison Act’s implementation, we see a phase in which even
professionals were hesitant to employ opioids under any circumstances. The aversion to
opioids was so great that they would not even be considered as a means of pain relief for
terminal patients with little or no hope of recovery. One 1945 study of terminal cancer
patients in Boston discusses the care under which patients were kept but pointedly does
not make any mention of opioids (Abrams 1945). Early attempts to reintroduce the pain-
relieving effects of opioids into basic medical practice may have begun during the
treatment of World War 11 veterans (Dalal 2022). Roughly around the same time the
usefulness of opioids to treat the pain of cancer patients once more received mainstream
acknowledgement; records from the Memorial Sloan-Kettering Cancer Center circa 1948
discuss as much (Houde 1948).

It would, however, be several more decades before ‘opiphobia,” reticence towards

opioids as a treatment method, fully died down. One medical article from 1973, drawing



on 37 interviews with patients being treated with narcotics, found that many of them were
not being treated with sufficient doses to mask their pain (Marks). The same study also
found that patients being treated with the opioid meperidine were often given
significantly less per day than was recommended by standards and practices. The
researchers also questioned house staff at New York teaching hospitals and found that
many of those interviewed subscribed to misconceptions about effective dose ranges and
addiction dangers. Editorials in the mid-1980s and early 1990s warned about the
consequences of being overcautious with opioids and called for better education on the
subject (Max 1990); one such editorial noted that a phobia fixed into the behaviors of
trained physicians would be particularly difficult to unlearn (Morgan 1985).

The hesitance to prescribe opioids stands as a stark contrast to conditions today. It
is possible that a miscommunication in scientific literature is responsible for more
modern conditions; in a sense, opiphobia has become over-corrected. Studies
contemporary to the 1980s monitored samples of patients treated with opioids and
concluded that not many of them had become addicted (Portenoy 1986). One study,
which found addiction to be a rare consequence of treatment in a large sample of patients,
was widely and mistakenly cited as meaning that addiction was not a significant risk of
narcotic treatment at all, an unfortunate misunderstanding which has been critiqued
(Porter 1980, Leung 2017). In short, although opiphobia was common throughout the 20t
century, the trend has since become somewhat reversed; opioid prescriptions today may

be issued far less judiciously and with equal detriment to the patient.



Significance of Prescription Painkillers

Debate as to the causes of the opioid epidemic are ongoing, and no doubt will
continue. One factor that has come into increasing scrutiny is the presumed
overprescription of opioid-based painkillers. While it is no longer considered good
practice to prescribe narcotics for toothaches or diarrhea, physicians may certainly still
recommend them to patients who suffer from chronic pain. Indeed, prescription of
painkillers did see a notable spike between the late 1990s and the late 2010s; for sufferers
of non-cancer chronic pain, it is estimated that such prescriptions rose threefold in the
space of two decades (Madras 2017).

Post-Harrison Act opioid aversion to opioids gradually abated later in the 20™"
century. Cognitive behavioral therapy for acute pain was increasingly supplemented by
pharmaceutical pain relievers. By 1980, propoxyphene, one such opioid pain reliever,
was among the most dispensed drugs in America, and the White House issued statements
warning about the potential risks of legal drug abuse. The prevalence of these treatments
only increased throughout the 1990s. A retrospective report by the Institute of Medicine
in 2011 proposed this trend to many probable causes: patients had begun expecting better
pain relief; muscle and skeleton disorders had become more common as the population
aged, and as obesity rates rose. More encouragingly, people were surviving things that
previously they were less likely to survive. Cancer and serious injury were less likely to
be fatal, and more complex surgical techniques were available; this rise of survivorship
likely drove a rise in consequent chronic pain conditions (Dasgupta 2018). Predictably, as
the demand for pain relieving drugs rose, a trend that has continued to this day, more and

more of them became available, and continued to be prescribed. This chain of events



should be understood as a driver of the opioid epidemic, as we increasingly learn how
painkillers can serve as a gateway into opioid addiction.

In one 2017 study of patients seeking treatment for opioid abuse (Cicero), nearly
half of the subjects cited prescription painkillers as their first exposure to opioids.
Elsewhere, data from 2014 suggests that as many as 10 million Americans used
prescription opioids in a non-medical fashion- that is, without a prescription, or without
experiencing the pain for which they had been prescribed. Further, indications were that a
significant number of heroin users used prescription painkillers non-medically before
transitioning into heroin, the exact figure climbing as high as 86% in some cities such as
New York and Los Angeles (Compton 2016). Clearly there is some reason to suspect that
prescription painkillers can be a gateway to addiction and abuse.

The stereotypical image of an opioid user likely does not include a professional
skilled laborer. Yet the prescription of opioids for chronic pain makes possible addiction
a reality for people in many walks of life. A good example: a considerable amount of
research suggests that construction workers may be at a higher-than-normal risk of
developing opioid addiction. Data taken over the course of a decade link construction
trade and extraction workers to higher-than-average rates of drug use- marijuana and
cocaine as well as “nonprescription” drugs (Ompad 2020). By some estimates as many as
10% of construction workers in a sample of 9000 may be using opioid analgesics on a
yearly basis; overdose deaths on construction job sites may have increased 9 times over
between 2011 and 2018. Mental health disorders, perhaps predictably, were found to
compound the problem by as much as double (Dong 2022). Given that construction work

often includes repetitive manual labor, it is unsurprising that they should be at high risk



for developing musculoskeletal problems, and consequently chronic pain. This makes
them likely to be prescribed opioid painkillers, and this puts them on the pathway to
developing an opioid dependency (Atkins 2022).

Construction workers are likely not the only one at significant risk of entering this
prescription-to-addiction pipeline. A 2015 report from the National Surveys on Drug Use
and Health lists several occupations which seem heavily at risk of developing a substance
abuse disorder. Several of the occupations discussed could be considered ‘white collar’
work, such as finance and insurance, but others are not. Construction featured on the list,
as well as mining; agriculture, forestry, and hunting; utility work; transportation and
warehousing; and waste management (Bush 2015). Like construction, these jobs involve
a significant amount of intensive physical labor over a long period of time, and like
construction, these occupations leave one vulnerable to the prescription-to-addiction

pipeline that has, in part, driven the epidemic.

Significance of Fentanyl

Another factor contributing heavily to the opioid crisis is the emergence of new
synthetic opioid derivatives, particularly fentanyl. Originally created in 1960 as a narcotic
anesthetic (Stanley 1992), it has since been noted for an increased presence as a
recreational drug. By some estimates fentanyl is as much as 50-100 times stronger than
morphine as an opioid agonist, with only a tiny amount needed to induce potentially fatal
respiratory depression, and quickly enough to greatly reduce the window needed to
respond to and treat overdose. Because of these characteristics, fentanyl is involved in a
rising number of opioid-related overdoses; 2015 data for Rhode Island suggests as many

as half of recorded opioid overdoses involved fentanyl, compared to a 37% only a year



prior and less than 5% in 2007. While the sources seem to indicate that some other
opioids like heroin saw a considerable spike over the same period, fentanyl is unique in
that it went from near obscurity to having a significant street presence (Barry 2017).
Authorities are becoming increasingly aware of the presence of counterfeit
medication tablets that contain fentanyl instead of other opioids such as hydrocodone.
Given fentanyl’s extreme potency, this development is cause for alarm. A simple switch
from a 10 mg tablet of hydrocodone to a 10 mg tablet of fentanyl represents a
significantly increased risk of severe opioid toxicity or even death for the user. It also
makes normal overdose treatments such as naloxone less effective in normal doses.
Further, the difference between a pharmaceutical tablet containing recommended safe
doses of opioids and a counterfeit tablet made of fentanyl may be totally imperceptible to
the one ingesting it. By 2016, researchers were already taking note of incidents in which
hospital patients admitted for opioid toxicity had contracted their condition from fentanyl
after confusing if for less potent opioids, or even non-opioids such as acetaminophen
(Sutter 2016). Given the existing trends, we may anticipate that this will be a growing
problem in the future, and if fentanyl is not a primary cause of widespread addiction, then

it is likely to increase the lethality of opioid use overall.

Significance of the War on Drugs
It is possible to view the opioid epidemic as part of the larger War on Drugs.
Modern readers will probably understand ‘the War on Drugs’ to be a catch-all term for
the trend of government policies, mostly American, that attempted aggressive opposition
against the drug trade, and against drug possession. The familiar phrase may originate in

part with a 1971 speech made to the press by American President Richard Nixon;



although he did not use that specific term, he did call drug abuse America’s “public
enemy number one,” and asserted that defeating this enemy would necessitate “a new,
all-out offensive;” in the same speech he mentioned the need to “wage an effective war
against heroin addiction.” In a more concrete sense, the ‘war’ became a legislative reality
during the 1980s, probably beginning with the Anti-Drug Abuse Act of 1986 (Stolz
2012).

Passed in response to growing concerns about the prevalence of crack cocaine on
the streets, this bill was focused entirely on enabling harsher and surer penalties for drug
offenses. Apart from increasing the existing penalties for manufacture and distribution of
illicit drugs, criminal penalties were established for simple possession. Most pertinently,
under the Act, possession of a certain amount of cocaine and heroin now warranted a
minimum prison sentence of 5 years for the offender. Based on this it seems fair to say
that the Anti-Drug Abuse Act clearly aimed to be ‘harder’ on drug use by emphasizing it
as a criminal behavior in need of legal punishment, rather than a medical condition in
need of treatment, a stance that may have influenced or been influenced by public
opinion at the time.

The appeal of such a criminal-not-medical approach lies in the idea that legal
deterrents will encourage people to be abstinent when it comes to drug use. In some sense
this approach could be compared to the American Prohibition on alcohol during the
1920s. However, emphasizing the criminality of drug use may also instill the view that
any who use such drugs have made wrong choices, a fault for which they should be
blamed, and one for which they do not ‘deserve’ the benefit of treatment (Krausz 2018).

In recent decades the ‘war on drugs’ has come under fire for being a failure, ultimately

10



doing more harm than good to the public. As early as the 1990s, ‘War on drugs’ policies
were criticized for contributing heavily to mass incarceration of American citizens;
scholarly attempts to understand the full consequences of this mass incarceration are
ongoing (Mauer 2007; Britton 2021). Meanwhile, significant doubt can be raised as to
whether the policies have made any significant success in stopping widespread drug use,
or drug addiction.

