Crack Use in Canada:
Epidemiology, Harms &

Interventions

Benedikt Fischer, PhD

Professor & CIHR/PHAC Chair in Applied Public Health & MSFHR Senior Scholar

|/Director, Centre for Applied Research in Mental Health and Addictions
(CARMHA)

Faculty of Health Sciences & School of Criminology, Simon Fraser University,
Vancouver, Canada

Adjunct Scientist, BC Centre for Disease Control (BCCDC), Vancouver
Senior Scientist, Centre for Addiction and Mental Health, Toronto

CARMHA

ntre for Applied Res L"ﬂCI ~ ) ) ~
I\/\e 1tal Health & Addictic SIMON FRASER UNIVERSITY

FACULTY OF HEALTH SCIEMCES




BOPM TORN
o East
Petropavlavsk-Kamchatskiy Siherian SeEa

RUSSIA ) : :
Wiingel 1 ARCTTIC
ACEAN - "
Edlesimety | i

e Greenland (Den.)
Bering Elizabegh 15
S .
= Beaufort

Sea

Hafiin

it |
Bay

Aleutian Is.
Hanks L

Alaska (U.5.)

P ltbéhks Wictarial] Hatiint

Hn{hurdgu@

(reat Bear L
Southampiot L
fellowknife
o -
(reat Stave L.
L. Athabasey

Crenlf of Alasks

_ Whitehorssa
w

Hudsom
Hay

JI.II'IEE'I.ICI

CANADA

Cheen
_Fort McMurray
A

Charlotte |s.

Granda
Prairie
o Sept

Prince George ~ Uidmuntun

Kamlgops
o

Senttle
m|
I“vurtlanﬂu

EISaska taon, L, Wimpipeg

Vancouver Chicoutim

=] - "
W amng uver L Calgary EIHE‘;ma U'-"-'i"-ﬂipeg Tirmmins o
Thunder Baye
Crear Dakes ! & :
b £ laran
Pocatellp Sowdwalls o

©  Chicage
UMNITED STATES ~ omaha’ =
Denver 2
[m)

PACTFIC OCEAN Ditawa™

“Spokane
@ o iings Mifineapolis
Eugens = Boise = L

Reddipa e} Columbus
Salt Lake Cityis

o

San Francisco SrLouis

Kangas- City
@

Fresno
! ‘Wichita
]

Las Vegas MNashvllle
Albugquerque Cklahoma City
Phaenix o

a
Atlanta Gh

Mepmiphis

Las Angelas
140

1 - Aruba (Neth.)

2 - Cayman ls. (U.K.)

3 - COSTA RICA

4 - E} SALVADOR

5 - HAITI 1300

& = Netherlands Anfilles (Neth.)

7 - Puerto Rico [U.5.)

8 - Turks & Caicos Is. (LK. 20°N
{£) World Sites Atlas

(sitesatlas.omm)

Dallas

San Diego™™ .

4 o Montgamery 2

Tugsan Naw-Dodeans

Hermogilo =

Gl of Califbrtiry
Ciudad OBregén®

@ Ciudad Jugdrez

Sdn. Antanio ®
a v Houston.  Tampa
Chifiuahua

Tarredn IEf"li!lbﬂl'l‘llltlr\tls {avana

ol T Enonterrey Gulf of Mexico
Masatian =, MEXICO GTampico Ca;cun@
Mérida
Veracmiz
a .y BELIZE Belmovan
e

GUATEMALA
Guaternala City

m Ledn
Guadalajara

Mexico City
P.i:apulcuu

North America -

0 Managua

frommcrbeitepeie)

1000 km

4 i

Clipperton 1. (Fr.)
[ ]

1200 1000

o Mew Tk
]

Ull‘l-!'.lla napalis -
&

Mianii

2 =
JAMAICA Ringsten

HOMDURAS
Tegicigalpa

®
MICARAGUA Barranguilla

San Joge®

FOON

Edinburgh
Faroe 5. [Den.) ® U)K

Pubfig
IRELAND

ICELAND

% kjawi
200N
ATLANTIC
ACEAN

Labrador
Sea

5t John'
o ohn's

O st. Pierre .
SFdﬂ-E'EO& Miquelon (Fr.)

e Fosumddarmd
-fies

iy
I Fulbec
& 0

Halifax SO%W

m Montpéal

Boston
= ATTANTIC

CCEAN

Pphiladelphia
ashington, OLE.

