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The Law (and Politics) of Safe Injection Facilities in the United States

Leo Beletsky, MPH, Corey S. Davis, JD, Evan Anderson, JD, and Scott Burris, JD

Addressing the Health Consequences of Injection Drug Use

Injection drug use has been a public health problem in the United States for many
decades." It accounts for a third of this country’s cumulative AIDS cases.’ Injection
drug users (IDUs) are at high risk of acquiring hepatitis and HIV.*" Skin abscesses and
endocarditis can result from unsterile injection.® A recent wave of fentanyl-related
overdose deaths has called attention to the high number of fatal overdoses among IDUs.”
11

Many of the harms associated with injection drug use stem from the scarcity of
sterile injection equipment and users’ fear of the criminal justice system.lz*15 Anxiety
about social rejection and arrest deter use of health and preventative services and force
IDUs into hidden locations that are poorly suited for hygienic injection. 141620 The
likelihood that IDUs will contract a blood-borne disease increases significantly when
they inject in public spaces or “shooting galleries.”'®*' Although opiate overdose is
typically reversible through the administration of naloxone (an opiate antagonist),
witnesses often hesitate to summon first responders out of fear of legal
consequences.”>> Lack of proper syringe disposal facilities and legal disincentives to
safe disposal increase the risk that used syringes will be improperly discarded, creating

. . . . . . 24
public anxiety and some risk of accidental disease transmission.
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Syringe access and disposal, outreach, and drug treatment programs help reduce
these risks.”> ** These interventions do not address the lack of a safe and hygienic setting
for injection, nor are they sufficient to overcome the behavioral influence of relationships
and other factors present in informal injecting milieus.”° Recognizing this unmet need,
some 40 cities worldwide have introduced safe injection facilities (SIFs) as one way to
address unsafe drug consumption environments.>'*

An SIF is a place supervised by licensed health personnel where IDUs inject
drugs they obtain elsewhere. Facility staff do not directly assist in injection, but rather
provide sterile injection supplies, answer questions on vein care and safer injection
methods, administer first aid, and monitor for overdose.>>** SIF staff also offer general
medical advice and referrals to drug treatment and other social programs.31’35 Some SIFs
extend services to drug users who do not inject.*' In addition to reducing the health risks
of drug use and serving as a bridge to other services, SIFs are intended to reduce the
externalities of public drug use in the communities they serve.** >’ They generally target
high-risk, socially marginalized IDUs who would otherwise inject in public spaces or
shooting galleries.”!

Laws and law enforcement practices have chronically complicated the
implementation and limited the impact of harm reduction programs in the United
States.**** Without at least a reasonable claim to legality, an SIF would be vulnerable to
police interference and could have difficulty obtaining funding. Clients could be arrested
for drug possession, and staff members might fear arrest or discipline by professional
licensing authorities. Following the example of syringe exchange, health activists might
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open “underground” SIFs to meet IDU needs and push the policy agenda.™™" Over time,



however, official authorization and public funding would be needed to allow SIFs to be
properly evaluated, let alone to operate effectively and at scale.

State legislation authorizing politically controversial harm reduction interventions
is not unprecedented: since the beginning of the HIV epidemic, 19 states have passed
laws authorizing syringe exchange programs (SEPs), pharmacy syringe sales, or both,
and SEPs have been authorized by city or county governments in 2 additional states.*’
Unlike an SEP or pharmacy, however, an SIF openly provides a place for consumption of
controlled substances. Federal law enforcement agencies may view this as a direct
challenge to national drug laws. An SIF authorized by a state or local government
therefore has the potential to trigger a complicated legal and political conflict between
state health powers and federal leadership in the “War on Drugs.” We offer an initial
assessment of the main legal issues and place them in the context of other drug policy

conflicts.

The Public Health Case for Safe Injection Facilities

The mechanisms through which an SIF prevents infections and overdoses among
clients are straightforward. Studies of existing facilities have generally reported
beneficial results for clients and positive or neutral results for the site neighborhood.
Whether, or at what level of use, an SIF can have a measurable impact on overall
population health is a matter for continuing research. We base our analysis on the
proposition that the SIF is a potentially useful public health intervention that should be
available for evaluation and adaptation in the United States. We briefly summarize the

evidence.



