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The Canadian Medical Association (CMA) provides this brief for consideration as part of
House of Commons Standing Committee on Public Safety and National Security’s study of Bill
C-2, An Act to amend the Controlled Drugs and Substances Act (Respect for Communities
Act).1
Prior to a discussion on CMA’s position regarding the substance of Bill C-2, the CMA firstly
recommends that legislation pertaining to harm reduction services requires study by
parliamentary committees responsible for health or social matters in addition to public safety.
Bill C-2 (formerly Bill C-65) is subsequent to the 2011 unanimous ruling of the Supreme
Court of Canada2 that recognized the significant evidence on the benefits of Insite,
Vancouver’s supervised injection site. The Supreme Court ordered that the federal
government grant the exemption for medical and scientific purposes to Insite.
The ruling left decisions regarding future applications for exemptions to the Controlled Drugs
and Substances Act (CDSA) for Insite and other potential supervised injection sites up to the
discretion of the Minister of Health, with the provision that the Minister seek to strike the
appropriate balance between the public health and public safety goals, and suggests the
decision be based on five elements: “evidence, if any, on the impact of such a facility on
crime rates, the local conditions indicating a need for such a supervised injection site, the
regulatory structure in place to support the facility, the resources available to support its
maintenance and expressions of community support or opposition.” 3
In response, the Minister of Health proposed Bill C-2, which amends the CDSA to include
section 56.1, and provides a federal regulatory framework for supervised consumption sites.*
CMA is deeply concerned with the proposed legislation, as it has the potential to create
unnecessary obstacles and burdens that would ultimately deter the creation of new supervised
consumption sites, even in municipalities where the need and cost-effectiveness has been well
researched and the health and safety benefits clearly established. Moreover, it does not strike
the appropriate balance between public health and public safety, as is the spirit and intent of
the Supreme Court of Canada ruling on Insite. This will make the renewal of exemptions for
Insite, the very facility which the Supreme Court ruled “saves lives”, very difficult.
Public health approach to addiction
Addiction should be recognized and treated as a serious, chronic and relapsing medical
condition for which there are effective treatments. The CMA has long called for a
comprehensive national drug strategy that addresses addiction, and includes prevention,
treatment, harm reduction and enforcement components.
Public health objectives in addressing addictions will vary depending upon the circumstances:
*