"B Barmuda (LK)
arlotte

E'ﬂiarlﬁton
Jacksonville

SOMN

BAHAMAS
DOMIMICAN 207N

@t A g REPUBLIC

San pan
CUBA E_Eamaqﬁear

7@
Santo Domingo
Sanl:iugnu 5w 1

& Ba
rceElluna

]
Carscas

WENEZUELA

i

Carthbean Sea
Maracalba

3 PANAMA 7 coomeia
BanAMA City 0




Canada - General

2"d |argest country in the world, but only 32
million population

5,000km wide, 4.5 time zones

1/4 of population lives in large urban
centres (Toronto, Montreal, Vancouver);
90% live within 100km of US border

Strong ‘public health’ tradition, but also
strong moral forces

Cold! (much of the time)



Street Drug Use Epidemiology - Canada

Estimated 100,000 — 150,000 street drug users => both
in urban & rural areas

Predominant heroin/cocaine injection, but increasing
shift to a) prescription drug misuse and b) non-
injection (crack) use within poly-drug use patterns

Estimated 1,000 — 2,000 drug-related overdose deaths
per year

~ 5,000 — 6,000 new HCV infections (90% drug use
related) and ~ 2,500 — 4,500 new HIV infections (17% -
25% drug use)



New HepC Infections, Canada, 1995 - 2006
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New HIV infections, B.C., 1992 - 2003

Figure E2. Number of individuals with newly positive HIV tests in BC with
identifiable risk factors, 1992-2003
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IDU 95 | 161 | 217 309 352 221 |77 143|133 | 133 | 160 | 124
HET | 50 | 35 50 68 9 75 | 9% 11| 72 | 103 | 98 | 93
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_ _ Year
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10U: Injection Drug Use
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Source: BCCDC Sexually Transmilled Disease Control

CCENDU. (2005).



Crack use in Canada

e Since mid-1990s, prevalence of crack use
among street drug users in Canada has
rapidly increased

* In many cities, crack use is the most
prevalent form of street drug use (Haydon
& Fischer 2005)

e Crack is extremely cheap & available in
black markets

e Major concern, since due to association
with major public health & order concerns



‘I-Track” Multi-site Surveillance Study of
IDUs, 2006 (n=13,527)

Table 17. Drugs taken by a non-injecting route in the previous 6 months

CENTRE
Drug Edmonton Quebec Sudbury Toronto
Acid (LSD) 13 134 3 24
4.7 B.4 9.2
Alcohol 216

78.3

!\.I
=

2

214
82.3

=
=
|

Amphetamines 109
39.5

Barbiturates 41

=
e

-
[

s
SR

Benzodiazepines

B
=8

Cocaine

8

=

Crack

Demenol

%]

64
B

54.7 74.8
1 1
8.
4

- |
F-9

o

Dilaudid

@ ow

-
M3
s
=

3
-
P

Ecstasy

-
-

=1
2
@ @
@
=

{ ~
wlmw| o
-
©

@

Fentanyl

&

Heroin

[
B

-
(%]

=
==

Manjuana

-
O @
[

Methadone

&
o

Methadone
(non-prescribed)

[
=] b
o ool R

o oolo

Year: 2006 Sample Size (n) = 13527 PHAC. (2006).