SIFs have been operating in Europe since the 1980s. Reviews report that SIFs
have consistently led to less risky injection behavior and fewer overdose deaths among
clients, increased client enrollment in drug treatment services, reduced nuisances
associated with public injection, and saved public resources.’"***” Demonstrating a
community-level impact has been difficult, however, because many programs have been
“pilots” with limited coverage, operating under sometimes counterproductive
regulations.** In 2001, after several years of public deliberation and the closure of a
short-lived illegal facility, a pilot SIF opened in Sydney, Australia, under a license issued
by the New South Wales (state) government.** In 2003, the Canadian federal government
waived its drug laws to allow a pilot SIF in Vancouver.*’ Here, too, there had been
considerable debate about harm reduction strategies, and health activists had for a time
operated an unauthorized SIF.**

Both facilities have been extensively evaluated.”™' In multivariate analyses of an
IDU cohort in Vancouver, SIF use was negatively associated with needle sharing
(adjusted odds ratio [AOR]|=|0.30) and positively associated with less frequent reuse of
syringes (AOR|=|2.04), less outdoor injecting (AOR|=|2.7), using clean water for
injection (AOR|=[2.99), cooking or filtering drugs prior to injecting (AOR|=[2.76) and
injecting in a clean location (AOR|=[2.85).°>**** In Sydney, both SIF clients and
nonclient injectors in the same neighborhood reported high rates of sterile syringe use
and low rates of sharing even before the SIF opened, but 41% of SIF clients reported
adopting at least one safer injection technique since using the facility. A series of 3

annual neighborhood surveys found that SIF users were more likely to use new syringes



than nonusers and less likely to share injection equipment other than syringes, although
these differences were not statistically significant.'

Both the Sydney and Vancouver facilities were effective gateways for addiction
treatment, counseling, and other services.”* By the third annual survey, Sydney SIF
clients were significantly more likely to report starting drug treatment in the previous
year than nonclients (38% vs 21%). In Vancouver, SIF attendance and contact with its
addiction counselor were each associated with a more rapid uptake of detoxification
services.” Overdoses do occur in SIFs—in Vancouver, the rate was 1.3 per 1000
injections’*—but the more relaxed environment and the presence of medical assistance
likely account for the lack of any reported overdose deaths in an SIF.>>>%4:31:56

Both the Vancouver and Sydney evaluations found some positive and no negative
effects on the surrounding community. In both cities, there was a significant reduction in
observed instances of public injection in the neighborhood.’®*' The numbers of discarded
syringes and the amount of injection-related litter in the vicinity also declined
substantially. In neither instance was there an increase in crime or drug dealing in the
vicinity***'*7 (although in Sydney there was a slight increase in the negligible level of
loitering around the SIF™®). A series of surveys in Sydney found that area residents and
business owners had experienced a sustained decline in exposure to public injection and
discarded syringes following the opening of the SIF.*® Evaluators sought, but did not
find, any evidence that the SIFs had encouraged new drug use or discouraged its
cessation, "%

In theory, SIFs can save public funds by preventing death, disease, and crime, but

analysis of costs and benefits has been limited. Fiscal benefits in the form of lower



ambulance and hospital utilization have yet to be documented, but may be significant
given the evidence that SIFs prevent wound infections and successfully treat large
numbers of overdoses on-site. *'' In spite of their positive results, both the Sydney and
Vancouver SIFs are currently threatened with closure because of changes in government
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leadership.

Evaluating the Case for Safe Injection Facilities in the United States

International evidence supports efforts to implement SIFs in the United States,
where momentum to evaluate the feasibility of this public health intervention is
increasing (A. Kral, RTI International, written communication, September 29,
2007).3%*%%2 No laws explicitly authorize or forbid SIFs. To the extent that they provide
clean syringes, SIFs would be required to comply with state laws governing SEPs.*!
Beyond that, assessing the legality of an SIF requires a prediction about how local, state,
and federal officials will interpret varying state and federal laws on drug possession and
the maintenance of premises for illegal drug use.” Whether the legality of an SIF would
be challenged in the first place is a function of how law enforcement officials exercise
their prosecutorial discretion. Much would depend on the political climate, both in the
local community and in Washington, DC.

The least politically and legally obtrusive way to launch an SIF would be to cast it
as an incremental extension of an SEP already authorized by state law—the only change
would be that clients could stay in the facility to inject and receive medical advice and
assistance. The program could avoid the “SIF” label and instead portray itself as a

response to community concerns about public injecting and discarded syringes, or as a



way to reduce emergency response costs to overdose. This approach would avoid state
legislation directly challenging federal drug policies. The acknowledged possession and
consumption of drugs on the premises is, however, the crucial legal difference between
an SEP and an SIF. Syringe exchange laws do not authorize possession of drugs at the
SEP, but police are expected to turn a blind eye to possession insofar as they do not treat
SEP attendance or syringe possession as justification for a drug search.®*% Overlooking
open possession and consumption would be asking for a more substantial degree of self-
restraint than many police would exercise, especially if the state also had a law
prohibiting the operation of premises for drug consumption.” In the absence of local
political support and at least tacit police acquiescence, the clients and perhaps even the
staff of such an “SEP with chairs” would be vulnerable to arrest and prosecution. It may
be that some activities of this sort are already going on, but because of its limitations, we
do not dwell on this “soft” approach.