“Supervised consumption site” is the term used in Bill C-2, section 56.1, and defined as “a location specified in the terms and conditions
of an exemption, granted by the Minister under subsection (2) for a medical purpose, that allows any person or class of persons described in
the exemption to engage in certain activities in relation to an illicit substance within a supervised and controlled environment.” The Supreme
Court of Canada and other documents use terms such as “supervised injection site” “supervised injection services”, “drug consumption
rooms” or “safer injection site”. In the literature, supervised consumption sites could also include supervised inhalation services.
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preventing drug use in those who have not initiated use (e.g. pre-teens); avoiding use in
circumstances associated with a risk of adverse outcomes (e.g. drug use and driving motor
vehicle); assisting those who wish to stop using drugs (e.g. treatment, rehabilitation); and
assisting those who continue to use drugs to do so in such a manner as to reduce the risk of
adverse effects (e.g. needle distribution program).
Despite drug use being primarily a health and social issue, the focus of the federal National
Anti-Drug Strategy is heavily skewed towards a criminal justice approach, as evidenced by a
recent evaluation.4 This approach does not address the determinants of drug use, treat
addictions, or reduce the harms associated with drug use. Other models are more effective in
achieving the desired objectives and more investments need to be made in prevention, harm
reduction and treatment, keeping individuals out of the criminal justice system.5
Drug use is a complex issue, and collaboration among health and public safety professionals,
and society at large, is essential.
Harm reduction is part of health practice
Harm reduction is not restricted to services for people who use drugs; it is an approach that is
adopted routinely in every health and social program. For example, seat belts, air bags and
helmets are encouraged and even mandated to reduce some of the possible harmful
consequences of driving or cycling – regardless of who is at fault. Many medications do not
cure diseases, and are essential to prevent complications. An example is the use of insulin by
people with diabetes.6 There are many programs created to reduce the harms created by
alcohol, a legal substance that contributes to a significant burden of disease, disability and
deaths. Examples include low risk drinking guidelines, designated driver or alternate driver
programs for drinkers, graduated licenses and changes in the hours of liquor stores to reduce
the use of non-beverage alcohol.7 While the risk is still present, this approach reduces harms.
Harm reduction related to psychoactive substances, “refers to policies, programmes and
practices that aim primarily to reduce the adverse health, social and economic consequences
of the use of legal and illegal psychoactive drugs without necessarily reducing drug
consumption. Harm reduction benefits people who use drugs, their families and the
community”.8 They are part of a comprehensive approach which also includes abstinencebased programs.
The CMA fully supports harm reduction strategies as they aim to reduce mortality and
morbidity even in the face of continued exposure to a potentially harmful substance. Addiction
is an illness, and harm reduction is a clinically mandated and ethical method of care and
treatment. Physicians must treat patients as a matter of good medical practice and ethical
obligation, whether the patient is believed to contribute to his or her injury or not. Section 31
of CMA's Code of Ethics provides that all physicians must "recognize the responsibility of
physicians to promote fair access to health care resources".9
Harm reduction information, services and interventions are respectful and non-judgmental,
and have the purpose of promoting health and safety. These strategies were developed in
response to critical situations and high costs to the health, social and criminal justice systems.
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Harm reduction approaches are evidence-based, cost effective and have a high impact on
individual and community health. Such programs for injection drug users are now well
established within every province and territory in Canada, in the form of needle and syringe
distribution programs, methadone maintenance and the provision of sterilized equipment.10
Supervised Consumption Sites are evidence-based
Supervised consumption sites, within a comprehensive drug strategy, are another example of
a harm reduction program. They were developed to reduce the harms of Injection drug use,
which are an increased incidence and prevalence of infectious diseases including HIV/AIDS,
Hepatitis C, and skin- and blood-borne infections; frequent drug overdoses resulting in
significant morbidity and mortality; and increased hospital and emergency service utilization.
Many of these health problems are not due to the drugs themselves, but to the injection
method and equipment.
Supervised consumption sites are “specialized facilities that provide injection drug users with a
clean, safe, unhurried environment. Sterile injection equipment is provided and health care
and social service professionals are available to deal with health issues, provide counselling,
and facilitate access to detoxification and treatment programs. Supervision is provided by
health professionals trained in low-risk injection techniques and overdose intervention.”11 The
drugs are acquired elsewhere, and they are located in areas of concentrated and highly
visible drug scenes. Such services have existed for many years in many countries, and there
are over 90 sites operating in countries such as Australia, Germany, Luxembourg, the
Netherlands, Norway, Spain and Switzerland.12
Clients of these sites have complex histories of trauma, mental illness and drug use, and live
at the margins of society, unreached by traditional health and social services. Supervised
consumption sites are developed as low threshold services for hard-to-reach populations
which are experiencing unacceptable levels of deaths and diseases. Existing outreach and
treatment programs are insufficient to meet the needs of this population, and these sites are a
point of entry into health and social services.
Insite, the first supervised injection site in North America, operates in Vancouver’s downtown
east side as part of the ‘four pillars’ drug strategy: prevention, treatment, harm reduction, and
enforcement.13 14 In 2012, Insite had an average of 1028 visits per day. There were 497
overdose incidents with no fatalities and 3418 clinical treatment interventions. Insite staff
made 4564 referrals for further health care, housing and social supports, and the vast
majority was for detox and addiction treatment.15
Insite has been one of the most researched public health interventions to date.16 Research
was conducted by the BC Centre for Excellence on HIV/AIDS, funded partially by Health
Canada, and there are over 30 publications in leading peer-reviewed scientific and medical
journals.17 18The evidence shows that there has been:


A reduction in the overall rate of needle sharing in the area;19



A reduction in deaths due to overdose in the area, with no overdose deaths in the
facility;20 21
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Increased access to addiction counseling and increased enrolment in detox
programs;22 23



Opportunities for HIV prevention through education, and increased links between
patients and HIV treatment and services;24



Improvements in measures of public order including reduced public drug injections
and publicly discarded syringes;25 and



No increase in levels of drug dealing or other drug related crime in the area in which
the facility is located. 26



Cost savings to health and social systems, reducing risks of infectious diseases,
intervening early when there are issues, and reducing the need for emergency care.27