Main Drug Use, VIDUS, 1997 - 2005 (n=

Injection drug use in the Vancouver Injection Drug Use Study cohort has declined
in DTES and crack cocaine smoking has increased.
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Major harms associated with crack use

Morbidity: Independent predictor of HIV, HepC and other
STl seropositivity

US multi-site drug user study: HIV+ 2.4 times higher among
crack (15.7%) than non-crack users (5.2%) (Edlin et al.
1994, also Kral et al. 1998; Metsch et al. 1999)

Several studies indicate substantially higher STl (e.g.,
chlamydia, gonorrhea, syphilis, herpes) among crack users
than non-users (Maranda et al. 2004; Metsch et al. 1999;
Ross et al. 2002)

Several epidemiological studies have demonstrated crack
use as an independent predictor of HepC positive status
(Thorpe, 2000;Roy, 2001;Nyamathi, 2002)



Table 2. Unadjusted Odds Ratios (ORs) for Effects of Selected Characteristics and Behaviars on Tesfing Positive for HCV
Infection Among Homeless and Impovershed Injection and Non-injection Drug Usars*

MNon—injection Drug Users
Injection Drug Users (n= 141) (n = 743) Total Sample (N = B64) S O r e ects o
OR @5% CD P Value OR (%5% CD P Value OR @5% CD P Value

1.00 — 1.00 — J
2.37 (0B8] to 6.98) 2.61 (1.35 to 5.03)' 72 to 4.73) 0ol

s select characteristic

1.00 — 1.00 e -
African American 1.66 [0.64 to 4.28) 29 1.49 (0.69to 3.23) .31 0.84 (0.53 to 1.34]
Latino 1.43 [0.43 to 4.73) . 0.32 [0.10to 1.01) 053 0.48 [0.26 to 0.87)°

N on HepCH'positive

Yes 1.17 [0.53 to i . [1.02 to 2.54)F 04 1.85 [1.34 to 2.56) 001
Any time in jail
No 1.00 — 1.00 - 1Lo0 -

Yes 2.60 (091 to o7 1.30 [0.52 to 2.05) .26 2.66 [1.84 to 3.83) 001
Homdessfor =1y S a u S a m O n
No 1.00 - 1.00 —_ Lo0O —_

Yes 0.81 [0.35 to 1.89 JB 1.60 [1.07 to 2.69)7 i 1.79 [1.29 to 2.48) 001
Substance use
Lifetime injection drug use

2B s oo homeless sample

Imjection drug use past 6 mo
No 1.00 —
Yes 24.64 [11.37 to 53.42)' 001

Lifetime cocaine use L
No 1.00 — 1.00 — 1.00 — — L] I
Yes 0.56 [0.20 to 1.6) 28 1.18 (0.75t0 1.BT) .4 2.43 (1.76 to 3.36)" ! — ’

Lifetime crack use
No 1.00 —_ R — 1.00 —
Yes 0,64 [0.20 to 2.02) s .14 [1.28 to 3.58) 2.42 (1.86 to 3.52)

Daily crack use past 6 mo
No 1.00 — — 1.00 —
Yes 2.23 (0.84 to 5.89) . 50 057 1.65 (1.17 to 2.33) . [ ]

Lifetime methamphetamine use

No 1.00 — _ - 1.0 e

Yes 0.37 [0.16 to 0.82) 015 [0.45 to 1.94) B 1.78 (1.18 to 2.69]'
Lifetime alcohol use

No 1.00 — . e _ 1.00 —

Yes 1.44 [0.60 to 3.44) K .74 (1.10 to 2.75)° . 2.45 (1.74 to 3.45)
Draily aleohol use past 6 mo

No 1.00 —_ 1.00 — 1.00 —

Yes 1.11 [0.46 to 2.66) K. 2.40 (1.51 to 3.82) 001 1.88 (1.33 to 2.66)

Health history

Hospitalized for drug problem

No 1.00 —_ 1.00 — 1.00 —

Yes 1.21 [0.59 to 2.91) L 1.12 [0.60to 2.10) . 2.62 [1.81 to 3.80)°
Hospitalized for mental illness

No 1.00 — 1.00 e 1.00 —

Yes 1.09 [0.44 to 2.70) E: 1.24 (0.70 to 2.59) . 2.08 (1.37 to 3.18)°

Seonal activity: mulidple seaal
partners past 6 mo'’

Yes 1.00 —_ 1.00 — 1.00 —
No 0.17 [0.05 to 0.59)° 005 0.20 (003 to 1.46) 112 0.47 (0.20 to 1.12]