In the analysis that follows, we aim to frame future legal debate and action by
addressing the 2 key legal issues arising from the explicit authorization and open
operation of SIFs in the United States: (1) Would the creation of an SIF be within the
authority of a legislature, state health commissioner, or local government? If so, (2) how
would such an SIF be treated under federal law? We do not address the claims that an SIF
is either required by international human rights treaties or forbidden by international drug
control treaties. These claims will have little bearing on domestic legal decisions and

have been canvassed elsewhere.>*

State vs Local Authorization



State legislatures certainly have the authority to sanction the operation of SIFs,
including the use and possession of illegal drugs on the premises. States and
municipalities have the duty to protect and preserve the welfare of their citizens. The
legal authority to fulfill this duty, called the “police power,” has been recognized as a
basic attribute of the state since the founding of the nation.®® Disagreements about the
effectiveness of SIFs do not diminish legislatures’ discretion to pass health laws based on
their independent assessment of the facts.

Explicit authorization by a state legislature is the optimal course, for several
reasons. It eliminates uncertainty about the legality of an SIF in light of other state laws.
It legitimizes the operation in the eyes of subordinate governmental agencies, greatly
decreasing the chance that a local police department or prosecutor would take formal
action against it and providing the SIF operators and clients with protection against
informal police pressure or interference. The legislative process affords an opportunity to
address the concerns of the community and other stakeholders in the creation of such a
facility. Finally, state legislative authorization puts the SIF on its strongest footing against
a challenge from the federal government, as discussed in the next section.

A state government might also authorize an SIF through administrative action by
the executive branch. Health agencies in all states have rule-making authority to protect
public health, although the scope of this power varies.®”*® In New York, for example,
statutes authorize the state health commissioner to promulgate regulations exempting
classes of persons from the needle prescription laws,” a power the commissioner used to
authorize SEPs.”® Additionally, many governors have the authority to issue executive

orders authorizing activities that do not conflict with existing law.”" Executive authority



to alter controlled substances rules is generally narrow, however, so any executive order
or administrative regulation purporting to authorize the use or possession of controlled
substances could be challenged as exceeding the executive’s authority. (Such an
objection was raised in 2004 when the governor of New Jersey attempted to authorize
SEPs through an executive order.”?) If unchallenged or upheld, the effect of an executive
authorization on implementation would be much the same as state legislative
authorization.

Most local governments have some police power to protect public health, and
they have the discretion to implement programs that are supported by reasonable
evidence of effectiveness in combating existing health threats.” SEPs authorized by local
governments have successfully operated in several cities in Pennsylvania, California, and
Ohio without state authorization.”* Following that model, an SIF could be authorized by a
mayor, local health commissioner, county agency, or city council, depending on local
government design. However, a locally authorized SIF would be on the weakest footing
in relation to a federal challenge, and might also be attacked as conflicting with state law.
For example, the attempt by Atlantic City, NJ to implement an SEP was successfully
challenged in court by the local prosecutor, who argued that it was prohibited by state
drug law.” A locally authorized SIF would have relatively less protection against police
interference. While legal arguments are important, the durability of a local authorization
would also depend on an explicit or implicit agreement among stakeholders to avoid

arrests and other legal challenges.

The Impact of Federal Drug Laws
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States have clear legal authority to authorize SIFs, just as they can legalize the
cultivation, distribution, and possession of marijuana for medical purposes.”® State
authorization could make an SIF legal under state law and prevent state law enforcement
officials from taking action against it. It is equally clear, however, that state authorization
cannot nullify federal drug laws, and so does not immunize an SIF against being shut
down by federal law enforcement agencies through raids, arrests, or other legal
proceedings.

There are at least 2 sections of the federal Controlled Substances Act that could be
interpreted to bar an SIF. Section 844 prohibits drug possession, and so is violated by
every client who appears at the clinic with drugs.”” Although federal law enforcement
officials rarely if ever target simple possession by individuals,” the law would allow
them to do so if they wished to interfere with the operation of an SIF.

