
 

 
 
 

 

12 Back to the Future for Canada’s 
National Anti-Drug Strategy: 
Homeless Youth and the Need 
for Harm Reduction 

Kristy Buccieri 

Introduction 

The landscape of national drug policy has changed significantly in Canada 
over the past ten years. In 2003, reducing alcohol and drug related harm was 
a national priority. Accordingly, Canada’s Drug Strategy (CDS) had, “the 
stated aim of reducing the harm associated with alcohol and other drugs to 
individuals, families, and communities” (PHAC, 2003:n.p.). Further, the 
CDS explicitly endorsed initiatives such as, “needle exchange, methadone 
maintenance, [and] abstinence-oriented treatments such as therapeutic com
munities” (PHAC, 2003:n.p.). In 2005, Health Canada co-authored a re
port that established a national framework for action to reduce the harms 
associated with drugs and alcohol in Canada. The authors wrote, 

At the core of this document is a collective conviction that a national 
framework for action to reduce the harms associated with alcohol and 
other drugs and substances is necessary, practical and – most of all – 
achievable. These goals can be attained through dedication and the shar
ing of expertise, experience, ideas and perspectives. (Health Canada and 
Canadian Centre on Substance Abuse [CCSA], 2005:3) 
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Shortly after releasing this report, the Conservative government withdrew 
their support for the initiative (Webster, 2012). Just two years later, in Octo
ber 2007, Canada’s Drug Strategy was replaced by the new (but arguably not 
improved) National Anti-Drug Strategy (NADS). The NADS is comprised of 
a three-part action plan focusing on prevention, treatment, and enforcement 
(Government of Canada, 2011). However, in none of these areas is harm re
duction included in the plan. The Centre for Addiction and Mental Health 
(CAMH, 2008) has criticized the federal government for this omission, ar
guing that through this shift in policy the federal government is out-of-step 

“with drug strategies across Canada”, and that, “[s]everal cities and provinces 
in Canada, including Victoria, Vancouver, Edmonton, London, Toronto, and 
Ottawa,” have implemented harm reduction programs and in many cases in
cluded harm reduction in their municipal and/or provincial drug strategies. 

This chapter argues that in order to align itself with many of these munici
pal approaches, Canada’s federal government needs to return to the days 
when harm reduction was a national priority. As a public health initiative, 
harm reduction is a particularly important approach to promoting the safety 
and well-being of marginalized substance users, and especially those who are 
young, homeless, and/or otherwise street-involved. I begin this chapter by 
briefly discussing harm reduction and identifying some of its defining char
acteristics. I then shift the focus to a study conducted in Ottawa, Ontario, 
in which street youth and social service providers were asked to share their 
views on the harms associated with substance use among homeless young 
people. I end by arguing that addressing these harms requires a harm reduc
tion approach. Therefore, I call on the federal government to reinstate harm 
reduction as one of the pillars of its national drug strategy. 

The Key Characteristics of Harm Reduction 

Harm reduction has been a part of Canada’s Drug Strategy since 1992 (Of
fice of the Auditor General of Canada, 2001), but in more recent years sup
port for it has steadily declined at the federal level under Prime Minister 
Stephen Harper’s Conservative government (Webster, 2012). In Canada, as 
in other parts of the world, harm reduction remains a controversial issue 
(Erickson & Hathaway, 2010). While harm reduction has many supporters, 
as a strategy that does not rely strictly on abstinence, it faces resistance from 
those who fear it will lead to widespread drug legalization (Wodak & Saun
ders, 1995) and those who feel it is condoning and/or facilitating substance 
use (Single, 1995). Hwang (2006) argues that these reservations might be 
lessened if there were greater recognition that harm reduction strategies are 
meant to complement and not replace more traditional approaches. 
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Part of the resistance to harm reduction also emerges, at least in part, from the 
lack of a universally agreed upon definition. As researchers at the Centre for 
Addiction and Mental Health (2009) note, harm reduction is too dynamic 
and broadly applied to allow for (or require) the creation of a standardized 
definition. Yet, through the efforts of researchers, community activists, and 
policy makers, some defining features have remained relatively stable. For in
stance, in an early (and well cited) definition, Single (1995) writes that harm 
reduction involves, “[a] policy or programme directed towards decreasing ad
verse health, social, and economic consequences of drug use even though the 
user continues to use psychoactive drugs at the present time” (289). In 2002, 
seven years later, researchers offered a similar definition that focuses on reduc
ing the personal and social harms caused by drug use regardless of whether the 
person continues to use substances. These researchers define harm reduction as, 