* Injertion use based on life des all in ks not repont g any lifetime infertion dnag wse.
TP .01 x for - hetuee it predictor ot
VP 001, =T hetieen pre

1.3 sexual parntners in the past 6 mor

ce interval




el P Factors associated

— with HepC+ status

' among ydlng IDUs

(n=698; Thorpe et al
2000)

1 .0Hd
5 (1.34- 322

(LI
268 (1.49-4.84)

100
Urban 3 AT (1.D6-2.93)
Education
DChdn't complete high
.00

058 (038
23 100
155 .09 {064 ;
1% 0,35 (0L 15065

MNOTE. (Cl. confidence interval; GELY., gencral equivalency diploma; mo,
maonths.

: Adjusted for age and all other listed varables.

Thorpe et al. (2000).



Table 2: Factors assoclated with HNV serocomeersion among
pecple who reported using Injection drugs

Crack use as an

Hazard ratio (95% )

Factor
Dally smoking of
crack cocalnett
Pariod 1
Pariod 2
Pericd 3

Age (per year
Increase)

Duration of Injection
drug usa (per year)
Sex (femalewv. mala)

Aboriginal ethnicity
(ves v. no)

Dally cocalne
Injectiont yesv. no)

Dally heroin
Injectiont (yesv. no)

Sax workt (yes v. no)

Unprotected sext
(ves v. no)

Unadjusted

Adjusted*

B (0.75-2.19)

(1.44-3.61)
{1.79-8.96)
{0.97-1.01)
(0.97-1.01)

{0.95-1.96)
(1.29-2.71)

{2.62-5.26)

(1.10-2.20)

3 (1.06-2.37)
89 (0.62-1.30)

{0.57-1.85)
(1.01-2.80)
(1.06-7.11)
{0.96-1.02)

(0.97-1.02)

(0.&6-1.60)
(1.21-2.66)

(2.00-4.33)

{0.71-1.54)

(0.52-1.48)

2 (0.55-1.22)

independent risk
factorfor HIV
seroconversion in
VIDUS (1996 — 2005;
n=1,043; deBeck et
al. CMAJ 2009)

Syringe bomrowing 2.20 (1.51-3.21) g2 (1.14-2.59)

[yes v. noj

conflderce Interval.

i zwarlables listed In this table

e Include the Interaction effect
3 perlod 2 = Dec. 1,

13 o verlod 3 = o0
tactietty or situatlon Inthe 6 months 0| chdg-=LIp.




Figure 2: Association between daily smoking of crack cocaine and HIV seroconversion
among participants enroled in the Vancouver Injection Drug Users Study.

Decreased : Increased
Study Hazard ratio  <€— risk of HIV | risk of HIV —>»
period (95% Cl) infection | infection

Period 1 1.28 (0.75-2.19)

Period 2 2.27 (1.44-3.61)

Period 3 4.01 (1.79-8.96)

1.0
Hazard ratio

Period 1 = May 1, 1996 to Nov. 30, 1999; period 2 = Dec. 1, 1999 to Nov. 30, 2002;
period 3 = Dec. 1, 2002 to Dec. 31, 2005. Cl = confidence interval.

Source: DeBeck K, Kerr T, Li K, Fischer B, Buxton JA, Montaner JSG, Wood E. Smoking of crack

cocaine use as a risk factor for HIV infection among people who use injection drugs.
CMAJ (in press).




Major harms associated with crack use

e Morbidity: High rates of mental health
problems, esp. personality, anxiety, depression
disorder symptoms (Falck et al. 2004)

e Pulmonary problems or infections (PerImann et
al. 1999); severe nutritional & sleep deficiencies
(Falck et al. 2003)

e Mortality: Independent predictor of premature
mortality compared to other drug users (Cook et
al. 2008)



Major harms associated with crack use

e Crime: Higher prevalence & frequency of
aquisition crime (e.g., property, theft, B&E, drug
dealing); more violent crime (Inciardi 1995;
Gossop et al. 2006; Manzoni et al. 2006)

e Meta-analysis: “Crack users are about 6 times
more likely to offend than non-crack users”
(Bennett et al. 2008)

e Crime level analysis for 142 US cities: Cities with
higher crack use levels had decrease in burglaries
and increase in robberies (Baumer et al. 1998)