As we have discussed, the opioid epidemic remains a fact of life in modern
America, four or five decades following this declaration of war. Overdose deaths
continue to represent a significant problem in America, even without considering the
introduction of new drugs such as fentanyl. In light of these facts, it is difficult not to
regard ‘War on Drugs’ policies as having fundamentally failed. If we are to take the
prevention of overdose deaths as our primary measure of success, then treating drugs as a
criminal problem first and foremost, prioritizing punitive actions, and stigmatizing the
use of drugs rather than emphasizing the need for medical treatment do not appear to get

positive results.

Stigma of Drug Use
Stigmatization is a highly relevant condition to the experience of drug users. The
term ‘stigma’ is widely understood to refer to the loss of social standing that results from
certain actions or conditions, but Erving Goffman may have put it most clearly when he
described ‘stigma’ as ‘the situation of the individual who is disqualified from full social
acceptance’ (Goffman 1963). Goffman also used the term ‘spoiled identity’ for this
phenomenon. To put things more precisely, stigma can be identified as labeling,

stereotyping, separation, and status loss of, and discrimination toward, a certain group of
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people; stigma is embodied by all these traits and perhaps the most useful definition of
the term is the co-occurrence of all these components (Link 2001).

A stigmatized person is marked by others (label); this ‘mark’ is used to identify
them as someone with supposed negative characteristics (stereotype) and to make them
distinct from others and lower in social hierarchy (separation and status loss); and
society is thereby trained to treat the stigmatized people in a different, disadvantageous
way (discrimination). The nature of stigma is such that a person is not considered ‘fit’ to
be a part of normal society, possibly on the basis of an action on their part, or a simple
condition. It is easy to bring to mind groups of people who are stigmatized; homosexuals
would be one. Prior to 1974, homosexuality was regarded as a psychological disorder or
disease the United States; prior to 1962, all 50 states had made same-sex sexual activity a
crime.

Since then, there has been something of a transformation of gay identity from a
‘spoiled’ identity to a political one. To emphasize this, the belief that homosexuality is a
criminal identity or a diseased one is not, at the time of this writing, endorsed by law or
official police in the United States. Prejudices and discrimination against this identity
assuredly still exist. However, the stigma against homosexuality has been challenged; to
be openly gay is no longer cause to be excluded from all of American society. This state
of stigma can be noted in other categories, including those with more conventional
mental illnesses or developmental disorders. Schizophrenics, bipolar individuals and the
neurodivergent can be or have been considered stigmatized individuals at some point in
history (Fitzpatrick 2008). For our purposes it is important to understand that drug users

are a stigmatized group as surely as any of the above. Drug users are certainly labeled as

12



such and must deal with the cultural perception that they fall into drug use because they
are of weak or undesirable character. This kind of learned aversion can assuredly lead to
a separation from the rest of society, placement into a position of low status, and, as we
hope to prove in this dissertation, discriminatory treatment.

Naturally, some previous studies have attempted to explore the attitudes of the
public regarding drug users and drug use. One particularly in-depth study of that type was
published in Drug and Alcohol Dependence in 1992 (Ross), and revolved around 143
responses to a relevant questionnaire, measuring how strongly each subject agreed with
each of a series of 50 statements. The results reveal a great deal about how the subjects,
and contemporary society, regarded drug users. The total list of statements was grouped
into three general sentiments: 1) Intravenous drug use as a matter of public concern and
personal inadequacy. 2) Intravenous drug users as criminals who should be removed
from society. 3) Social avoidance of, and personal distaste for, intravenous drug users.

Among the statements which met with overall positive approval from subjects:
“Intravenous drug users should not be allowed to be teachers.” “Places that cater for
intravenous drug users should be kept away from residential areas.” “Intravenous drug
users are criminal by nature.” “Intravenous drug use is detrimental to society because it
breaks down the will to work.” The last statement is notable in that it emphasizes the
need for an individual to provide labor over the potential harm drug use may do to the
user’s own body. Among the statements that were generally med with disapproval:
“Laws regulating intravenous drug use should be loosened.” “Intravenous drug use is not
a problem but what society makes of it is a problem.” “A person’s intravenous drug use

should not be a cause for job discrimination.” And even “Many intravenous drug users
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are good people.” Clearly the stigma against drug use is heavily embodied by the
responses to Ross’ questionnaire.

Some existing research already probes into how stigma affects substance users,
though for the most part this research seems to have been focused specifically on alcohol
(Keyes 2010, Schomerus 2011). Nonetheless, researchers have acknowledged how
stigma is involved in the consumption of injectable drugs as well. Studies have affirmed
that such a sense of stigmatization can be felt even by healthcare professionals (Brener
2007); that, in some cultures, injecting-drug stigma may overlap significantly with the
stigma against HIV (Latkin 2010), poverty, (Room 2005) or mental health (Barry 2014),
and that the alienation faced by drug users as a result of stigma may be a measurable
detriment on both psychological (Latkin 2013) and physical health (Ahern 2007). Perhaps
the more important aspect of drug stigma for us, an aspect that applies to attitudes
towards injectable drugs but (at least in the western world) would not apply to alcohol, is
the element of criminality, seeing as most injectable drugs cannot be legally consumed
outside a hospital setting in the west.

Put that way, drug stigma may be even more difficult to address, since on some
level an individual may come to perceive such attitudes as ‘justified;’ after all, social
discrimination is in some ways a component of discouraging behaviors with
disadvantageous consequences, such as crimes. This aspect of drug stigma has not been
wholly overlooked by existing research. Indeed, one review puts forth the argument that
there is not one body of literature surrounding drug stigma, but two; one which revolves
around illness and the harm done to the group being stigmatized, and a wholly different

one revolving around the concept of crime and stigma as a social deterrent (Room 2005).

14



The significance of these findings should not be ignored, because there are
increasingly frequent signs that stigma against drug use may be an impediment to the
user’s pursuit of treatment. The full impact that stigma has on drug users is not yet fully
understood, though we increasingly make strides towards greater understanding. In one
2009 study, women drug users in San Francisco participated in interviews following their
release from prison for drug-related offenses (van Olphen 2009). Interviews were then
qualitatively analyzed, with special regard to the challenges the subjects faced on social
reintegration. Subjects described challenges securing healthcare for themselves, as well
as employment, housing and social support, all factors that complicated their post-
incarceration lives. On an institutional level, subjects also spoke about contemporary
attempts by legislation to restrict former drug-offenders from acquiring financial aid for
housing or education. The responses from the subjects spoke to an inability to escape an
addiction-pervasive environment, and a kind of social exclusion that made treatment-
seeking more rather than less available. Society, in their perception, focused on
containing and managing drug users, but not on creating an environment conducive to
breaking out of addiction. The clear impression we are left with is that the stigma against
drug use may lead to a harmful discriminatory belief: ‘our priority regarding drug users
should be punishment for their transgression, not attempts made to rehabilitate.’

What makes drug-use stigma more of an obstacle to treatment is that it can be
internalized; the social barriers that prevent users from seeking proper treatment can
come from within the seeker just as easily as they can come from outside. A 2018 review
examined the effect of self-stigma on users of injectable drugs, as well as those who

engaged in heavy alcohol consumption (Hammarlund 2018). While discussing the
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unpleasant truth that even a trained care provider may face social disgust when dealing
with drug-users, the review also opines that the simple knowledge of stigma on drug use
may discourage a user from seeking help even where it might be available.

Finally, drug stigma appears to affect the decisions of policymakers in how
society should react to drug use. A 2014 analysis in the International Journal of Drug
Policy (Allen 2015) remarked on the attitudes of interviewees in three cities, regarding
whether they felt ‘zero tolerance’ or ‘harm reduction’ approaches were more suitable for
the drug problem in those cities. Among other findings, analysis noted that discussion
often turned to fears and reservations regarding syringe-exchange sites and how they
might increase rates of public drug use, a possibility that, the analysis notes, empirically
is not born out by existing study. To put it another way, the study pointed out that syringe
exchanges generally resulted in positive outcomes, policymakers and interview subjects
remained averse to them. These results would appear to demonstrate a de-prioritization of
the welfare of drug users and a prioritization of their punishment or banishment from
public. In other words, the results demonstrate how drug stigma not only causes the users
difficulty in seeking treatment, but it can prevent treatment options from being
implemented in the first place. This research all appears to converge on one disquieting
conclusion: that among the barriers to drug treatment, the most difficult to address may

well be attitudinal barriers.
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Supervised Injection Sites: What Can Be Done -
History of Safe Injection facilities in America

Sl sites are not an altogether new phenomenon. For that matter, harm reduction is
not an altogether new policy towards drug use. In the United States, sterile needle
exchange programs have existed since the early 1980s, well before such activity had legal
or institutional support (McLean 2011). This was prior to 1989, when the first legally
sanctioned facility of that sort in America was the Syringe Exchange in Portland, Oregon,
opened (Oliver 1994). For a considerable time, SI sites existed in a manner strikingly like
needle exchanges before 1989, as underground sites run without the sanction of law,
often with an element of civil disobedience behind their operation.

Researchers have described the operations of one such site, in an undisclosed
location but operating since 2014 and servicing as many as 10,000 injections over the
space of five years (Kral 2020). As of November of 2021, there is only one Sl site in the
United States operating with the permission of government officials, the OnPoint NYC
site in New York City (Mann 2021). Lack of federal guidelines on such facilities could in
theory allow the federal government to override the local government’s permission in this
matter, but as yet, no legal challenges from that level have been issued towards the site.

Although OnPoint NYC is the first example of a successful, legally operating Sl
site in the United States, there have been numerous proposals and discussions in
American cities regarding the establishment of such sites. Between 2018 and 2020, an
organization called Safehouse began a campaign to legalize Sl sites within the city of
Philadelphia, with the intention of opening a privately funded Sl facility to assist PWID

in the city. Naturally, their utility in reducing overdose deaths was a major consideration
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of the movement. However, the movement eventually stalled due to challenges from
federal courts (del Valle 2020, Winberg 2020). To date the proposal has neither been
approved nor fulfilled. A research article from 2021 (Lofaro) investigated into the
‘political narratives’ that were common among those who opposed the proposal. In
general, it was found that participants favored an abstinence as the correct course of
action for drug users and discipline to be the course of action adopted by policymakers.