...a set of strategies and approaches aimed at reducing the risks and 
harmful effects associated with substance use, and addictive behav
iours, for the person, the community and society as a whole. While 
helping users abstain from substances or addictive behaviours is one 
appropriate long-term goal for some, harm reduction strategies place 
the emphasis on the most immediate achievable and positive changes 
whether or not they are shown to reduce use. (Anne Wright and As
sociates Inc., 2002:4) 

Today this definition of harm reduction remains relatively stable. As research
ers note, most people would agree that at the core, “[h]arm reduction is any 
program or policy designed to reduce drug-related harm without requiring 
the cessation of drug use” (CAMH, 2009:n.p.). 

In Canada, members of the Canadian Centre on Substance Abuse’s National 
Policy Working Group have come together to establish specific criteria that re
searchers, activists, and policy makers can use to define harm reduction. Through 
their efforts they identified five principles, including: pragmatism (being realistic 
and practical), humane values, focus on harms, balancing costs and benefits, and 
the priority of immediate goals (Beirness et al., 2008). Harm reduction, while 
originating in the long tradition of public health, has also more recently become 
recognized internationally as a social justice issue, based on demanding respect for 
substance users (Stimson & O’Hare, 2010). To this end, significant progress has 
been made internationally in adopting harm reduction initiatives (Pauly, 2008). 

However, while harm reduction has been embraced by many nations world
wide (including Canada for a period), in recent years Canada has begun to 
revoke national support for these policies and programs (Webster, 2012). Just 
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two examples are the recent (unsuccessful) attempt to withdraw funding for 
Vancouver’s safer injection facility, Insite, and the (successful) removal of fund
ing for safer tattooing programs in federal prisons (Webster, 2012). This lack 
of support is harmful for individuals and communities who rely on and benefit 
from harm reduction initiatives. Not least among those affected by this de
creased support are street-involved youth, who often engage in substance use 
with harmful effects. The rest of this chapter discusses a small qualitative study 
in which homeless youth and social service providers in Ottawa were asked 
to share their views on the harms associated with substance use by homeless 
youth and the need for harm reduction programs to help lessen these effects. 

Methodology 

The interviews for this study were conducted in the summer of 2006 in Canada’s 
national capital region, Ottawa, Ontario. This context is significant. Exactly one 
year prior, in the summer of 2005, the Mayor of Ottawa brought together a large 
network of service providers, academics, business leaders, media representatives, 
and special interest groups to develop a comprehensive drug and alcohol strategy 
within the City of Ottawa (Community Network for the Integrated Drugs and 
Addictions Strategy [CNIDAS], 2006). The result, the Ottawa Integrated Drugs 
and Addictions Strategy, was designed as a reflection of the existing national 
drug strategy, founded on the four pillars of prevention, treatment, harm reduc
tion, and enforcement (CNIDAS, 2006). However, while there was support for 
harm reduction at the city level, the year 2005 was also when the conservative 
federal government withdrew support for harm reduction initiatives following 
the national framework report co-authored by Health Canada (Webster, 2012). 
While still recognized as a part of Canada’s Drug Strategy, harm reduction was 
quickly losing support and would be removed as a national pillar just one year 
after the interviews, in 2007 (Government of Canada, 2011). 

The participants in this study all lived (at least temporarily) in the Ottawa re
gion and were very aware of the political tensions surrounding harm reduction 
initiatives. As part of a broader study, ten homeless youth and nine social serv
ice providers participated in structured interviews that lasted approximately 30 
to 90 minutes. The participants were selected through a convenience sampling 
method, as each either worked at or was a client within a particular social service 
agency that offered harm reduction programs. The six male and four female 
youth were all self-identified substance users between the ages of 16 and 24. At 
the time of the interviews they were all living either on the street, in shelters, 
or temporarily with friends. The majority had been without stable housing on-
and-off for several years. The three male and six female social service providers 
were selected based on their range of experience and positions within the agency. 



203 

MENTAL HEALTH & ADDICTIONS

 
 

 

 
 

 

 
 
 
 

 
 
 
 
 
 

 
 

Three had advanced degrees and relatively extensive experience working with 
street youth, having been employed at the agency from five to ten years. The 
remaining six providers were less experienced with homeless and at-risk popula
tions, having worked for the agency between one and ten months. All providers 
actively administered the harm reduction services offered through the agency. 