Log Regression of illegal income generation activities

in VIDUS (n=1,600; deBeck et al. 2007)

Table 3
Logistic regression analysis of factors associated with paraking in prohibited income generating activities

Variahle Analysis of all prohibited activities™ Analysis of restricted prohibited activities™

AOR 95% CI AR 95% Cl

Age (per year older) 1.0 (1.0-1.0) 1.0 (1.0-1.10
Frequent cocaine inject” (yes vs. no) 0.6 (0.3-1.2) 0.7 (0.4-1.4)
Frequent crack use” {ves vs. no) 35 (1.9-6.2) 16 (2.0-6.4)
Frequent heroin inject” (yes vs. no) 23 (1.34.1) 16 (1.5-4.6)
Syringe borrowing® (yes vs. no) 0.9 (0.3-1.0) 0.8 (0.3-2.6)
Svringe lending® {ves vs. no) 2.1 (0.8-9.8) 23 ({0.7-1.1)
Public injecting® (yes vs. no) 1.4 (0.6-1.4) .1 (0.5-2.3)
Homelessness” (ves vs. no) L6 (0.7-1.8) .1 0.5-2.5)
Addiction treatment® (yas vs. no) 0.7 (0.4-112) 0.8 (0.4-1.4)
Non-aboriginal female (reference) 1.0 Ref 1.0 Ref

Aboriginal female (ves vs. reference) 0.3 {0.14.7) 0.5 (0.2-1.0)
Non-aboriginal male (yes vs. reference) 0.4 (0.2-.7) 0.4 ({0.2-0.7)
Aboriginal male (yes vs. reference) 0.2 (0.1-4.7) 0.3 (0. 1-0.9)

AOR: adjusted odds ratio; Cl: confidence interval,
1 All prohibited activities include the following categones: sex trade, drug dealing, other criminal activities, panhandling and binning.
" Restricted prohibited activities include the following categories: sex trade work, drug dealing, other criminal activities.
© Activities or sifuations referring to previous & months

Debeck et al. (2007).



Comparison of crack users and non-crack
users in multi-site OPICAN cohort (Fischer
et al. 2006)

Table 1 Prevalence of crack use (last 30 days) In sample (n= 6

| P X | BT e ' S erak T A ——
Viariahie EEFORLON vionireds luehec AL LRrORLo VOO L VY

Crack users (last 30 days) % (n}j 6.7 (62 26.1 (37 b6 (3] bb.7 (80) B6.2 (162
Mean number of days of crack use (81 9.7 (9.2 8.1 (9.2 210 14.2 (11.0] 24.3 (9.4

Fischer et al. (2006).



Comparison of crack users and non-crack
users in multi-sitel BRCAN cohort (Fischer
et al. 2006)

Takle 2 Comparison of erack mers and crack non-users on seleet varlahles! In intad mmple (o= 627,

Crack wsers (= 344 Crack mom-users (o= 2813]

Virighle T %in) F Snatictic! |- symere (Chi-sqmare Saticlic Exac! P wsiur

Demnographice
Mizan age (S1° AL 3409.5) 1.5
Permanent housimg™ W11 SEOIE
Bex (W, miale &4 522 L5 2191
[nceme (Test 300 days)
Pald work®™® 15.4 51 261 (74
Soclal ussistaneewelfare or disahility G121 Se1e7
ey ok A 118 (1%
TN 12014
Other criminal Ineome 1RO (ks 114 (18)
Hesith
Fisical health problem™ TR.22164) h4.7 (181
lepremion}™™ LT (149 SI2h4d
HIV Postitved} (m=518) 17rar 11032)
HCW posittve’} {n = 495)" Shad (1500 lah11s
Service atiltzation (Test § months
Emergency room LR 165) 198 141
Walk-ln elinle™* SLE(1E {17 (118
Higuiar docior 219(161) SEOIE

P05 ™ P < 000
el Freport unlem othenwis: dutsd,
fPamad on CI04-51

F*Hapnd o= walbvs anithody i

Fischer et al. (2007).