There were also concerns from those who disliked the idea of Sl sites being
opened in their specific neighborhoods, even if they were sympathetic to the sites in
general. The example of Philadelphia affirms that S sites, in spite of their usefulness, do
not always enjoy popular or political support. Nevertheless, spite of the current rejection
of the site proposal, Safehouse’s example encouraged similar proposals in New York
City, which even seemed to gain some support from a state health commissioner
(Johnson 2021). This discussion may have aided the eventual establishment of OnPoint
NYC. Roughly contemporaneously with that discussion, similar proposals were put forth
by local governments in Vermont, Delaware, San Francisco, Portland (Allyn 2018) and
Denver (Clark 2019).

Throughout 2019, Colorado state legislators considered the introduction of new
laws that would enable the free operation of supervised injection sites. At least one
location, Denver’s Harm Reduction Action Center (already committed to needle
exchanges and other treatments for drug users), was in talks to convert into a safe
injection facility. However, ultimately the legislation did not receive the support it needed
to pass. Many were outspokenly against it, and even legislators tentatively in favor of the

proposal withdrew support over time. It is possible to discern a pattern that emphasizes
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the pervasive stigma against drug users. In one interview, a state representative compared
the concept of a supervised injection site to allowing a separate driving lane for drunk
drivers, and further criticized the proposed location on the grounds that children often
walked through that part of town on school tours (the Center is located near the locality’s
City Hall). In another interview, a politician being interviewed on the matter, who had
previously expressed support for the movement, later seemed hesitant to maintain that
level of support on the grounds that the city did not want the sort of reputation that came
with such a facility (Clark 2019).

One thing that can definitely be noted from these interviews is that the emphasis
in discourse shifted away from the needs of the drug users and the benefits of supervised
injection, and instead onto the reputation associated with them, and the idea that drug
treatment is a “sordid” thing that must be kept out of the sight of children. This appears
highly characteristic of a strong stigma against drug use, such that the wellbeing of drug
users becomes less of a priority in discussion. It seems possible that these attitudes must

be addressed to encourage the implementation of supervised injection sites.

Sl Sites Outside the United States
Outside of America, there has been limited but more pronounced success at
establishing legal Sl facilities. Legal Sl sites are known to operate in eight additional
countries besides the United States (Kral 2017). The prototype for Sl sites seems to have
been ‘drop in centres’ opened in Rotterdam, the Netherlands, sometime in the 1970s.
These ‘centres’ were intended to help improve the psychosocial functioning and health of
drug using patients, mostly those who did not want to quit using drugs or had difficulty

committing to doing so.
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In at least one such case, the facility included syringe exchange options and house
dealers to regulate the distribution and prevent unlawful dealing, and one particularly
active facility operated out of St. Paul’s Church near Rotterdam Central Station. By 2000,
the Netherlands was home to at least 16 functioning Sl sites. The apparent success of the
original sites at reducing various social harms seems to have had a catalyzing effect on
the rest of the country, and the country’s Ministry of Justice made an announcement of
policy affirming their tolerance for drugs in an Sl context (Dolan 2000). Further, at the
same time the Netherlands reached 16 Sl sites, Switzerland had opened 17, having
opened theirs in 1986; and Germany, having opened its first in 1994, had 13. Switzerland,
specifically the city of Bern, is attributed with the opening of the first SI site ‘of the
current type,” and has expanded into specialist facilities for inhalant drugs as well;
Germany began opening mobile SI facilities sometime in 2003 (Hedrich 2004),
demonstrations of the newer innovations being applied to the idea.

The history of SI sites in Australia shows a somewhat similar general trend to
their history in Europe. By 2000, royal commissions in New South Wales, Victoria, and
the Capital Territory had all pushed for the introduction of Sl sites, with tentative
proposals to open as many as five in Melbourne, pending the passage of relevant
legislation (Dolan 2000). Underground sites existed in the Kings Cross neighborhood of
Sydney during the 1990s, with the grudging toleration of local police. This toleration was
not always forthcoming; in one instance, local medical facility called the Uniting
Medically Supervised Injecting Centre publicly declared its intention to offer safe

injection services, against the express vote of its oversight committee (Wodak 2003).
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This act of civil disobedience led to the MSIC’s temporary closure by police
action, although it did finally open for good in May of 2001 as Australia’s first legal SI
site. A second Sl site was opened in the North Richmond neighborhood of Melbourne in
June of 2018 (Anderson 2018), set up to handle around 300 visitors daily. By December
of 2020, these two sites had collectively overseen over a million injecting visits and over
12,000 overdoses (Roxburgh 2021), with neither facility reporting a single fatality on
their premises.

Sl sites have also made inroads into Canada. The 1990s saw a dramatic uptick in
the rates of drug-related social ills in British Columbia, with as many as 300 fatal
overdoses in the province annually. Following the 1994 Cain Report, authorities began to
research into alternative means of drug treatment; seven years later, a deeper report
proposed the introduction of Sl sites into Vancouver. In 2002, preempting ongoing
political discussions, the Dr. Peter Centre began their own initiative of supervising
injections. All told it was not until September of 2003 that the first SI site in both
Vancouver and all of Canada, the InSite, could finally open its doors (Kerr 2017).
Consistent with predictions, the InSite’s presence was demonstrated to have an overall
favorable impact on the community. It was found to improve public order (Wood 2004);
to reduce disease transmission (Kerr 2005); to reduce overdoses (Kerr 2006); and to
facilitate the uptake of detoxification and other long-term treatment plans (Wood 2006a),
and further no spike in crime could be noted due to the facility’s operation (Wood
2006b).

Subsequent analyses recommended the expansion of SI programs into Montreal,

Toronto, Ottowa and Victoria (Kerr 2017). The Canadian government currently lists
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some 39 facilities in the country which are licensed supervised injection facilities
(Government of Canada 2021). Nevertheless, given the bureaucratic delays that preceded
the InSite’s establishment, there still appears to be some trepidation on the part of the
Canadian government where Sl sites are involved, which may hinder them from being
opened or operational in the future (Wood 2008). Thus, it may be that, despite Canada’s
seeming greater eagerness to embrace Sl sites compared to the United States, it is
possible that drug stigma leads to a certain measure of reluctance on this issue from

policymakers in Canada.

Effectiveness of Safe Injection facilities:
Harm Reduction

Between 1999 and 2008, deaths in the United States related to opioid abuse were
estimated to have increased fourfold (Jones 2018). Research is ongoing as to what factors
might contribute to rising opioid abuse, with some suggesting a system of over
prescription and quick, easy solutions may be partially responsible (Madras 2007,
Dasgupta 2018). Pinpointing systemic causes is an ongoing challenge, but in the
meantime a major concern is how we should address increases in drug use. Since the
1980s the United States has enacted legal policies centered on combating drug use
through the criminal justice system- that is, with arrests and incarcerations. By some
accounts, drug-related arrests may have tripled between 1982 and 2007 (Mauer, 2007);
by another, drug-related incarcerations rose as much as 15-fold in roughly the same
timeframe (Kuziemko 2001).

However, in the space of three (at the time of the study) decades, this ‘war on

drugs’ has seen, at best, limited success. Both Mauerand Kuziemko’s studies noted some
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reduction in drug use connected with these policies, but for the most part this trend was
minimal, and stabilized eventually without creating the sustained decline that
policymakers had hoped for.

Based on this limited success, it appears that treating drug use as a problem to be
fixed through criminal justice is unlikely to be a successful strategy. Therefore, there is
an increasing paradigm shift towards approaching drug as a primarily medical problem,
to be best addressed by medical facilities. This shift is connected to the principle of ‘harm
reduction’- put simply, since social problems are difficult to eliminate fully, it is best to
limit the negative impact they have on surrounding communities. Academics seem to be
taking increasing notice of this possibility. The UnBounded Knowledge project,
developed in 2018, was intended to set the ground for a ‘transformative’ approach to drug
policy in America. This proposed policy was intended as a direct response to the existing
(and, to the creators’ thinking, sorely lacking) prohibitionist, ‘abstinence only’ approach
that has been the norm (Walker and Netherland, 2018). UBK’s developers stressed the
importance of medicalization and decriminalization, as well as harm reduction, as
alternatives to legal prohibition as a solution for widespread drug use.

Needle exchange programs would be a notable example of an institution
dedicated to harm reduction among PWID. As sharing syringes for the purposes of drug
injection comes with a risk of catching a transmissible disease such as HIV, PWID are at
somewhat greater risk of catching such diseases. Needle exchanges accept used syringes,
properly disinfect them, and exchange them for sterile ones, reducing the risk of disease
transmission. The goal is not to prevent drug use, but to ensure that drug use carries less

risk to PWID and to communities. Evidently, syringe sharing programs, which enjoy
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legal status in several American states, have had some success in halting the spread of
HIV among PWID (Hurley 1997, Marotta 2021). This should serve as a direct contrast to
the prohibitive method.

One Baltimore study conducted in 2018 interviewed a sample of PWID on their
perceptions of and attitudes for circumventing police (Flath 2017). The results of the
study seemed to suggest that fear of police discouraged PWID from carrying their own
syringes, which was found to incentivize needle-sharing, a riskier behavior. This
tendency to avoid carrying personal syringes was reported in 49% of the subjects, and
likelihood to share needles was reported by as many as 21% of them. An adjusted model
seemed to corroborate the idea that these tendencies were more common in
neighborhoods with higher police activity. Hopefully this demonstrates how harm
reduction policies may yield positive results that are not achievable through criminal-
justice-based proposals.

In a similar manner to needle exchange programs, Sl sites should be understood
as a proposal aligning with the principle of harm reduction. Therefore, it is important to
consider the possible benefits, to both PWID and surrounding communities, that might

accompany greater prevalence of Sl sites.

Naloxone
Another recent development intended to reduce the harm done by the opioid
epidemic is the introduction of opioid antagonists such as naloxone. These drugs act on
the user’s nervous system to inhibit the reception of opioids in the body. In effect, this
reduces the effect of the opioid on the user’s system and can be used to safely negate or

stop highs or overdoses from opioid sources. Opioid antagonists are chemically similar to
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other opioid substances but do not possess narcotic or painkilling properties. They have
few notable side effects; antagonists of this sort do not prevent withdrawal symptoms but
do increase blood flow and thus may help treat some forms of shock. Apart from that,
their primary and most noteworthy effect on the body is the overdose-reversing or high-
dulling effect.