The purpose of the project was to examine the substance use behaviours of 
homeless youth in Ottawa and to better understand at what point they – 
and social service providers – believed substance use became problematic. 
Throughout the interviews, the nineteen participants discussed the most 
common substances used by homeless youth living in Ottawa, the reasons 
for using, and the harmful effects substance use can have for the user, as well 
as for others. Based on this data, I argue the importance of harm reduction 
initiatives for reducing these negative consequences. 

Substance Use in Ottawa 

According to Paul, a 23 year old homeless man living in Ottawa, he and his 
friends use drugs and alcohol, “morning, afternoon, and night.” “Street youth,” 
he continues, “we do it whenever we can get it. If it’s four o’clock in the morn
ing, we do it. If it’s four o’clock in the afternoon, we do it.” While not all home
less young people use drugs and alcohol, research has consistently shown that a 
sizable portion do, at least on occasion (Baron, 1999; Boivin et al., 2005; Ka
rabanow, 2004; Hagan & McCarthy, 1997; Roy et al., 1998). In a multi-year, 
multi-site study with homeless youth, the Public Health Agency of Canada 
[PHAC] (2006) found that in 2003, 26.9% of participants reported drinking 
alcohol more than once per week and 36% reported alcohol intoxication in 
the previous 3 months. Additionally, more than 95% reported injection and/ 
or non-injection drug use in their lifetime (PHAC, 2006). 

More recent research conducted in Toronto shows that youth often have preferred 
substances (Barnaby et al., 2010). In Ottawa, marijuana was generally considered 
to be the preferred substance, which is not surprising given that the PHAC (2006) 
study also found that 78.3% of street youth in various Canadian cities reported 
marijuana use. The regularity with which it was used meant that service providers 
and youth alike had become used to it and regarded its use without alarm. For 
instance, Dawn, a service provider with ten years’ experience, stated that, 

Clearly practically all of them use marijuana and I almost think in this 
day and age that marijuana isn’t so much of a problem or an issue. It isn’t 
something that has to be addressed with any sort of strength. It’s just the bot
tom line for most young people and certainly for many people on the street. 
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Alcohol was also recognized as a commonly used substance in Ottawa, as simi
larly found in other Canadian research studies conducted around the same 
time (Agboola, 2005, Bodnarchuk et al., 2006). Like marijuana, alcohol use in 
itself was not considered problematic, but rather a socially acceptable and legal 
option for these youth (even though many were under the legal drinking age). 
When asked why young people choose to use alcohol, Lisa, an experienced 
social service provider said, “I think that it’s easier to obtain. It’s a very socially 
accepted thing to do, to get drunk.” Karen, a young homeless woman, added 
that, “Some people don’t want to do drugs because they think it damages your 
mind and everything, and you still have to fill that space with something. So, 
like, everyone has their addiction and alcohol is a legal one.” 

In addition to marijuana and alcohol, participants also noted that crack-cocaine, 
ecstasy, and morphine were preferred substances of street youth living in Ottawa. 
In the PHAC (2006) multi-site study, these substances were reportedly used by a 
minority of respondents as well. Of the participants who reported non-injection 
drug use 5.8% used crack-cocaine and 5.1% used ecstasy in the past 3 months 
(PHAC, 2006). Additionally, 34.4% of injection drug users reported morphine 
use in the 3 months before the study. Also mentioned, but believed to be less 
commonly used in Ottawa, was crystal methamphetamine. Conversely, other 
Canadian studies have found methamphetamine to be more commonly used 
than crack and ecstasy by street youth (Bodnarchuk et al., 2006; PHAC, 2006). 

Many adolescents, whether housed or homeless, experiment with substances 
(Adlaf et al., 2005), often for entertainment (Hagan & McCarthy, 1997) and 
because they like the way it makes them feel. In the interviews these reasons arose 
frequently. For instance, social service provider Natalie stated these youth, “really 
like the buzz,” and Paul, a homeless young man noted that he and his peers use 
drugs, “because it feels good.” On the street, as among housed youth, there may be 
peer pressure to conform. For instance, Chris, a young homeless man, admitted, 

“Sometimes I do it because everybody else is and I don’t want to be the outcast.” 
This pressure is something the social service providers have noticed as well, with 
Susan and Dawn respectively saying, “I’ve seen some youth sort of wanting to fit 
in,” and “They just want to be part of what’s going on, part of the youth scene.” 