An SIF authorized at the state or local level could also be deemed to violate
Section 856, known as the Crack House Statute. This law makes it illegal to “knowingly
open or maintain ... [or] manage or control any place ... for the purpose of unlawfully ...
using a controlled substance.”” There are reasonable legal arguments for the proposition
that the law should not be read to cover an SIF. Aside from technical arguments about the
way the law is written, defenders of an SIF could point to the legislative history: the law
was a response to the proliferation of “crack houses” where users congregated to
purchase and consume drugs during the height of the crack epidemic, and later
amendments addressed the emergence of “rave” parties whose sponsors were deemed to
be profiting from Ecstasy use.”' It was never intended to interfere with a legally

authorized public health intervention. It should not be interpreted to infringe upon states’
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traditional authority in public health, absent a “clear statement” of Congress’s intention to
do 50.%*! These arguments are reasonable, but are by no means certain to convince
federal judges.

Defenders of an SIF could also contend that federal interference with an SIF
oversteps the bounds of federal regulatory authority. Congress gets its power over
controlled substances from its broader power under the Constitution to regulate interstate
commerce. Occasionally, and unpredictably, the Supreme Court decides that Congress
has gone too far, trying to regulate a matter with too tenuous a connection to commerce.*
This argument was, however, rejected under similar facts in a recent California medical
marijuana case.”® In the 6-3 ruling, the 3 dissenting justices protested against the
interference with state policy, writing that “[t]his case exemplifies the role of States as
laboratories. The States’ core police powers have always included authority to define
criminal law and to protect the health, safety, and welfare of their citizens.”’® While these
views may resonate with many judges in an SIF case, it is worth noting that the
composition of the Supreme Court has changed since that decision. Two of the 3 justices
expressing their support for the states’ right to experiment in drug policy have left the
court, replaced by justices that may well take a different view.

The most conservative prediction is that courts would uphold federal action
against an SIF under either the drug possession or Crack House law, or both. Thus, the
most important legal question is really a political one: would federal lawmakers or law
enforcement officials support, or at least ignore, a state-authorized SIF? The possible
forms of authorization parallel those at the state level. Congress could pass a law

authorizing SIFs. The attorney general could promulgate a regulation under the
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Controlled Substances Act, which would be open to legal challenge but would be
interpreted deferentially by courts. The secretary of the Department of Health and Human
Services and the attorney general could approve pilot SIFs under the provision of the
Controlled Substances Act authorizing research.®

The political opposition to such moves could well be fierce, but federal inaction
would be enough to allow a state SIF to proceed. The attorney general could simply
instruct federal law enforcement personnel to ignore the SIF, either because he or she
interprets the Controlled Substances Act to allow SIFs or in the exercise of “prosecutorial
discretion.” Given limited resources, legal uncertainty, and higher priorities, law
enforcement personnel routinely decide not to pursue cases they deem less important.

The case of Oregon’s physician-assisted suicide law shows how this approach
might unfold. After Oregon voters approved the measure in 1994, Attorney General Janet
Reno determined that the Controlled Substances Act did not authorize her to “displace
the states as the primary regulators of the medical profession, or to override a state’s

84
”"* On her orders, no

determination as to what constitutes legitimate medical practice.
federal arrests or prosecutions took place. When the administration changed in 2000,
Reno’s successor, John Ashcroft, repeated the analysis and arrived at the opposite
conclusion, threatening legal action against doctors who prescribed lethal doses of
controlled substances under the Oregon law.* (The matter ultimately reached the
Supreme Court, which agreed with Reno.®)

Congress might also act, as it did in the case of syringe exchange, by using its

power of the purse. It might put limitations on the use of federal funding for safe

injection facilities, or even use money as a threat to prevent cities from operating an SIF

13



even with their own funds. One legislator responded to an October, 2007, meeting to
consider an SIF in San Francisco by attempting (unsuccessfully) to amend a 2007-08
appropriations bill to bar any federal funds to “to cities that provide safe haven to illegal
drug users through the use of illegal drug injection facilities.” (110th CONGRESS, 1st

Session, HR 3043, Engrossed Amendment Senate, October 25, 2007.)

Conclusions and Recommendations

We have mapped a rocky legal path for SIFs. There is enough evidence of
effectiveness to justify state and local health officials implementing SIFs on a pilot basis.
A period of careful evaluation and adjustment of protocols would be required to
determine how to operate an SIF to optimal effect and, ultimately, whether SIFs represent
a good investment of public health resources in any particular community.

If SIFs are to be tested here, state authorization is desirable if not absolutely
necessary, and would itself be a political challenge. Once approved by a state or local
government, there would still be the question of winning federal support or at least tacit
acceptance. Implementation of SIFs in this country will therefore require careful planning
and a sustained political effort. The US experience with SEPs—as well as the SIF
experience in Australia and Canada—suggests that progress will be slow and will depend
on “activists willing to push the agenda, public officials willing to exercise leadership,
researchers able to present authoritative findings, and proponents who effectively
mobilized resources and worked to build community coalitions, using persistent but
nonadversarial advocacy.”*®*®¥7 Nationally, professional organizations could help by

endorsing the intervention. From a scientific point of view, it would be reasonable to
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expect the Centers for Disease Control and Prevention or even the National Institutes of
Health to support research on the efficacy of SIFs. In fact, federal research funding will
likely be another occasion for political dispute, and so funding might have to come
initially from other sources.