The usefulness of these drugs to medical facilities or emergency services should
be immediately obvious. Patients who are undergoing an overdose from opioid use can be
given naloxone or a similar opioid antagonist through injection or nasal spray, to greatly
improve their odds of survival. Naloxone, probably the first and most widely known
opioid antagonist, also known by its commercial name of Narcan, was first patented in
1961, approved for use in 1971, and saw increasing usage throughout the 1990s. By
1996, overdose ‘home kits” were developed and distributed in as many as 15 American
states, intended to be easy to use even for laypersons. Over the next 18 years the CDC
estimated that as many as 26,000 potential opioid overdoses were prevented by people
who were not medical personnel (Wheeler 2015).

As with needle exchanges, it is important to emphasize naloxone’s nature as a
component of harm reduction, rather than of use prevention. In all probability, naloxone
will do little to deter PWID from struggling with addiction; its usefulness to the world of
drug treatment is purely in minimizing the damage done by using the drug. Perhaps for
this reason, the stigma against drug use may have affected the frequency naloxone is
discussed with or prescribed to patients. As we have in part discussed, there is a sense of
shame surrounding drug use, perhaps surrounding the idea that one has failed to live up to

societal expectations of value by ‘succumbing’ to drugs. This sense of shame and stigma
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may prevent PWID from discussing addiction with healthcare providers, and thus the
issue of being prescribed harm reduction medications such as naloxone may not be
raised. At least one study examined how stigma might prevent the distribution of
potentially life-saving drugs or kits (Carson 2019, Fomiatti 2020).

Elsewnhere, a study examined 61 subjects, including pharmacists who had
dispensed naloxone and sufferers of opioid use disorder, along with some caregivers for
the latter, across Massachusetts and Rhode Island (Green 2017). The subjects of this
study were given qualitative interviews in which their experiences and perceptions with
naloxone were discussed. Over the course of the interviews, researchers noted the
emergence of several distinct recurring themes. Consumers of naloxone expressed
nervousness of potential consequences for requesting naloxone and understanding of
naloxone and its availability seemed to vary heavily. This does appear to indicate that the
fear of stigma against drug use extends in some way to seeking proper treatment.

In demographics outside of the distributors and consumers of these drugs, we can
see mixed feelings on naloxone. One particular study examined the opinions of first
responders- 282 police officers and EMT/paramedic training students in the Northeastern
United States. Responses were analyzed for various expressions of drug stigma, including
danger, blame, social distance and fatalism. Once the study was complete, the research
team determined that, overall, the participants overall had somewhat negative views of
naloxone, and even called for the instruction of drug addiction from a new, less stigmatic
perspective emphasizing it as a disease (Kruis 2022). This study certainly reinforces the
idea that drug stigma can impact people’s receptiveness towards effective treatment, and

that even trained professionals may be at risk of developing these stigmata.
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Aversion to proper treatment due to stigma can only compound the threat posed
by the opioid epidemic. By some indications lives may already have been cost by an
unwillingness to prescribe or an unwillingness to discuss the treatment methods available
for drug overdoses. One WHO estimate regarding those who could benefit from opioid
agonist therapy suggests that fewer than 10% globally may be receiving it, and that many
of those in need, particularly in prison environments, have little to no access to such
drugs. Thus, for the recently released from incarceration, the risk of death from drug
overdose may be 129 times higher. While the findings of at least one UK study indicate
that prison-based opioid agonist therapy may reduce fatality rates by as much as 85%
upon release, only 29 countries across the globe have introduced or implemented any
such studies (Wakeman 2018).

Considering this, it becomes obvious that education on the nature of drug stigma
may be the first step to harm reduction. Increasingly more attention is paid to these
issues, and the importance for proper education on the matter made note of. Studies have
collected data with the intent of developing and improving techniques for the education
of criminal justice and mental health professionals, specifically regarding the benefits of
naloxone and the dangers of drug stigma (Murphy 2022). In these fields especially there
may be significant benefit in teaching these perspectives on addiction.

Clearly, much like needle exchange facilities and, as we will discuss, Sl sites,
naloxone has some ability to reduce fatality by opioid overdose, and thus has enormous
potential to reduce the damage done to society by the opioid epidemic. However, we can
see how the stigmatic nature of drug use may hamper the uptake of such a strategy. Even

though harm reduction and fatality reduction are presumably worthwhile goals by most
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people’s standards, drug stigma appears to invite people to de-prioritize those goals
specifically and harm reduction in general. Since this applies to naloxone, we may have
reasonable expectation that stigma also affects how people perceive supervised injection
facilities. Attempts to introduce Sl sites in, for example, the United States, have been met
with extreme reluctance, despite the preponderance of evidence suggesting they are

effective as harm reduction measures.

What is known about Sl Sites

The bulk of scientific research on Sl sites seems to demonstrate that they are
effective in harm reduction for both drug users who utilize them and the surrounding
communities. As outlined in Potier’s meta-analysis of 75 articles, the evidence favors the
view that Sl sites have fulfilled their primary objectives. They attract the most
marginalized PWID, promote safer injection conditions, improve access to primary
healthcare, and reduce the frequency of overdoses. Besides that, they seem to reduce
incidences of public drug injections or dropped syringes, thus mitigating risks to
communities where these conditions might pose threats. The value of their
implementation appears fully supported by all current information (Potier, 2014).

Perhaps the first and foremost benefit of Sl sites is the preservation of life for
PWID. One publication from 2008 (Milloy) estimated the ratio of non-fatal to fatal
overdose incidents in Vancouver, Canada, in consideration of the Sl sites recently opened
in that city. At a 95% confidence interval, the report concluded that the site’s presence
ultimately prevented the deaths by overdose of no fewer than 8 and at maximum 51
PWID in the city. This suggested a reduction of between 6% and 37% in the mortality

burden on the neighborhood surrounding the site. Another study conducted in 2009
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(Salmon 2009) investigated the prevalence of HIV, history of HIV testing, and assorted
other risk factors noted among PWID who attended an Sl site in Sydney, Australia.
Results indicated that the vast majority of subjects, 94%, had undergone HIV testing
within a year of data collection, and self-reported HIV rates were as low as 2% among
the subjects. Within the context of the study this was attributed to the facilities offered by
the Sl site, which enabled PWID attendees to engage in risk-avoidant behavior. The
findings of both studies would appear to indicate that, overall, existing Sl sites are
successful harm reduction influences on PWID, preventing death by overdose and the
spread of disease by unsafe drug use.

However, the apparent benefits of Sl sites extend beyond the simple health of the
PWID who visit them. Evidence suggests they have a positive impact on drug-afflicted
communities in general, as well. To use an accessible example, one Sl site by the name
InSite, possibly the first of its kind in on the North American continent, has been in
operation in Vancouver since 2003 (Boyd 2013, Wood 2006¢). Study into the site’s effect
on the surrounding area observed the following benefits: avoidance of 6 to 57 HIV
infections per year; ambulance responses to overdoses had been reduced by 67%; decline
in skin conditions in PWID admitted to hospitals; and deaths by overdose reduced by
approximately 88 deaths per person-year (Ng, 2017). No overdoses reported by the site
were reported as fatal overdoses (Kerr, 2006). Other benefits of legal Sl sites included
greater awareness by authorities of problems affecting the drug using community, such as
spikes in blood-borne infections; these benefits were noted in 2018 (Kinshella) and 2019

(Notta).

29



The InSite may also have contributed to a significant reduction in the amount of
drug use in public, publicly discarded syringes, and other drug-related forms of litter,
further benefitting public health by removing those elements as possible risks (Wood,
2004). This data is consistent with the supposed benefits of Sl sites: reducing the harm of
drug use, both for users and surrounding communities. Overall, the Insite appears to have
been a successful driver of harm reduction in its surrounding community. A series of
qualitative interviews spread through snowball sampling seemed to conclude that it was
contributing to a broader, beneficial cultural change in treatment methods for addiction

(Joghazi, 2013).

Impact on Crime, and Potential to Enable Addiction

Some concerns over Sl sites include the possibility that they will incentivize the
use of drugs among PWID, or possibly attract drug-related crime. While all research
related to SISs is still limited, some exists to investigate these claims. Investigations
regarding the InSite have also analyzed its impact on crime in the surrounding
neighborhood (Wood 2006b). Drawing on police statistics, the study examined local rates
of drug trafficking and acquisitive crimes (combining both thefts and vehicle break-ins).
Using statistical analysis and acknowledging spikes in police activity that could not be
fully accounted for, the study was forced to conclude that there was no cause to suggest
the site was attracting either variety of crime.

Indeed, the idea that SI sites might increase the amount of drug trafficking or
other associated crimes thus far does not seem well founded and may be rooted more in
prejudice than in statistical evidence (Zlotorzynska 2013). Counter-intuitively, it seems

that Sl sites may instead facilitate better treatment and care for PWID. One observation
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evaluation conducted between March of 2004 and April of 2005 at the InSite found that
PWID who attended were better able to access the services of counselors, and further
were able to get referrals to other useful community resources. The objective results of
the evaluation were that 18% of those in the studied sample began detoxification
programs following visits in that period (Wood 2006a). These findings indicate that
PWID with access to Sl sites are in a better position to seek treatment, rather than slide
further into the adverse effects of addiction (Wood, 2006b). Other observational studies
by many of the same researchers were unable to detect any increases in the number of
drug dealers on the streets surrounding the Sl sites under observation (Wood 2004a). All
these results converge on one implicit conclusion: Sl sites cannot currently be said to
attract drug traffickers, nor to attract acquisitive crimes often associated with high levels
of drug use, nor to increase the social ills commonly associated with PWID.

Further research is always prudent before conclusive statements can be made.
However, for the time being, it does not appear that Sl sites represent any contribution to
increased crime rates, breakdown in social order, or the encouragement of recreational
drug use without consequence. On the contrary, we may tentatively say it is quite
possible that they help reduce the prevalence and impact of criminal activity related to
drug use. All available indications are that Sl sites are highly functional examples of

harm reduction for PWID and surrounding communities.