However, while many young people use substances because of their social nature 
and pleasurable benefits, those who are homeless also often report using them to 
cope with the pressures and loneliness of street life, to add meaning to their days, 
and as a means of self-medicating against mental illnesses (Karabanow, 2004). 
The unfortunate outcome is that underlying issues such as loneliness, boredom, 
and mental illness are not addressed and the substances used to cope with these 
stressors can actually contribute to making them worse. The worse the problems 
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become, the more the youth may turn to substance use to cope. This can lead 
to a pattern of on-going – and potentially increasingly harmful – substance use. 

The Harmful Cycle of Substance Use 

The harmful effects of substance use will often vary depending on the specific 
substance used (Barnaby et al., 2010). In this study, however, participants were 
asked to speak about the harmful effects of substance use more generally. Among 
the Canadian population, substance use related harms have primarily been rec
ognized in three ways – loss of workplace productivity, economic and social 
burdens on the health care system, and the financial costs of law enforcement 
(Rehm et al., 2006). In 2002, the overall cost of substance abuse in Canada was 
estimated to be $39.8 billion dollars, with productivity losses accounting for 
61% of this cost, health care for 22.1%, and law enforcement for 13.6% (Rehm 
et al., 2006). The harmful effects of substance use for homeless youth, while 
specific to this population, can also be categorized in these three ways. 

Loss of Productivity 

The loss of productivity was found to be the greatest economic harm among 
the general Canadian population, accounting for a loss of $24.3 billion in 
2002 (Rehm et al., 2006). As many homeless youth are not employed in the 
formal economy (Gaetz & O’Grady, 2002; Gaetz et al., 1999) the loss of pro
ductivity cannot be measured in the same way. According to Natalie, a social 
service provider, homeless youth “don’t have those responsibilities yet and they 
can just go out and be frivolous and drink up a storm and be hung over the 
next day and still function.” However, while they may be able to function 
in some tasks, like squeegeeing and panhandling, the use of substances may 
interfere with the achievement of longer-term goals such as obtaining stable 
housing, continuing their education, and/or securing formal employment1. 

According to a recent study in Vancouver, street-involved youth who use substanc
es reported feeling unsupported in their efforts to find housing (Krüsi et al., 2010). 
For many homeless youth, the use of drugs and alcohol can make it difficult to 
move off the street. Joe, for instance, a young homeless man, stated that substance 
use “becomes a big circle of not being able to get anywhere. It’s just a cycle of stuck
ness because you’re using, you’re all high and you’re obviously not on topic or not 

1. 	 It should be noted that the use of drugs and alcohol is not the only barrier to the realiza
tion of short and long term goals among homeless youth. Many lack the education, sta
bility, and resources needed to obtain formal, well-paying employment. For many, the 
only alternatives are low wage, menial jobs that are undesirable and may offer little or 
no benefit to youth above what they gain from the informal economy. For more detailed 
arguments, refer to Gaetz & O’Grady (2002) and Karabanow et al., (2010). 



206 

YOUTH HOMELESSNESS IN CANADA

 

 

 
 

 
 
 

 
 
 
 

 
 
 
 
 
 
 
 

on the ball.” The use of substances other than alcohol or marijuana has been linked 
to housing instability (Tevendale et al., 2011), as has injection drug use (Rhule-
Louie et al., 2008). Substance use can be harmful for youth because, as social serv
ice provider Helen stated, long-term use often “starts interfering with obligations.” 

On-going substance use can impair judgement and reduce the motivation needed 
to achieve long term goals like obtaining housing, returning to school, and/or find
ing employment. However, it can just as easily interfere with the fulfilment of 
more immediate and pressing needs like finding food. This is especially troubling 
given that research consistently shows homeless individuals, including youth, suf
fer from nutritional deficiencies (Dachner et al., 2009; Gaetz et al., 2006; Khandor 
& Mason, 2007; Tarasuk et al., 2005; Tarasuk et al., 2010). The youth in this study 
noted that money that could be spent on essentials like food and clothing often 
goes toward substance use instead. Max, a 17 year old homeless man, explained, 

Every pay cheque you get $200 bucks, you’re buying, you know, a half 
ounce of weed. There goes $180 bucks and then you’re spending the 
last $20 on some more weed...And that goes every week and you’re still 
doing it and every penny you get, you’re spending it on weed...You stop 
caring what’s in your fridge, what you need to eat. It’s just pure weed. 