The first step would be a decision by local or, ideally, state-level health
authorities to pursue the intervention. The planning phase should include assembling the
evidence of need and negotiating with stakeholders.*°* Given the experience in other
cities, planners should not assume that law enforcement and emergency services
providers will oppose the idea. Planning also requires an assessment of the alternative
forms of legal authorization available under state or local laws, and a thorough analysis
of state criminal code and state regulations governing the conduct of medical
professionals. Proponents may also consider less obtrusive methods than formally
establishing an SIF, such as the simple addition of a medically supervised seating area to
an existing SEP or the use of a mobile van. These choices will depend heavily on the
degree of support among stakeholders and the strength of any opposition.

Once an SIF is authorized, events could unfold in a number of ways. As was most
often the case with locally authorized SEPs, it might be that no law enforcement agency
challenges the legality of the program. Under this scenario, the possible conflict between
the SIF and federal law would remain a hypothetical legal question. Another possible
avenue for action would be for the state or locality itself to seek a “declaratory
judgment,” an official judicial interpretation of the applicability of the Controlled
Substances Act to an SIF. This has the advantage of offering legal certainty to the

authorizing entity, but it comes at a significant potential cost: an SIF that had the
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potential to operate indefinitely under legal uncertainty would be required to close down
if the court found the facility to violate federal law.

There is a good case for going forward with SIFs as part of a broader effort to
minimize the harms of illegal drug use. Related interventions include outreach in
shooting galleries and other public injection sites, SEPs, drug treatment, overdose
prevention programs, and robust cooperation between public health and law enforcement
systems. The experience with SEPs shows the value of persistence, and the possibility
that evidence and advocacy can produce legal change. Researchers currently evaluating
the feasibility of SIFs in the United States posit that such facilities may be a promising
intervention shown by empirical evidence to improve public health without increasing
drug use or crime. The path will be rocky, but it is a path that can, with the necessary

public health and political leadership, be successfully navigated.

Acknowledgments
We thank Corinne Carey, Jonathan Cohen, Craig Green, Alex Kral, Susan
Sherman, Adam Wolf, and the anonymous reviewers of the Journal for their valuable

comments and advice.

REFERENCES

1. Kolb L, Du Mez AG. the prevalence and trend of drug addiction in the
United States and the factors influencing it. US Public Health Rep. 1924;39:1179.

2. Monitoring the Future national survey results on drug use, 1975-2006.

Volume II: college students and adults ages 19—45. Available at:

16



http://www.monitoringthefuture.org/pubs/monographs/vol2_2006.pdf. Accessed October
7,2007.

3. Centers for Disease Control and Prevention. Fact sheet: drug-associated
HIV transmission continues in the United States. 2006. Available at:
http://www.cdc.gov/hiv/resources/factsheets/idu.htm. Accessed October 7, 2007.

4. Alter MJ. Prevention of spread of hepatitis C. Hepatology. 2002;36(5
suppl 1):S93-S98.

5. Reyes JC, Colon HM, Robles RR, et al. Prevalence and correlates of
hepatitis C virus infection among street-recruited injection drug users in San Juan, Puerto
Rico. J Urban Health. 2006;83:1105-1113.

6. Wells R, Fisher D, Fenaughty A, Cagle H, Jaffe A. Hepatitis A prevalence
among injection drug users. Clin Lab Sci. 2006;19:12-17.

7. Garfein RS, Doherty MC, Monterroso ER, Thomas DL, Nelson KE,
Vlahov D. Prevalence and incidence of hepatitis C virus infection among young adult
injection drug users. J Acquir Immune Defic Syndr Hum Retrovirol. 1998;18(suppl
1):S11-S19.

8. Centers for Disease Control and Prevention. Soft tissue infections among
injection drug users—San Francisco, California, 1996-2000. MMWR Morb Mortal Wkly
Rep. 2001;50(19):381-384.

9. Binswanger 1A, Stern MF, Deyo RA, et al. Release from prison—a high
risk of death for former inmates. N Engl J Med. 2007;356:157-165.

10.  Centers for Disease Control and Prevention. Unintentional poisoning

deaths—United States, 1999-2004. MMWR Morb Mortal Wkly Rep. 2007;56(5):93-96.