Main Argument
Our aim is to determine whether stigma against drug use may be the main cause
of reluctance to support supervised injection strategies at treatment centers. In our view,

the belief that opioid addiction is primarily a medical problem, and that the prevention of
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overdoses by PWID is of higher priority than use prevention should be understood as an
unstigmatized view. Conversely, the belief that opioid addiction is primarily a criminal
problem to be addressed by arrests and prosecutions, and that the prevention of drug use
is a higher priority than the prevention of overdose by PWID should be understood as the
stigmatized view. The main argument we seek to make is that Sl sites will more popular
among those with the unstigmatized view, and by inference, drug stigma may be a main
preventative force against Sl sites and other potentially effective harm reduction efforts.

Our null hypothesis shall be that there is no correlation or a negative correlation
between other forms of drug stigma and opposition to Sl sites; our alternative hypothesis
shall be that there is a positive relationship between them. Our project seeks to provide a
means of measuring stigma and opposition to SI sites in the city of Denver. The project
itself was divided into two separate phases, the first being a questionnaire and the second
being a series of in-person Zoom interviews, both intended to apprehend the opinions of
participants surrounding drug use, overdoses, supervised injection sites and the ideal
means of combatting drug addiction.

Broadly speaking, Phase | (the questionnaire) should be able to provide us with
primarily quantitative data, and Phase Il (the interview) should be able to provide us with
primarily qualitative data. We may quantify the results of the questionnaire by finding
correlations in answers given by respondents, thus giving us a clear picture of what kind
of attitudes strongly overlap with our own idea of drug stigma. The interview will give
participants a better means to discuss and justify their opinions on these matters, and to
characterize their beliefs. A deeper understanding of drug stigma may prove to be exactly

what we need to better advocate for and promote beneficial treatment methods.
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Chapter I1:

Questionnaires

Methods

The questionnaire served as Phase | of our project. Early in our research we
investigated existing survey materials created by earlier studies. We became aware of a
Substance Abuse Attitude Survey (SAAS) originally proposed by Chappel et al in 1985.
Research also indicated that this Survey was the subject of a factor analysis among nearly
600 college undergraduates in 1990 (Jenkins). Overall, the Survey consists of 25 Likert
scale statements to which respondents were asked to rate their level of agreement. The
statements themselves were mostly intended to measure whether respondents were
sympathetic towards PWID “Alcoholism is associated with a weak will,” “Alcoholism is
a treatable illness,” “An alcohol or drug-addicted person who has relapsed several times
probably cannot be treated,” “Coercive pressure is useful in getting resistant patients to
accept treatment,” etc.

Although the SAAS clearly has a lot of applicability to our own purposes, we
ultimately decided to utilize an original survey form, with fewer questions and a broader
diversity of question formats. In part, this was to encourage full completion; shorter
completion time makes the questionnaires less demanding on the subject’s time, while
more format diversity prevents the subject from losing investment due to repetition. The
decision not to use SAAS was also partly because that Survey had no particular focus on

Sl sites, which we intended to be the central focus of our own project. The questionnaire
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we designed ultimately had nine questions, greater focus on Sl sites and could be

completed quickly and easily by respondents.

Sampling and Distribution

To reach our sample we utilized simple voluntary sampling. Having made initial
plans to reach a sample of 300 Denver-based participants, we posted advertisements on
social media pages related to the city of Denver, utilizing the social media sites Facebook
and NextDoor. Most of our efforts were focused on the latter, where we were able to
select and canvas individual neighborhoods in Denver. Because we canvassed different
neighborhoods on different days, we have reason to believe that the majority of our
respondents came from the Denver neighborhoods of Capitol Hill, Lincoln Park,
Washington Park, and Baker. This was in accordance with our original hopes; these
neighborhoods constitute a roughly contiguous area in the city and surround an area in
which we knew there to be clinics for drug abuse treatment and high incident rates of
drug use. Other neighborhoods in which we canvassed included Ruby Hill, Overland,
Alamo Placita, Bonnie Brae, Platt Park, Athmar Park and University Neighbors. Through
Facebook we utilized group pages such as “Wash Park Neighborhood,” ‘Capitol
Hill/Cheesman Park Denver Neighborhood,” ‘Denver Events and Activities,” ‘The
Denver Group,” ‘Denver Locals’ and more. We had no effective means of determining
which posts were most effective at attracting respondents.

Posts were uploaded twice per week between the first week of October 2022 and
the first week of November 2022. Each post contained a link directing respondents to the
online questionnaire, and a brief description of the project. The description would only

mention that the project was conducting research into public opinion on supervised
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injection sites in the city of Denver, that we were seeking participants to fill out a
questionnaire, and how much time the participants could expect to spend completing if.
Responses were entirely voluntary, and as a result it is exceedingly unlikely that our
sample is a good demographic reflection of the population of Denver. However, we can
make broad estimations about the makeup of our sample based on the neighborhoods we
canvassed, and from the demographics most likely to visit the pages we posted on (for
example, age, job status, economic status, and likelihood of daily encounters with drug
use).

In our original projections we had anticipated as many as 300 total respondents.
Ultimately, we received 183 respondents in total, and of those only 155 fully completed
the questionnaire. The others were likely disqualified by not identifying themselves as
Denver residents, or for other reasons opted not to complete the questionnaire once they

had begun.

Structure of the Questionnaires

The questionnaires were designed through a survey design website called
SurveyMonkey. This was chosen for its easy accessibility, ease of use and the range of
tools available for users to analyze completed survey forms. Questionnaires were kept
brief so as not to discourage participants from completion. Results indicated that the
questionnaires took an average of 2 minutes for respondents to complete and submit.

The first page simply asked the respondent to confirm that they were 18 years or
older, and a Denver resident (exactly what made a respondent a “resident” of the city of
Denver was left up to their own judgment). Those who did not meet these requirements

were thanked for their time but disqualified from further participation. The second page
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contained an in-depth explanation of the project and a consent form; the form explained
that our purpose was to measure public opinion on supervised injection sites and
overdose prevention in general, and how much time the questionnaire was, according to
our predictions, likely to take. Privacy measures were outline and contact information
was given for the P1 and our host institution. Participants were asked to acknowledge
their understanding of this information by initialing. Following this, the subjects were
directed to the questions.

To improve participant investment in the questionnaire we were sure to have a
diverse array of different questions. The first two ask the participant to decide which of
two statements they find more in line with their personal beliefs, using a click-and-drag
slider. Two questions were open-ended, allowing the participant to answer freely in the
form of a comment (this allowed us to glean some qualitative data even from those who
did not want to become involved in Phase Il. Two questions asked the participant to rate
their agreement with a statement on a 5-point Likert scale. The last three questions could
be answered with a simple Yes, No, or Uncertain/No Opinion.

Except for the consent form acknowledgement and verification of residence and
age, none of the questions were mandatory for the participant to complete the
questionnaire. To ensure standardized comprehension for all participants, any terms that
might be unfamiliar to someone of only casual interest (including Sl sites) were usually
defined within the question. “Supervised injection sites” were defined as places “where
people can inject opioids surrounded by medical professionals in case of overdose.”
When the term “hard drugs” was used, we provided “such as heroin, cocaine and

amphetamines” as clarifying examples. Upon completion each participant would be made
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aware of Phase Il and its requirements and offered a link that would lead them to a sign-

up form for Phase I1.

Results:
General Results

The sliding scale questions indicated a moderately unstigmatized view of drug
use. In both questions, respondents were given two statements, one emphasizing a
stigmatized view of drug use and another emphasizing an unstigmatized view of drug
use. A sliding-scale button was provided, and respondents were to click and drag it
towards the statement they felt more in agreement or sympathy with, with proximity
indicating strength of agreement. The placement of the button would be represented
numerically in our results; those scores that were nearer to 0 were closer to the
stigmatized view, and those nearer to 100 were more sympathetic to the unstigmatized
view.

For Q1, the two statements were “Drug Addiction is a Criminal Behavior”
(stigmatized) and “Drug Addiction is a Medical Condition” (unstigmatized). The average
numeric value assigned to respondents’ answers was 67%, thus leaning more towards
unstigmatized. For Q2, the two statements being rated were “Drug addiction should be
handled by law enforcement and the legal system” and “Drug addiction should be
handled by public health professionals;” for this question, respondents were not simply
asked which they more agreed with, but which of the statements better summed up their
views on how society should respond to drug addiction. The average numeric score for
Q2 was 66%, indicating a lean towards the unstigmatized view, and very close to the

average for Q1.
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Q3 was “How comfortable are you with users of drugs injecting or consuming
drugs in public spaces?”” and answers were structured Likert scale-style: ‘Entirely
Comfortable,” ‘Somewhat Comfortable,” ‘Not Particularly Comfortable or
Uncomfortable,” Somewhat Uncomfortable,” or ‘Entirely Uncomfortable.” Respondents
overwhelmingly indicated that they were not comfortable with public drug use; answers
were distributed 3.06%, 1.02%, 10.2%, 25.51%, 60.2% respectively. That respondents
would indicate discomfort with public drug use was not an altogether unexpected
outcome. The purpose of the question was more to present a problem with widespread
drug use that Sl sites might have the potential to address, to possibly give respondents an
additional angle to consider as they rated their comfort levels with SI sites.

Q4 simply asked respondents if they would support ‘overdose prevention
services’ to be available in their own neighborhoods. Examples of ‘overdose prevention
services’ were not given; respondents were left to interpret it themselves. Respondents
were asked to answer either ‘Yes,” ‘No,” or ‘No opinion/Unsure.” A narrow majority,
56% answered in favor of supporting, while only 34% answered against. To provide
contrast, Q5 asked respondents if they approved, disapproved, or were uncertain/without
opinion specifically about supervised injection sites. Here the margins were much
narrower, 45% to 47%, leaning towards Disapproval. This question first established a
degree of controversy in the sample surrounding Sl sites, which does not appear to exist
for general overdose prevention services.

Q6 followed up for Q5 by asking how effective the respondent would expect an
Sl site to be at preventing death from overdose. This question notably asked for

expectation and perception, rather than opinion, and thus responses to this question could
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uniquely be called inaccurate when compared to real-life data. Recall that existing
literature (Potier) suggests that Sl sites generally are effective at preventing overdose
deaths. Responses to Q6 were, as with Q3, answerable according to a Likert scale: ‘Very
Effective,” ‘Somewhat Effective,” ‘Not particularly effective or ineffective,” ‘Somewhat
Ineffective,” and ‘Very Ineffective.” Around 56% of respondents believed that SI would
be effective at preventing deaths from overdose, with 34% believed they would be ‘Very
Effective. This was the most common response for Q6, with about 25% believing Sl sites
would be ineffective, and 20% believing them to be Very Ineffective.