Karen, a homeless young woman, conveyed a similar message. When asked 
how she would define problematic substance use, she suggested it occurs 
when drugs become a substitute form of financial currency. Karen stated, 

Actually for me, it’s when everything that you see, like a soda would 
be like, “I could buy a joint with that. That’s a joint.” When you 
start to use drugs as currency. Everything that you could buy or spend 
your money on, you see it as, like, how much drugs you could buy for 
it, you know. Yeah, if I can spend $10 on something I’m like, “Well 
that’s a whole length.” I’ll see that as ‘not-drugs’. 

What these comments show is that some young people trade their labour for the 
ability to purchase drugs. In this sense productivity is directed away from the 
achievement of long term goals and the fulfilment of daily human needs in order 
to engage in substance use. Unfortunately this can perpetuate a dangerous cycle. 
Many young people find life on the street boring, which makes working toward 
affording drugs and alcohol a fulfilling task. Most, or all, of the money they earn 
goes toward purchasing drugs and alcohol, leaving them unable to fulfil short and 
long term needs. Once the substances are gone the cycle begins again. Shane, a 
young homeless man who was caught in this cycle, discussed how people can be
come dependent on it for survival. When asked why he uses drugs he responded: 
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To add meaning to life. ‘Cause if you don’t have a job or like, goals in 
the future, you need to at least have a goal...make money for something, 
like, short-term. So, everyday you need to make like $20 to get [drugs]... 
so there’s, like, some strive for life, maybe if you’re lacking a reason to live. 

The use of drugs and alcohol shifts the kinds of productivity young people en
gage in from more formal economic activities to the pursuit of substances and 
substance use. The outcome is often a cycle in which time, money, and energy 
are directed away from longer-term goals like obtaining housing and employ
ment and shorter-term needs like purchasing food, while furthering the need 
to pass one’s days with something else – a void often filled by substance use. 

Health and Mental Health Care 

In 2002, substance abuse cost Canadians $8.8 billion in health care spending 
(Rehm et al., 2006). Even without the use of substances, homelessness has consist
ently been linked to poor physical and mental health. Common problems that 
have been documented include foot problems, scabies and body lice, dental dis
eases (Hwang, 2001), hunger and food deprivation (Dachner et al., 2009; Gaetz 
et al., 2006; Khandor & Mason, 2007; Tarasuk et al., 2010), post-traumatic stress 
disorder (Bender et al., 2010), and loneliness (Rokach, 2005), among others. The 
immediacy of meeting daily needs like obtaining food, shelter, and safety often 
takes precedence over health (O’Connell, 2004). Even when health problems do 
become pressing, those who are homeless often experience difficulty accessing 
health care, due to the lack of a health card (Khandor & Mason, 2007), a sense 
of being unwelcome in health care settings (Wen et al., 2007), and an inability to 
pay for and/or store prescribed medication (Hwang & Gottlieb, 1999). 

The use of substances can compound existing problems and make the physical 
and mental health of homeless individuals even worse (Karabanow et al., 2007). 
Their inability or reluctance to access health care services may suggest they are not 
burdening the health care system (Rehm et al., 2006), but deteriorating physical 
and mental health can be particularly problematic for individuals who experience 
them. Joe, a twenty-four year old man who had been on the street since age sixteen, 
suggested that “ill health” is “a major thing” in relation to substance use, adding, 

“especially when you start getting close to my age there, [and into] your late twenties. 
You start getting really unhealthy to the point where it’s time to stop, or you’re not 
making it out of your thirties.” Inadequate coping strategies and perceived poor 
health have both been linked to high drug use among homeless youth (Nyamathi 
et al., 2010). These negative effects may be worsened by high risk substance use be
haviours, such as sharing needles (PHAC, 2006; Roy et al., 2002) and/or unsafe sex 
practices like forgoing condom use (Halcon & Lifson, 2004; Tucker et al., 2011). 
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Many young people on the street suffer from mental health disorders such as 
depression, schizophrenia, post-traumatic stress disorder, and bipolar disorder 
(Bender et al., 2010; Boivin et al., 2005; Merscham et al., 2009). Street youth 
often meet the criteria for dual or multiple diagnoses, and in particular concur
rent or overlapping disorders (Johnson et al., 2005; Kirst et al., 2011; Slesnick & 
Prestopnik, 2005). For many young people on the street substance use is a way of 
coping with the effects of these disorders through self-medicating instead of seek
ing professional treatment (Karabanow, 2004; Karabanow et al., 2007). Max, a 
young homeless man in Ottawa, explained, “You’re depressed, you get drunk, and 
it just takes everything off your mind.” Likewise, Molly, a young homeless woman 
stated, “I use drugs to hide the pain...because when you use drugs you don’t feel 
the pain.” 