28

Reports from other countries show similar results.29 30 However, “research evidence, even if it
meets rigorous academic standards, might be insufficient to sway opinions among those who
hold a firm view of addiction as a moral failure.”31 Assertions that supervised consumption
sites will not reduce disease transmission, exacerbate crime, encourage drug use, have
destructive effects on local businesses and residents are not based on evidence.
Physicians believe that medical decisions must be based on evidence, not ideology or public
opinion, and the evidence shows that supervised injection reduces the spread of infectious
diseases, decreases the incidence of overdose and death and increases access to much
needed services, without increasing problems with public safety.
Significantly, the Court accepted the evidence that “Insite has saved lives and improved health
without increasing the incidence of drug use and crime in the surrounding area.”32 It also
stated that Insite is supported by the Vancouver police, the city and provincial governments.
Supervised consumption rooms aim to address problems of specific, high-risk populations of
people who use drugs, particularly those who consume in public and other high risk
situations. They seek to meet the needs of those who use drugs, but also of the communities
that are struggling with a crisis situation.
The CMA has the following concerns with Bill C-2:
1. Bill C-2 does not strike a balance between the public health and public safety goals of
the CDSA. As written, Bill C-2 disregards the strong evidence of important positive
impacts on public health and public safety and giving undue emphasis on public
opinion, which might not be fully informed or experienced. Although public opinion
might initially be against the introduction of such facilities, public acceptance of
supervised consumption sites is considerably high in most of the locations where they
have been established, in both Vancouver sites (Insite and the Dr Peter Centre) and in
European countries. “Health problems have been reduced, and law and order have
been improved. Communities, neighbourhoods and local authorities are usually
involved in the good functioning of the facilities through cooperation and
5

communication.”33 The Supreme Court states that there has been “no discernible
negative impact on the public safety and health objectives of Canada during its
[Insite’s] eight years of operation.”
2. Bill C-2 contradicts the spirit and intent of the unanimous decision of the 2011
Supreme Court of Canada regarding Insite which states that “the potential denial of
health services and the correlative increase in the risk of death and disease to injection
drug users outweigh any benefit that might be derived from maintaining an absolute
prohibition on possession of illegal drugs".34 Bill C-2 does not acknowledge the
extensive evidence that exists regarding supervised consumption sites both
internationally and in Canada, as discussed previously. Passing Bill C-2 in its current
form could potentially prevent the renewal of the exemption to Section 56 of the CDSA
for Insite. A likely consequence will be further costly litigation.
3. Bill C-2 would impose multiple and significant barriers that providers of health services
to obtain an exemption to section 56 of the CDSA. From five criteria in the Supreme
Court decision concerning Insite, Bill C-2 lists 27 requirements (Section 56(1)(3)),
which include demographic and scientific data, letters of opinions from representatives
of local police and local and provincial governments, information about proposed
staff, descriptions of planned procedures and reports from community consultations.
Such evidence could require extensive resources and funding by local public health
units and community agencies. Some of the data required may only be available in
the context of a research project. The data is not only influenced by the existence or
not of a supervised consumption site, but by many other factors, such as poverty,
enforcement resources and others. Community opinion of supervised consumption
sites can also change to be significantly positive after experiencing months of its
operation. Finally, Bill C-2 does not address how the Minister is to weigh the
information submitted, to guarantee impartiality, or even if he or she must consider an
application. Even after meeting all those requirements, the Minister has the sole
discretion to decide whether a site can open, and the preamble states that exemptions
will only be granted in “exceptional circumstances”.
4. Bill C-2 did not involve consultation with provincial and territorial ministries of health,
community agencies and professional associations, such as the CMA. Public health
authorities and particularly health professionals, who work with people with addictions
on a daily basis, recognize the dire need for complementary approaches to substance
use that address different needs. The exemption to section 56 is for medical purposes,
and public health agencies have the competency to determine when there is a need.
It is the CMA’s ultimate position that Bill C-2, the Respect for Communities Act must be
withdrawn, and that it be replaced with legislation that recognizes the unequivocal evidence
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of benefits of supervised consumption sites, that was accepted by the Supreme Court.
Legislation would enhance access to health services, which include prevention, harm
reduction and treatment services in communities where the evidence has shown they would
benefit from such health services.
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