Comparison of crack users and non-crack users in
multi-site OPICAN cdhppe (Fischer et al. 2006)

Tahle 3 Comparison of crack meers and crack non-users on seect vadahies In total sample (n= 627

Crack users Crack novw-users

in= 344 = 2E3)

ki e

Varishle Tin : ! Soatietic Exact P wsle

[njectipur dicsane ricks
Ever Injeeted
Imjert st 30 days)
Linprotecied s (st 1
Drirg e (Tas! 30 g 1
&leohod
Mran & of days used {5
Cocaine
Wean # .l.-l\;.':.' used (5
TTHTTHT i
Mran & of days used {5
Heroin®
Wean # .l.-l\L.':.' used (511
I'vlenod 3
Mean # of daysused {51
Yallmm
Wean # .l.-l\L.':u' used (511

{erdoze (les!  momths)
Dttt (Test T2 oot fis)
Crimimai justice
Arrested (st 12 months
Arreslad for fol those arrested )
Drug offense""

Property offnse
Detemtion (last 12

maon k)

ol xince this veribls b @ constant.

Meus numbser of duys umsd sxchedes e wha did not report use of thedrug [Le., @




Risk factors for infectious disease
transmission among crack users

e Homelessness/Drug use in public spaces =»
rushed & risky use practices

e |[ncarceration =» unsafe use

e Compromised physical & mental health status =»
general susceptibility for ID/‘bingeing’/’self-
medication’

e Sex trade involvement, high-risk sexual behavior,
sex-for drug exchanges (Ross et al. 2002; Booth
et al. 1993; Lejuez et al. 2005) = ‘sex/drugs
spiral’



Risk factors for infectious disease
transmission among crack users

Injection drug use/needle sharing => most crack
users are current/past IDUs

Use of risky makeshift paraphernalia for crack use,
e.g., broken glass, metal hardware, popcans, inhalers

Oral cuts, burns, wounds and leisons, increasing
susceptibility for ID transmission through oral cavity
in context of drug use or sexual activity (Porter et al.
1997; Faruque et al. 1996; Haydon&Fischer 2005)

Crack paraphernalia sharing as a possible ID
transmission mode?






Possible infectious disease transmission
pathways for crack users

1) Indirect causal pathways: Crack users engage
in/are exposed to risk factors in context of crack
use (e.g., incarceration, sex risks, injection drug

use)

2) Direct causal pathways: Crack use itself is a
causal pathway for infectious disease
transmission (e.g., HCV transmission through

crack pipe sharing)
=» Important for targeted prevention!



Possible HCV transmission through

crack pipe sharing
Review of 28 studies 1989 — 2006: 2.3% - 17% of non-

injection (crack) drug user populations are HCV+
(Scheinman et al. 2007)

Possible transmission by crack paraphernalia sharing?

75% - 90% of crack users in Canadian samples shared
crack pipes in last 30 days (Fischer et al. in press;
Leonard et al. 2006)

Multi-site BC study: 79% of crack users shared pipes in
last 30 days, 44% > 21 times (Fischer et al. in press)

Multiple reasons for sharing: Unavailability of pipes;
urge for immediate use after purchase; enforcement
effects; ‘social reasons’



Prevalence intervals of HepC rates in non-injection drug use
samples by study quality scores (Scheinmann et al. 2007)

-
]

—— a

1 2
Soore on shard qualdy maeasure

Fig. 1. Plots of prevalence by quality scores; medians and ranges by quality.
Thi range is indicated by the horizontal bottom lineg or dot and the horizontal
lime or dot. The dot indicates that this lower or upper value is an outlier, while
the line indicates that this lower or upper value is within the expected range.
The median value for each guality score is indicated by the thick black line
in the rectangle. Each reciangle encompasses the 25th—75th percentile for the
comesponding guality score.

Scheinmann et al. (2006).