There is a sense of stigma attached to being both homeless (Thompson et al., 
2006) and a substance user (Singer, 2006). This stigmatization increases the risk 
that these young people will experience low self-esteem, loneliness, thoughts 
of suicide, and feelings of being trapped (Kidd, 2007). Substance use can help 
decrease the intensity of these feelings, as Natalie, a social service provider, sug
gested, “A lot of drug use is a coping mechanism to deal with their life as it 
is right now.” However, there is again the risk of getting caught in a cycle. As 
Susan, another service provider, noted about her agency’s clients, “We have a 
lot of youth that their drug consumption has led to mental health issues, which 
becomes a vicious circle...because they just end up using more and then the 
problem gets worse and they’re not getting treated.” Young people may choose 
to use drugs and alcohol in order to cope with their poor physical health and the 
psychological difficulties of living on the street. However, this approach often 
results in greater harm, as the substance use only masks the problems instead of 
addressing them and may even lead to a worsening of the conditions themselves. 

Law Enforcement 

The third largest cost associated with substance abuse in Canada in 2002 
was the financial burden on law enforcement agencies, accounting for $5.4 
billion (Rehm et al., 2006). In order to survive on the street young people 
sometimes engage in illegal activities (Hagan & McCarthy, 1997) and the 
participants in this study suggested that substance use contributes to such 
behaviour. Jeff, a social service provider, observed, that 

Street violence is on the rise, there’s no doubt about it. Does alcohol 
or drugs have something to do with this? I don’t know for sure, but I 
think it’d be stupid to say it doesn’t. Something is going on with drugs 
and alcohol and violence. 
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Jeff’s suspicion is confirmed by research that shows that homeless youth who meet 
the criteria for substance abuse disorders (i.e., alcohol abuse, alcohol dependence, 
drug abuse) may be more likely to engage in violence (Crawford et al., 2011). 
This study also indicated that men are more likely to be involved in violence than 
women (Crawford et al., 2011), which supports the observations of Beth, a sixteen 
year old runaway who stated, “Fights happen. When guys drink, not all of them, 
but I find that most of them become violent...They’re happy until someone says, 
‘get out of my way’...then it’s like, ‘excuse me?’ kind of thing and they get violent.” 

When under the influence of drugs and/or alcohol homeless youth may engage 
in violent behaviour, but the use of these substances also increases the risk that 
they will be victimized. In one study, Kirst et al., (2011) found that street-in
volved youth with concurrent or overlapping mental health problems were near
ly four times more likely to have been victimized in the previous twelve months. 
Laura, a young woman in Ottawa, told of her experience of victimization while 
under the influence of drugs. She stated, “Back in the summer I was beaten-up 
by drunk kids for no reason. So, after that I had a new view on drugs and alco
hol and I started to get off of it. At the time I was on ecstasy.” In this incident 
both Laura and the offenders were under the influence. Unfortunately, research 
indicates that homeless youth are a highly victimized population and that they 
are unlikely to report incidents to the police (Gaetz, 2004; Gaetz et al., 2010). 

The financial cost to law enforcement generally does not arise from youth reporting 
substance-related crimes committed against them. Rather, these costs emerge from 
ticketing these youth and from calls initiated by the general public. A recent study 
conducted in Toronto highlights the degree to which homeless youth are treated 
as disorderly persons and subjected to zero-tolerance measures like ticketing and 
criminalization (O’Grady et al., 2011). The use of substances in public is a com
mon reason young people come into contact with the police. Lucas, a social service 
provider in Ottawa, explained, “If numerous people are consuming drugs or alco
hol in a public place, because most of them are homeless, that’s against the law so a 
lot of times people are issued tickets.” The resulting costs are financial (to the youth, 
but also to the law enforcement agency), legal (as youth are threatened with jail or 
other action if the tickets go unpaid), and social (as these young people become 
burdened with outstanding debt that interferes with their ability to get off the 
streets and obtain credit for long term goals like housing) (O’Grady et al., 2011). 