Q7 asked respondents if they would support a supervised injection site to be
opened in their neighborhoods. Having established people’s general support for SI sites,
this question was to determine any inconsistency between responses here and responses
in Q4, which asked about support for overdose prevention services. Here, a majority of
respondents, 58%, indicated that they would not support Sl sites in their own
neighborhoods, and a mere 34% indicated support for such a scheme. Having collected
answers for all questions to which responses could be measured quantitatively, we set to
work examining any inconsistencies or curiosities about how our respondents chose to
answer.

An interesting disjoint is between the answers to Q3, Q5, and Q7. According to
our results for Q3, most respondents are supportive of introducing overdose prevention
services in their own neighborhoods. When respondents were asked about whether they
approved or disapproved of Sl sites, the rates of approval and disapproval were very
close to being even, which indicates less amenability to the idea than to nonspecific

‘overdose prevention services.” When it came to the question of whether respondents
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would support the opening of an S site in their neighborhood, the answers shifted to a
majority “No.” Clearly there is a sense of support for services that prevent overdoses,
even in one’s own neighborhood, but there remains a good amount of reticence if these
services are specifically identified as SI sites.

It is interesting to compare the results of Q5 and Q6. According to our results for
Q5, more than half of respondents in our sample disapproved of Sl sites conceptually.
But according to the results for Q6, most respondents still considered them to be effective
at preventing overdose deaths. Evidently there is some part of our sample that admits Sl
sites may prevent overdose fatalities, but still does not approve of them in general.
Although we did not ask respondents to explain their reasoning on these two questions
specifically, there are several likely explanations for this discrepancy. That respondents
simply did not care about the lives of PWID seems unlikely; presumably there were
concerns about what other hypothetical effects these sites might bring to communities.
Some respondents may have essentially believed that criminal prosecution would simply
be a better approach. Others may possibly have reasoned that Sl sites presented a risk of
enabling addiction in others or intensifying addiction in PWID, or that the presence of
patients at these sites could contribute to overall crime rates, and therefore the benefits of
fewer overdose deaths was not, to their thinking, worth. Others may have essentially
believed that criminal prosecution would simply be a better approach. Such beliefs about
Sl sites seem prevalent, even if, as we have discussed, they have not been demonstrated
as likely results in existing sites. In short, it seems likely that some respondents did not

view the prevention of overdose deaths to be the priority. In our view this is a clear
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expression of the stigma leveled against drug users, and how this stigma affects people’s

views and public policy.

Importance of Question 8

To better analyze our results, we chose one question to serve as our response
variable. Question 8 was written Would you feel comfortable with supervised injection
sites that do not require individuals to enter into detoxification services? For this question
we operated under the assumption that those answering in the affirmative would hold a
very unstigmatized view of drug use, since that answer would indicate concern with the
wellbeing of PWID even if active steps are not taken to stop them from drug use. Overall,
we received 93 responses in total to this question. 33 of them were answers in the
affirmative (Yes), 53 of them were answers in the negative (No), and the remaining 7
were indicative of more nuanced or uncertain views. The majority of respondents were
evidently not in favor of Sl sites existing without having a detoxification requirement,
though the number of respondents with the opposite view was not insignificant. While
most of the responses were written in the form of a simple yes or no, some respondents
offered more detail outlining their reasoning.

Among those who answered ‘Yes,’ there were only four more detailed responses.
One of them stressed that a mandatory detox requirement might make some PWID averse
to entering an Sl site, and the others, although comfortable with no requirement, still felt
detox programs ought to be strongly encouraged. Of the 54 negative responses, 14
offered more than a straightforward ‘No.” Among those who volunteered the rationale for
their response, many indicated that they disliked the notion that such an arrangement

might encourage drug use. Notable quotes included: “No. It should not be a lifestyle.
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People must be in a program.” “Stop enabling and destigmatization. It is perpetuating
addiction and death and externalizing the costs.” and “What you permit you promote...
Right now, | think some programs go too far in enabling addiction, giving people little
reason to make the scary decision to try and change their lives.” Only one or two of the
response comments directly alluded to any opposition to the idea of Sl sites overall.
About 85% of respondents who answered the question negatively also indicated
that they were “Entirely Uncomfortable” with the idea of PWID using drugs in public
places, with the remaining 15% being entirely “Somewhat Uncomfortable” or “Not
Particularly Comfortable or Uncomfortable”; the total for all respondents was around
59% Entirely Uncomfortable. When asked if they approved or disapproved of supervised
injection sites, around 86% of the respondents in this group indicated they Disapproved,
compared to the 47% for respondents overall. When asked if they believed Sl sites to be
effective means of preventing deaths from overdose, 38% of the group claimed it would
likely be Very Ineffective, compared to a 20% of all respondents. When asked if they
would support overdose prevention services to be available within their neighborhoods,
roughly 60% of those in this group answered “No” compared to the overall total of 34%.
When asked if they would support Sl sites to be opened in their neighborhood, 90% in

the group said No compared to an overall total of 58%.
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Similar trends were noted on the sliding-scale questions. Questions 1 and 2 asked

Q2 Results
Total Sample vs. Subset (those uncomfortable with Sl sites without
required detox)

Subset

Sample _

0 10 20 30 40 50 60 70

“Drug Addiction should be handled
law enforcement and the legal system"

M Average Response Value

Q1 Results
Total Sample vs. Subset (those uncomfortable with Sl sites without
required detox)

Subset

Sample _

0 10 20 30 40 50 60 70 80

M Average Response Value

"Drug Addiction is a Criminal Behavior"

respondents to use a sliding button to indicate agreement with either of two

Figure 1

statements (one stigmatized and one unstigmatized according to our view), with
the proximity to the statement indicating strength of agreement. The placement of the
button could be measured numerically, being closer to O for the stigmatized view and

closer to 100 for the unstigmatized view. For the whole sample, the average numeric



value for Question 1 were 67 and 66, while for those who answered Question 8
negatively, the values were 51% and 48%. Overall, these results are very telling; those
who answered No on Question 8 were more likely to also demonstrate the more
stigmatized view on other questions, and stigmatized views seem to be correlated with

one another.

Question 9:

Like Q8, Q9 was written to be an open-ended question to be answered with a
comment, to allow us more qualitative data collection. Q9 was phrased: What resources
do you believe are most important for overdose prevention and drug treatment? We were
already operating under the belief that those respondents with the unstigmatized view
would be more in favor of supervised injection sites as a means of overdose prevention
(among other medically based solutions), and those with (what we considered to be) the
stigmatized view would be in favor of more criminal-justice-based solutions. Our hope
was that this question might help establish any other trends in people’s preferred
strategies to combat high overdose rates. The operative word for this question was
overdose, not addiction. In this way, the answers would be less focused on prevention of
drug use in the future, and more on management of existing drug use.

Overall, we received 88 responses on Q9. Apart from sorting the responses into
stigmatized and unstigmatized views, we noted several distinct and recurring trends in the
opinions expressed by our sample. Of our 88 responses we noted 29 which suited our
concept of an unstigmatized response. This meant the response specifically mentioned
harm reduction efforts such as SI sites; given that those were the subject of the

questionnaire, we expected that most respondents would attempt to list something besides
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or in addition to them. Although they were not discussed with participants beforehand,
we anticipated that some other resources they might discuss could include needle
exchange facilities or naloxone. Alternatively, unstigmatized responses might have
emphasized a need for medical approaches drug addiction over law enforcement
approaches. For the most part, these 24 responses did conform to those expectations.

Of our 29 unstigmatized responses, perhaps 10 directly mentioned or
recommended naloxone or Narcan. Five mentioned needle exchanges, safe needles, or
‘safe paraphernalia.” Perhaps three specifically used the term ‘harm reduction.” Perhaps
two specifically stressed the importance of treating addiction as a medical rather than a
criminal problem. Other things commonly mentioned in these responses included
education, mental health and counseling services, inpatient services, drug potency tests,
MAT counseling, therapy, clean shelter, and access to housing. Since these concepts were
not discussed previously with the respondents, it is possible that the respondents in this
category had more personal experience with drug clinic work, though this is only
speculation.

We also received at least 31 clear responses indicative of the stigmatized mindset,
which for our purposes means a view prioritizing law enforcement and criminal justice
responses over harm reduction responses to drug use. We were able to note at least two
distinct recurring trends of stigmatized responses to Q9, each representing common
reasoning or themes. The first strain maintained that efforts should be focused entirely on
use prevention and criminal justice efforts were the only response needed to address
overdose prevention in existing users (or did not discuss such responses at all); the other

strain suggested that they would recommend forced rehabilitation programs for drug
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users. We did not fully anticipate the latter response, and although one could argue this
view does advocate for treatment instead of straightforward imprisonment, we ultimately
decided it better suited the stigmatized view, in that forced rehab can be fairly understood
as a punitive or correctional measure.

A final count concluded that, among our 31 stigmatized responses, 20 emphasized
the “prevention and punishment” school of thought and 11 emphasized the “force rehab”
school of thought (some incorporated both schools of thought, though for our purposes
we grouped them according to which they discussed more extensively). Those in the first
camp were generally quite clear that they wanted strict enforcement of drug laws and jail
sentences for offenders. Some discussed a need to control the flow of drugs more tightly
into the US from other countries so as to stop the supply of drugs for good, reasoning this
would stop addiction from happening in the first place. The word ‘prevention’ was
stressed repeatedly throughout these responses. Another recurring theme was the
importance of greater police presence and jail facilities, with a few advising, concisely,
“Lock them up.” One of the more in-depth responses in this group reiterated that public
drug use had made it unsafe or unpleasant for Denver citizens to explore certain places;
distinctions were not made between other kinds of public drug use and drug use in SlI
sites, which were analogized to ‘safe gambling areas for those addicted to gambling.’