17



11. Sporer KA. Strategies for preventing heroin overdose. BMJ.
2003;326:442-444.

12. Burris S, Blankenship KM, Donoghoe M, et al. Addressing the “risk
environment” for injection drug users: the mysterious case of the missing cop. Milbank
0. 2004;82:125-156.

13. Friedman SR, Perlis T, Des Jarlais DC. Laws prohibiting over-the-counter
syringe sales to injection drug users: relations to population density, HIV prevalence, and
HIV incidence. Am J Public Health. 2001;91:791-793.

14. Koester S. Copping, running, and paraphernalia laws: contextual and
needle risk behavior among injection drug users in Denver. Hum Organ. 1994;53:287—
295.

15.  Friedman SR, Cooper HL, Tempalski B, et al. Relationships of deterrence
and law enforcement to drug-related harms among drug injectors in US metropolitan
areas. AIDS. 2006;20:93-99.

16. Dovey K, Fitzgerald J, Choi Y. Safety becomes danger: dilemmas of drug-
use in public space. Health Place. 2001;7:319-331.

17. Bluthenthal RN, Lorvick J, Kral AH, Erringer EA, Kahn JG. Collateral

/{ Formatted: French (France)

Policy. 1999;10:25-38.
18. Marmor M, Des Jarlais DC, Cohen H, et al. Risk factors for infection with
human immunodeficiency virus among intravenous drug abusers in New York City.

AIDS. 1987;1:39—44.

18



19. Bluthenthal RN, Kral AH, Erringer EA, Edlin BR. Drug paraphernalia
1999;29:1-16.

20. Rhodes T, Mikhailova L, Sarang A, et al. Situational factors influencing
drug injecting, risk reduction and syringe exchange in Togliatti City, Russian Federation:
a qualitative study of micro risk environment. Soc Sci Med. 2002;57:39-54.

21. Fuller CM, Vlahov D, Latkin CA, Ompad DC, Celentano DD, Strathdee
SA. Social circumstances of initiation of injection drug use and early shooting gallery
attendance: implications for HIV intervention among adolescent and young adult
injection drug users. J Acquir Immune Defic Syndr. 2003;32:86-93.

22. Tracy M, Piper TM, Ompad D, et al. Circumstances of witnessed drug
overdose in New York City: implications for intervention. Drug Alcohol Depend.
2005;79:181-190.

23. Tobin KE, Davey MA, Latkin CA. Calling emergency medical services
during drug overdose: an examination of individual, social and setting correlates.
Addiction. 2005;100:397-404.

24.  Burris S, Welsh J, Ng M, Li M, Ditzler A. State syringe and drug
possession laws potentially influencing safe syringe disposal by injection drug users. J
Am Pharm Assoc (Wash). 2002;42(6 suppl 2):S94—-S98.

25. Connock M, Juarez-Garcia A, Jowett S, et al. Methadone and
buprenorphine for the management of opioid dependence: a systematic review and

economic evaluation. Health Technol Assess. 2007;11:1-190.

19

/{ Formatted: French (France)




26. Deren S, Cleland CM, Fuller C, Kang S-Y, Des Jarlais DC, Vlahov D. The
impact of syringe deregulation on sources of syringes for injection drug users:
preliminary findings. AIDS Behav. 2006;10:717-721.

27.  Wodak A, Cooney A. Effectiveness of sterile needle and syringe
programmes. Int J Drug Policy. 2005;16(suppl 1):S31-S44.

28. Needle RH, Burrows D, Friedman SR, et al. Effectiveness of community-
based outreach in preventing HIV/AIDS among injecting drug users. Int J Drug Policy.
2005;16:S45-S87.

29.  Ksobiech K. Beyond needle sharing: meta-analyses of social context risk
behaviors of injection drug users attending needle exchange programs. Subst Use Misuse.
2006;41(10-12):1379-1394.

30. Small W, Rhodes T, Wood E, Kerr T. Public injection settings in
Vancouver: physical environment, social context and risk. /nt J Drug Policy.
2007;18:27-36.

31. Hedrich D. European report on drug consumption rooms. European
Monitoring Centre for Drugs and Drug Addiction; 2004. Available at:
www.emcdda.europa.eu/index.cfm?fuseaction=public.AttachmentDownload&nNodelD=
2944 &slanguagel SO=EN. Accessed October 7, 2007.

32. Kerr T, Kimber J, Rhodes T. Editorial: drug use settings: an emerging
focus for research and intervention. Int J Drug Policy. 2007;18:1-4.

33. Wood E, Tyndall MW, Qui Z, Zhang R, Montaner JSG, Kerr T. Service
uptake and characteristics of injection drug users utilizing North America’s first

medically supervised safer injecting facility. Am J Public Health. 2006;96:770-773.