Study to explore plausibility of HCV
transmission through crack pipe sharing
(Fischer et al., EurJofGastro&Hep 2008)

Collection of recently used crack pipes from N=51 crack users in
Toronto

Screening of crack pipes for HCVirus by previously validated PCR
methods to manually extract HCV-RNA
43.1% (n=22) of sample was HCV anti-body positive

2.0% (n=1) of the 51 pipes tested positive for the presence of
HCV RNA (4.5% of HCV+ sub-sample)

HCV infected pipe was of makeshift quality; owner was HCV+ and
presented with multiple oral sores/cuts

HCV transmission by way of crack pipe sharing may be
biologically plausible



Interventions for street drug use in

Canada
Available main interventions for high-risk
drug users in Canada:

e Needle exchange services (NES)

e Opioid maintenance treatment (e.g.,
methadone/buprenorphine + experimental
heroin maintenance)

e Supervised injection site (‘Insite’) in
Vancouver
=>» Virtually no targeted prevention or

treatment interventions for (increasing)
population of crack users!



‘Insite’ — Supervised Injection Site
(Vancouver)




Safer Crack Smoking Kit




‘Safer crack use kits’ (SCUK)

e |dea emerged initially in late 1990s, driven
as ‘grass-roots’ initiative from local service
providers

e Provision of ‘safer crack use’ materials
(glass stem, metal screen, push-stick,
mouth-piece) plus safer sex items
(condoms, lubricant) and prevention info

e Objectives: To reduce use of high-risk crack
materials, crack pipe sharing, infectious
disease risks; use SCUK as outreach tool for
marginalized crack users






SCUK in Canada

e SCUK initiatives launched by local health
service agencies in several cities (e.g.,
Toronto, Ottawa, Nanaimo, Guelph,
Winnipeg)

e Substantial initial community/political

resistance: Only a few public health

departments supported initiatives; in several
cities SCUK were shut down due to

opposition from politicians/police/media

e Relatively thin evidence base for impacts of
SCUK



SCUK — Evaluation data

e Surveys of crack users in Vancouver (91%), Victoria
(75%), other BC communities (78%) indicate that
majority of crack users would use SCUK programs if
available

e Evaluation of Ottawa SCUK program, involving n=500
crack users (Leonard et al. 2008)

— Prevalence of crack pipe sharing remained high (80%) at 6- and
12-month follow-up, but reduced frequency

— Decrease of prevalence of crack injection from 96% to 78%,
explained by crack pipe availability

— No evidence of actual reductions in infectious disease
transmissions



‘Safer Consumption Sites’ (SCS) for

crack smokers
Concept of SCS based on SIS model for IDUs

Objective: Provide users with a safer & clean environment
where crack can be used calmly, also offer health services;
safer use materials; treatment referrals

SCS exist in several European countries; appear to work
well and effectively (e.g. Hedrich et al. 2005; Fischer &
Allard 2007; Kimber et al. 2003)

Proposals to establish SCS in several Canadian cities (e.g.,
Vancouver, Victoria)

Main barriers: Environmental/workplace regulations
regarding ‘smoking’; extreme drug use & behavior patterns
(e.g., ‘bingeing’, mental health) of crack users



Treatment Interventions for Crack Use

e For long-term effectiveness, public health measures
need to be complemented by effective treatment

e Currently, only available treatment for crack use is
psycho/C-B therapy =2 but: lengthy, costly, high
drop-outs, limited effectiveness (Crits-Christoph et al.
1999; Wechsberg et al. 2007)

e Numerous medications have been assessed for
pharmacotherapeutic interventions, but none have
shown convincing effectiveness (vanden Brink & Ree
2003; Castells et al. 2007; Grabowski et al. 2004)

e Most treatment efforts will likely be futile unless co-
morbidity/mental health issues are simultaneously
addressed



Conclusions

Crack use clearly as a major & growing public health
problem in Canadian cities

Consists of extremely harmful interplay of physical &
mental health factors, sexual risk contexts and negative
social impacts =2 need better epidemiological
understanding of trajectories

Badly neglected phenomenon on prevention and
treatment ends: Urgent need to develop & evaluate
feasibility & effectiveness of possible interventions

Key focus needs to be on public health/prevention
measures as well as possible pharmacotherapeutic
treatments (requires active collaboration with
neurosciences)