The “forced rehab” responses were rarer but offered more interesting data. In a
sense they represent a more moderate stigmatized view, or perhaps a middle ground
between the stigmatized and unstigmatized view. Believing PWID ought to be extended
therapeutic and medical services, rather than purely punitive ones, does indicate an

understanding of them as still part of society, not to be entirely ostracized. However, this

46



view remains separate from our own understanding of the unstigmatized view; although
these responses do not call primarily for punishment of PWID, forced rehab does still
imply a risk of punishment for noncompliance, and thus punitive discouragement is still a
factor alongside the wellbeing of PWID. Most of the ‘forced rehab’ responses were fairly
concise, opting to simply mention that such services must be involuntary with penalties
for avoidance, or that other forms of aid must be contingent on first accepting them.
Generally, respondents did not go into specifics on implementation, though some did. In
one or two, a more nuanced arrangement of offering arrested PWID a choice between
treatment or incarceration was suggested. One such response proposed that existing Sl
sites in Vancouver would ultimately do little for their visitors, as “these centers save life
in the moment, but not after they walk out the door, where there are increased deaths just
a block away from the center.”

A small handful of responses challenged the stigmatized/unstigmatized binary we
had established for analysis. Several indicated sympathies towards both the stigmatized
and unstigmatized view, for example: “Both carrot and stick. One or the other on its own
is not the answer.” Another response suggested mental health treatment, drug testing kids
and needle exchanges as recommended resources, but also brought up conservatorships
and stressed that getting people sober and off the street should be a priority. This should
emphasize that they are not necessarily mutually incompatible points of view, although in
the context of the study we may have presented them as antipolar.

Several other responses did not necessarily advocate for harm reduction
techniques but also did not meet our standards for an unstigmatized point of view, mostly

because the lack of detail provided made it difficult to determine underlying reasoning.
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For example, one simply read ‘a job,” but failed to discuss whether they were advising
better employment programs or simply believed the onus should be on users to forgo
drugs and seek employment. One recommended psilocybin as a treatment method but did
not discuss specifics- whether it would be prescription available or distributed to in-
patients, for example. Another suggested that regenerative agriculture might play a role in
drug treatment but did not specify in what way. A very small minority, only one or two
responses, seemed to give the impression of helplessness, opining that there simply were
no actionable solutions that they were aware of.

Stigmatized responses to Q9 also appeared to correlate with other question
responses we had projected to indicate drug stigma. Of 31 total stigmatized Q9 responses,
26 also gave Negative responses to Q8, likewise indicating drug stigma in our estimation.
For this group, the average response to Q1 was a 49.6 score compared to an overall
average of 67, where 0 indicated most stigmatized and 100 indicated least stigmatized.
Similarly, responses to Q2 for this group averaged 39.2 compared to an overall average
of 66. Stigmatized responses to Q9 also correlated to much higher disapproval of Sl sites,
with the subset showing an 84% disapproval rating compared to the overall 47%;
similarly, this subset exhibited a 42% expectation that Sl sites would be ‘very ineffective’
compared to an overall 20%. These results may reasonably suggest that Q9 has some
degree of usefulness for predicting consistent demonstration of drug stigma held by a

respondent, though more data would be necessary to state as much absolutely.
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Figure 2

Consistent with our expectations, it appears that certain expressions of drug

stigma do correlate with opposition to Sl sites as a treatment method. In our

questionnaires, those who answered in ways consistent with our idea of drug stigma were

proportionately much more likely to be disapproving of Sl sites and were more likely to

have low expectations of their effectiveness than the overall group. Even among those

who believed Sl sites might be effective, not all were necessarily approving of their

implementation. Comment-based responses revealed the underlying reasoning that led
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respondents to disapprove of SI sites; among the most commonly cited reasons were the
belief that criminal punishment or at least forced rehabilitation programs are more
desirable responses to drug use. When presented with a strict binary between seeing drug
use as a criminal activity requiring incarceration and punishment, and drug use as a
medical problem requiring primarily care and treatment, those disapproving of SI sites
seem to sympathize more with the former view. There were also concerns that Sl sites
would enable drug use among its visitors, and that the presence of drug users in a

neighborhood would itself be construed as a problem.

Methodological Weaknesses

It is undeniable that this questionnaire had a much lower response rate than we
were hoping for. Our canvassing efforts did not reach the 300 respondents we had been
hoping for. Because we used specific and limited canvassing efforts (relying on social
media platforms, which were made to cater to specific demographics), it is unlikely that
our sample is a fully inclusive representation of the entire population of Denver. It does,
however, remain possible that the demographics we have reached were more suitable for
our own purposes than a more general sample might have been.

Even within the small sample of those who took the questionnaire, not all
respondents completed every question. For many questions we received only 98 or 99
answers, despite a supposed total of 183 overall respondents. That further limits the data
available to us, and the overall generalizability of our sample. We also have no way of
knowing if any respondents took the test repeatedly, as we had no way to control for such
an eventuality. If other studies such as this are to be done in the future, as they should be,

a revised design may be necessary to ensure better quality of results. Furthermore, there
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are some avenues of research that we were not adequately equipped to pursue which
might have yielded important information. For example, following Phase I, once the
approval/disapproval of Sl sites was established, is it possible that a primer on the

existing, confirmed benefits of Sl sites might reduce the level of disapproval among

respondents?
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Chapter I1I:

Quialitative Interviews

Introduction

While the questionnaires were crafted in order to quantify the feelings of
subjects on Sl sites, a secondary, more qualitative phase of research was devoted to
characterizing or explaining those feelings. Phase Il consisted of one-on-one interviews,
conducted live over Zoom, each with one of the previous Phase | subjects. Interviews
were to be semi-structured; once the questions had been asked, the subject would be free
to answer using their own words and at their own pace. The interviewer’s policy was to
avoid speech as much as possible during subject answers; points were not to be argued,
and perceived misconceptions were not to be contested. It was important that the
subject’s thoughts be freely offered and sincere, rather than prompted, and that the

conversation not feel driven by their sense of the interviewer’s expectations.

Selection of Subjects
After each subject had finished the questionnaire, they were directed to a message
asking if they would be willing to further assist the project, being assured that further
involvement was by no means compulsory and that completion of Phase 11 was not a
requirement for submitting their answers to Phase I. Interested subjects would follow a
provided link and then take steps to sign up for interviews at a time during which they
would be available. Thus, all subjects who volunteered for Phase Il would thus have been

another stratum of volunteers from within our Phase | sample.

52



In the original projections we had expected significantly more volunteers from
among the Phase | participants. We had hoped to place a maximum cap at 25, and later
15 interviews total for all of Phase Il. The original resolution in the event of getting
volunteers than that cap was to number each of them in order of timeslot and then
randomly select from the volunteers, in the hopes that randomness would minimize any
unexpected biases. Ultimately, we received only 9 volunteers for Phase I1, and only 3 of
those were able to make their appointments. Some attempts were made to reach out to the
remaining 6, but in the end for various reasons they were not able to participate.

Although 3 subjects is dramatically less than the original experiment design called
for, it was determined that this phase of the project still receive documentation in this
review. The answers given in the interviews still potentially contain useful qualitative
data giving at least a little insight into the reasoning behind people’s opinions on SI sites
and drug use. Further, the small sample of completed interviews allows a deeper analysis

of each individual interview.

Structure of the Interviews

There were to be three primary questions in the Phase |1 interviews. The first two
were intended to be very simple, only requiring the subject to express their views and
opinions on an issue. The third was intended to be more complex, as it required the
subject to think about social policy, and about good ways to address the social issue of
drug use and of overdose.

Since the questions could potentially be answered with simplistic responses, sub-
questions were devised which would be asked in order to encourage the subject to share

as much as possible, if they interviewer were to sense any struggle on the subject’s part to
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provide helpful specifics. Before recording began and the questions were given to the
subject, the interviewer’s responsibility to was to inform that 1) the interview would be
recorded and the recording would not be shared outside of the research team, and that no
names or identifying marks would be shared on any publication; 2) that the questions
would mostly be open ended to invite freeform answers, with minimal back-and-forth
discussion; and 3) that the subject was by no means required to answer any questions
they were not comfortable with or to finish the interview if they were not comfortable

with doing so. The questions and the sub-questions were:

1) How big a problem do you think drug use is in this country?

If the subject’s first instinct was to discuss drugs other than opioids, then once they
had finished answering the question would be asked again and rephrased: “How

big a problem do you think opioid use specifically is in this country?”

Follow-ups to this question, to guarantee a sufficient amount of useful data:

-Is it a problem specifically in your neighborhood?

-Are you aware specifically of overdoses in your neighborhood?

-Are you aware of places in your neighborhood where drug users consume drugs?

2) Are you aware of recent plans to open a supervised injection site in Denver? What are

your thoughts on this plan?

Follow-ups to this question, to guarantee a sufficient amount of useful data:
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-A common criticism of SI sites is that they ‘enable’ drug use. What are your
thoughts on that? (if clarification is needed: do you overall agree or disagree with

that idea? Is it a concern?)
3) How would you measure the effectiveness of a drug treatment plan?

If a subject seemed supportive of Sl sites: “What services do you think these sites

should be equipped with?”

If a subject did not seem supportive of Sl sites: “What facilities or treatments

would you advise to prevent overdoses?”

We were expecting that interviewees could be easily grouped into one of two
categories: those who were in favor of Sl sites, and those who were not. With regards to
the first question, the expectation was that respondents in both categories would likely
answer that drug use was a significant problem. But our further expectations were that
those in favor of Sl sites would be more concerned about the wellbeing of PWID and
those not in favor of Sl sites would be concerned about the potential rise in crime or
urban decay that might they perceived might accompany rising rates of drug use. The
difference in responses to the second question should be obvious; our expectation for the
follow (regarding the supposed ‘enabling’ of drug use) is that those not in favor of SI
sites would agree with that idea overall.

For the third question we expected those in favor to argue that successful drug
treatment plans would focus on preventing overdoses first and foremost, while those not
in favor would think of preventing drug use first and foremost. This is not to suggest that

respondents are ‘incorrect’ for bringing up or prioritizing such considerations, as we are
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only seeking to establish the beliefs and attitudes that make one less likely to support Si
sites. Finally, we had relatively few expectations for what responses we might get for the
sub-questions following question 3. Those who were enthusiastically in support of SI
sites we expected to have done more personal research into harm reduction techniques,
and therefore they might have knowledge of things such as Narcan. But overall, the

question was kept very open ended to allow virtually any responses.

Responses

Subject 1

In answering the first question, Subject 1 identified themselves as someone who
did volunteer work reaching out to homeless encampments in downtown Denver, and
therefore someone who had firsthand experience of both fentanyl usage and overdoses
from fentanyl. They identified the opioid epidemic as a definite source of concern and
expressed dissatisfaction with current attempts to address it. Subject clarified that they
did not think criminalizing drug use would prove an effective method, and that recent
‘sweeps’ of homeless encampments (which pushed the homeless out of residential areas
and into more secluded areas) were unlikely to be effective means of handling the
problem.