20



34. Malkin I. Establishing supervised injecting facilities: a responsible way to
help minimize harm. Melbourne University Law Rev. 2001;25:680-756.

35. Wright NMJ, Tompkins CNE. Supervised injecting centres. BM.J.
2004;328:100.

36. Broadhead RS, Kerr T, Grund J-PC, Altice FL. Safer injection facilities in
North America: their place in public policy and health initiatives. J Drug Issues.
2002;32:347-348.

37. Fischer B, Rehm J, Kim G, Robins A. Safer injection facilities (SIFs) for
injection drug users (IDUs) in Canada. A review and call for an evidence-focused pilot
trial. Can J Public Health. 2002;93:336-338.

38. Fry C, Cvetkovski S, Cameron J. The place of supervised injecting
facilities within harm reduction: evidence, ethics and policy. Addiction. 2006;101:465—
467.

39. Kimber J, Dolan K, Wodak A. Survey of drug consumption rooms: service
delivery and perceived public health and amenity impact. Drug Alcohol Rev. 2005;24:21—
24,

40.  Bluthenthal RN. Impact of law enforcement on syringe exchange
programs: a look at Oakland and San Francisco. Med Anthropol. 1997;18:61-83.

41. Burris S, Strathdee S, Vernick J. Lethal injections: the law, science and
politics of syringe access for injection drug users. University San Francisco Law Rev.

2003;37:813-883.

21



42. Davis C, Burris S, Kraut-Becher J, Lynch KG, Metzger D. Effects of an
intensive street-level police intervention on syringe exchange program use in
Philadelphia, Pa. Am J Public Health. 2005;95:233-236.

43. Downing M, Riess TH, Vernon K, et al. What’s community got to do with
it? implementation models of syringe exchange programs. AIDS Educ Prev. 2005;17:68—
78.

44. Wodak A, Symonds A, Richmond R. The role of civil disobedience in
drug policy reform: how an illegal safer injection room led to a sanctioned, “medically
supervised injection center.” J Drug Issues. 2003;33:609—623.

45. Burris S. Non-prescription access. Available at:
http://www.temple.edu/lawschool/phrhcs/otc.htm. Accessed October 7, 2007.

46. Kimber J, Dolan K, van Beek I, Hedrich D, Zurhold H. Drug consumption
facilities: an update since 2000. Drug Alcohol Rev. 2003;22:227-233.

47. Kimber J, Dolan K, Wodak A. International Survey of Supervised
Injecting Centres (1999-2000). Sydney, Australia: University of New South Wales
National Drug and Alcohol Research Centre; 2001. Technical Report 126.

48. Kerr T, Small W, Moore D, Wood E. A Micro-environmental intervention
to reduce the harms associated with drug-related overdose: evidence from the evaluation
of Vancouver’s safer injection facility. Int J Drug Policy. 2007;18:37-45.

49. Small D. Fools rush in where angels fear to tread: playing god with
Vancouver’s supervised injection facility in the political borderland. Int J Drug Policy.

2007;18:18-26.

22



50. Wood E, Tyndall MW, Montaner JS, Kerr T. Summary of findings from
the evaluation of a pilot medically supervised safer injecting facility. CMAJ.
2006;175:1399-1404.

51.  Final Report of the Evaluation of the Sydney Medically Supervised
Injection Centre. Sydney, Australia: MSIC Evaluation Committee; 2003.

52. Kerr T, Tyndall M, Li K, Montaner J, Wood E. Safer injection facility use
and syringe sharing in injection drug users. Lancet. 2005;366:316-318.

53. Stoltz J-A, Wood E, Small W, et al. Changes in injecting practices
associated with the use of a medically supervised safer injection facility. J Public Health
(Oxf). 2007;29:35-39.

54. Tyndall MW, Kerr T, Zhang R, King E, Montaner JG, Wood E.
Attendance, drug use patterns, and referrals made from North America’s first supervised
injection facility. Drug Alcohol Depend. 2006;83:193—198.

55. Wood E, Tyndall MW, Zhang R, et al. Attendance at supervised injecting
facilities and use of detoxification services. N Engl J Med. 2006;354:2512-2514.

56.  Kerr T, Tyndall M, Lai C. Drug-related overdoses within a medically
supervised safer injecting facility. /nt J Drug Policy. 2006;17:436—441.

57.  Wood E, Kerr T, Small W, et al. Changes in public order after the opening
of a medically supervised safer injecting facility for illicit injection drug users. CMAJ.
2004;171:731-734.

58. Freeman K, Jones CG, Weatherburn DJ, Rutter S, Spooner CJ, Donnelly
N. The impact of the Sydney Medically Supervised Injecting Centre (MSIC) on crime.