Subject was very enthusiastic about the possible introduction of Sl sites in
Denver, going so far as to call it a ‘fantastic’ plan and claiming to support them 100%.
They had specific ideas about where such sites might be opened in order to be most
effective for the community. They also mentioned awareness of HRAC (Denver Harm

Reduction Action Center) through which they were aware of rising numbers of overdoses
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in the city. When asked if Sl sites might incentivize addiction and drug use, subject
countered by calling attention to the likelihood of overdose prevention and the benefits
potentially offered by a safe needle exchange program.

The subject was also able to recommend a number of things necessary to make Sl
sites effective, or at the very least to prevent overdoses or deaths by exposure in public
drug-use areas. For example, subject recommended warming tents (and perhaps cooling
facilities during summer months) and safe needle exchange programs, and specifically
discussed Narcan by name, mentioning having seen its usefulness for ‘reviving’ patients
firsthand. Subject was very clear about prioritizing the needs of PWID for safe spaces
over the need of communities to distance themselves from PWID.

Although the subject clearly had much to talk about, when asked “How would
you measure the effectiveness of a drug treatment plan?” they found it difficult to offer a
good response, simply claiming they would feel more comfortable leaving details like

that to experts and workers at HRAC.

Subject 2

Subject 2 expressed the view that we were in the middle of an opioid crisis and
mentioned having some experience with public drug use in their home neighborhood.
They were aware of plans to introduce Sl sites in the city of Denver and offered the
opinion that SI sites were very important. Subject affirmed specifically that drug
problems should be thought of as health problems and opined that leaving PWID on their
own in unsafe conditions was treating them in an “inhuman” manner, and that offering a

safe, clean place was perhaps the least that could be done for them with existing
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resources. Subject expressed concern specifically about the risk of overdoses, and even
expressed the view that Sl sites should not be controversial.

In response to the suggestion that an Sl site might enable or encourage drug use,
subject responded that the idea was “whack,” (presumably meaning absurd) and
countered that the addictive nature of drugs was already an encourager of drug use. In
clarification the subject pointed out that drugs are consumed “no matter what,” thus
confining drug use to public streets was unlikely to deter anyone. When discussing how
to measure the effectiveness of a drug treatment plan, they believed it was important to
give PWID multiple chances (implicitly multiple chances to reform or to abandon the
habit of drug use). Patience and repeated effort were discussed, as were resources to help
with relapse. Subject expressed the view that an effective treatment plan ultimately helps
PWID who seek treatment resume their lives without using, but also directly addresses
problems such as homelessness, poverty and hopelessness which might drive one into
drug use in the first place.

When discussing the facilities that an Sl site would require, subject emphasized
medical personnel, but also other social services such as housing and employment
assistance. Subject recommended that they be equipped with showers and laundry rooms,
presumably for reasons of hygiene as well as overall presentability. Like the previous
subject, they were overall quite in favor of SI sites overall. Some of their answers,
particularly the final ones, present a more original and interesting angle not discussed in
the previous subject’s interview. In particular, the idea that SI sites need concern
themselves not only with preserving life and protecting from exposure, but also with

equipping patients with the means to better support themselves economically.
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Subject 3

Subject 3, in contrast to the others, seemed more hesitant about the idea of
introducing Sl sites in Denver. Interestingly they seemed less committal in describing
drug use as a serious problem, admitting that it might be serious, but they didn’t believe it
had much impact on how people in general lived their day-to-day lives. They admitted
that endemic drug use might be a problem in smaller and more rural towns, particularly in
more recent years, but that overall drug use was localized to more urban areas. They
attested to having some awareness of its presence in Denver as a resident and knew of
some streets in the central city where rescue units could be frequently seen responding to
overdoses, or places where littered syringes and other drug paraphernalia were common.
They also made mention of drugs besides injectable opioids such as hard smokeable
drugs (implicitly not tobacco or cannabis based, though subject was not sure enough to be
more specific). Subject related one incident in which men in heavy clothes, indicative of
living without warm shelter, entered a fast-food restaurant and took turns in the restroom
likely injecting drugs (subject witnessed them handing a syringe between themselves). It
is interesting to note that this subject seemed to have more detailed accounts of the drug
use they had encountered but overall was more hesitant to describe drug use as a national
epidemic.

Subject confirmed they were aware of Sl site introduction plans in Denver but
expressed uncertainty about the plan, comparing it to a location where people could
‘dance and take their clothes off.” Clarifying, the subject explained that it might be good
to have such a location but that they wouldn’t feel especially comfortable with one near a

residential zone, expressing concerns that such places might attract unwanted elements

59



into the vicinity. Subject admitted to having knowledge of such facilities in other
countries but felt that the differences between those countries and America would make it
unreasonable to project similar results here. In conclusion, the subject stated that they
would not feel altogether comfortable with such a location operating near their home.

On the idea that Sl sites might enable or encourage addiction, the subject
expressed the view that this seemed plausible and was likely true. They pointed out that if
a place were opened where they could freely consume bourbon whiskey, they would
probably do so more frequently than they do now. Subject also seemed to express the
concern that people who were not drug users might come to Sl sites to experiment with
drugs for the first time, thus creating a possible avenue to addiction that did not exist
previously. When asked what how they would measure the effectiveness of a drug
treatment program, the subject suggested that the program should begin with stated goals
and demonstrate that they are achieving them, and that they “would think™ that the stated
goals of a drug treatment plan would be to ultimately prevent or stop people from using
illegal drugs and cure them of addiction if possible. Subject did further point out that the
goal down the line for addicts in recovery should be to save their lives and find a
productive situation in society. The subject also brought up some ‘soft” drugs (not their
own word) such as cannabis, which they argued were demonstrably not as dangerous to
health nor as worthy of legal opposition as ‘hard’ drugs. This, they further argued, made
such drugs less worthy of government policy/effort to combat.

When asked what facilities or approaches they would recommend by way of
preventing overdoses, the subject’s first recommendation was that ways be found to keep

people at risk of overdose from the substances that would cause one. Offering more
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specifics, the subject discussed better policing and better monitoring of the presence of
drugs in homeless encampments. Subject expressed the view that much drug use in such
encampments was ‘turned a blind eye’ to or wrongly written off as infeasible to properly
address. After policing, subject stressed the importance of education on drugs, to better

discourage people from using.

Overall Results

Although we had projected each interview to take as long as half an hour
maximum, in practice, with the time taken to make introductions and explain ethical
boundaries, interviews tended not to take more than fifteen minutes total. Most volunteers
opted to schedule for timeslots in the early morning, even those who were not able to
participate in the end. This fact may give some insight into the demographic makeup of
our volunteers; if they were available for interviews in the early morning they likely
worked from home or had flexible work schedules. This suggests all were well into adult
age, they were probably homeowners and high-income earners. This is obviously only
speculation, but it may indicate the kind of demographics that are in a position to respond
to a project of this type.

Ultimately it appears that of our three interview subjects two were broadly
supportive of Sl sites as institutions and one was not. We would expect that those with
the strongest opinions on the subject would be the ones most disposed to volunteer those
opinions in a Phase Il interview. However, because of low response rate it is difficult to

draw any meaningful trends in this sample.
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Methodological Weaknesses

Due to the disappointingly low turnout of volunteers for Phase Il, it is admittedly
somewhat lacking as a data source. The method of recruiting volunteers was perhaps
excessively complicated. We required participants to first complete Phase | and then
follow a link they might have perceived as suspicious. It is certainly possible that this
reduced interest in volunteering for Phase Il among our participants. Our sample is also
very unlikely to be representative of the whole population of Denver. Although we can
make some broad generalizations, and it is likely that we represented part of society
which we had the most interested in surveying, our ability to generalize results is still
compromised by our methods.

The third question also seemed to give most subjects some difficulty, as the
perhaps vague nature of the question may have made it unclear to subjects how they were
meant to answer. However, since there is only a limited sample, it would be a mistake to
write it off completely. If this Phase Il format were to be repeated it would need
considerable adjustment in order to get more usable data. Some gquestions might require
retooling to make them easier to answer. A new sampling method should probably be

employed in order to guarantee more responses.
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Chapter 1V:

Conclusions

The purpose of Phases Il and 111 of our research was to determine if drug stigma
would negatively impact a person’s opinions on Sl sites, in the understanding that SI sites
are facilities that help to reduce the social harm done by drug use. Implicitly, this would
mean that those sympathizing with drug stigma were not concerned with the harm that
drug use might do to drug users, or at the very least did not consider it a larger concern
than others. To put in the most extreme terms: if Sl sites can be said to allow for drug use
while saving the lives of PWID, would participants consider this a more desirable
situation than the reverse- a method which aims to prevent drug use while representing a
greater risk to the lives of PWID. Based upon our results, it seems reasonable to conclude
that drug stigma in Denver can lead people to de-prioritize the wellbeing of PWID and
make them less supportive of efforts that seek to reduce drug-based social harm. In our
sample, participants who disliked the notion of SI sites were more likely to view drug use
as a fundamentally criminal behavior, and to consider arrest and imprisonment to be
suitable, preferable means of handling it.

Drug stigma therefore plays a considerable role in policymaking and can hamper
the implementation of harm reduction efforts. The loss of social acceptability that is a
component of drug use, and the popular understanding of SI sites as analogous to ‘places
where criminals may commit crimes’ have likely hardened public sentiment in Denver

against Sl sites and harm reduction measures. Drug stigma can cause members of society
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to disregard the potential benefits of Sl sites, as the people who immediately benefit are
of a stigmatized group, for whom full sympathy is not considered wholly acceptable. If
there is to be a movement towards harm reduction in government policy, drug stigma is
likely to be among the primary obstacles to be overcome.

Although we consider our findings to be important and informative, further
research will always be necessary to fully understand social problems. The applicability
of studies like this would be much improved with a larger and more diverse sample size,
ideally one covering inhabitants of multiple American cities. It may be particularly useful
in the future to perform an experiment in which drug-stigmatized subjects are given a
brief summation of the known benefits of Sl sites to see if this perspective might mitigate
their negative opinions on Sl sites. Information such as this should be considered highly
important as a way of better understanding sociocultural dimensions of the opioid

epidemic, and hopefully of formulating solutions.
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