Drug Alcohol Rev. 2005;24:173-184.

23



59. Salmon AM, Thein H-H, Kimber J, Kaldor JM, Maher L. Five years on:
what are the community perceptions of drug-related public amenity following the
establishment of the Sydney Medically Supervised Injecting Centre? Int J Drug Policy.
2007;18:46-53.

60. Wood E, Kerr T, Small W, Jones J, Schechter MT, Tyndall MW. The
impact of a police presence on access to needle exchange programs [letter]. J Acquir
Immune Defic Syndr. 2003;34:116-118.

61. New call to shut Kings Cross injection centre. Sunday Telegraph.
December 10, 2006:A14-15.

62. Broadhead RS, Borch CA, Hulst Yv, Farrell J, Villemez W, Altice FL.
Safer injection sites in New York City: a utilization survey of injection drug users. J
Drug Issues. 2003;22:733-750.

63.  Validity and construction of state statutes criminalizing the act of
permitting real property to be used in connection with illegal drug activities. Am Law Rep
Sth. 1994;24:428-489.

64.  Doe v Bridgeport Police Department, 198 FRD 325 (D Conn 2001).

65.  Roev City of New York, 232 F Supp 2d 240 (SD NY 2002).

66. Gostin LO. Public Health Law: Power, Duty, Restraint. Berkeley:
University of California Press; 2000.

67. Davis KC, Pierce RJ. Administrative Law Treatise. 3rd ed. Boston, Mass:
Little, Brown & Co; 1994.

68. NI Stat Ann §26:1A-7 (2006).

69. New York Public Health Law §3381(4) (2006).

24



70. NY Comp Codes R & Regs Tit 10, §80.135 (2006).

71.  La Stat Ann 49 §215 (2007).

72.  New Jersey State Legislature Office of Legislative Services. Opinion on
Gov McGreevey’s Executive Order No. 139 of 2004. 2004.

73. Sands CD, Libonati ME. Local Government Law. Rev ed. Wilmette, I11:
Callaghan; 1999.

74. Burris S, Finucane D, Gallagher H, Grace J. The legal strategies used in
operating syringe exchange programs in the United States. Am J Public Health.
1996;86(8):1161-1166.

75.  State of New Jersey v City of Atlantic City, 879 A 2d 1206 (NJ Super

2005).

76. Gonzalez v Raich, 545 US 1 (2005).

77. Penalties for simple possession, 21 USCA §844 (2006).

78.  Raich v Gonzales, 2007 US App LEXIS 5834 (9th Cir 2007).

79. Crack House Statute, 21 USCA §856 (2006).

80. Rice v Sante Fe Elevator Corp, 331 US 218, 230 (1947).

81. Wisconsin Public Intervenor v Mortier, 501 US 597, 605 (1991).

82. US v Lopez, 514 US 549 (1995).

83. Education and research programs of attorney general, 21 USCA §872(e)
(2006).

84.  Kandra LR. Questioning the foundation of attorney general Ashcroft’s
attempt to invalidate Oregon’s Death With Dignity Act. Oregon Law Rev. 2002;81:505—

550.

25



85. Gonzales v Oregon, 546 US 243 (US Sup Ct 2006).

86.  Tempalski B. Placing the dynamics of syringe exchange programs in the
United States. Health Place. 2007;13:417-431.

87. Tempalski B, Flom PL, Friedman SR, et al. Social and political factors
predicting the presence of syringe exchange programs in 96 US metropolitan areas. Am J
Public Health. 2007;97:437-447.

88.  Fry C, Fox S, Rumbold G. Establishing safe injecting rooms in Australia:
attitudes of injecting drug users. Aust N Z J Public Health. 1999;23(5):501-504.

89.  Wood E, Tyndall MW, Spittal PM, et al. Unsafe injection practices in a
cohort of injection drug users in Vancouver: could safer injecting rooms help? CMAJ.
2001;165:405-410.

90.  Green TC, Hankins CA, Palmer D, Boivin JF, Platt R. My place, your
place, or a safer place: the intention among Montreal injecting drug users to use
supervised injecting facilities. Can J Public Health. 2004;95:110-114.

91. de Jong W, Weber U. The professional acceptance of drug use: a closer
look at drug consumption rooms in the Netherlands, Germany and Switzerland. Int J
Drug Policy. 1999;10:99-108.

92. Green TC, Hankins CA, Palmer D, Boivin JF, Platt R. Ascertaining the
need for a supervised injecting facility (SIF): the burden of public injecting in Montreal,

Canada. J Drug Issues. 2003;33:713-732.

26