Law enforcement officials may also become involved with homeless youth as a 
result of calls placed by the general public. Young people under the influence of 
substances may commit crimes directed at housed persons, as when property is 
stolen to pay for drugs and/or alcohol. Paul, a young man in Ottawa, suggested 
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that substance use becomes harmful, “when that’s all they think about. When 
it’s all they want to do...They want to break into housing to steal nice items to 
pawn, to get the money.” The general public may also call emergency services 
out of concern for the welfare of substance users. According to social service 
provider Jeff, “When Joe Citizen sees someone passed out, their natural reac
tion is to call 911...This generates a 911 call, which means fire, ambulance, and 
police [will show up]...which costs about $1,600...It’s a lot of money.” Although 
the figure Jeff offers is unverified, his point remains valid. At a cost of $5.4 bil
lion (Rehm et al., 2006), a substantial amount of Canadian funds are being 
directed toward law enforcement efforts that address problematic substance use. 

Harm Reduction in Canada: Back to the Future 

Many homeless youth use drugs and/or alcohol, often with harmful consequenc
es for themselves and others. Frequently these harms are part of a cycle in which 
substance use becomes the way of coping with stressors on the street while at the 
same time contributing to, and possibly worsening, them. Because youth get 
caught in this cycle, where substance use fulfils an important role in their daily 
lives, quitting does not feel like a viable option. Marlatt and Witkiewitz (2010) 
suggest that harm reduction can act as a safety net for substance users like these 
youth. In the course of their lives, they write, users will come to an intersection 
marked by a traffic light. More traditional approaches, like rehabilitation centres, 
may treat the light as though there were only two settings: red (stop using) or 
green (keep using). However, traffic lights also have a third option, Marlatt and 
Witkiewitz (2010) note. They may be yellow, signalling the person to slow down, 
take precautions, and notice the potential harms that may arise from crossing the 
intersection. In their analogy, harm reduction is the yellow light that keeps users 
relatively safe when they are unable or unwilling to see the light as red. 

In the introduction to this chapter I presented a quote from a Health Canada 
report that outlined a national framework for addressing the harms related to 
alcohol and drug use. It stated that a framework of this kind was “necessary, 
practical and – most of all – achievable” (Health Canada and CCSA, 2005:3). 
The authors of this report wrote that programs that recognize the realities of 
adolescent substance use and that focus on reducing the potential for harm are 
more likely to succeed than programs that focus on abstinence alone (Health 
Canada and CCSA, 2005) because they recognize that substance use may fulfil 
many roles in the user’s life. In the time since this report was published there 
have been significant changes to national drug policy. Canada’s Drug Strategy 
has been replaced by Canada’s National Anti-Drug Strategy (NADS). 

The findings of this research study show the harms that can result for homeless 
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young people, and others, as a result of substance use. Many rely on drugs and/ 
or alcohol to give their days a sense of purpose, to pass the time, to provide 
entertainment, and to cope with the stressors of life on the street. For these 
reasons, it may be difficult for young people who are homeless to stop using 
altogether. These findings point to the need for some pressing policy-based de
cisions. First and foremost is the need for harm reduction to be reinstated as a 
national priority. If refraining from using is not a possible option for all young 
people, then something must be done to lessen the harmful effects. 

The National Treatment Strategy Working Group (2008) has called for a popula
tion-informed response, in which services and supports are tailored to the risk fac
tors, prevalence and severity of use, and the unique characteristics of substance use 
among specific populations. For homeless youth, this could include services such 
as the distribution of supplies like clean needles, crack kits, and condoms both 
in service agencies, as well as through outreach to locations where young peo
ple spend time. Further, young people should have access to education, through 
pamphlets and posters, workshops, and informal discussions, about how to use 
more safely. This education could include factors such as not sharing needles, not 
using while alone, identifying the signs of an overdose, and always practising safe 
sex, even while under the influence of drugs or alcohol. As a strategy for homeless 
young people, harm reduction has many benefits because it acknowledges, and 
addresses, the many complicated reasons these youth use substances. 

Increasingly, harm reduction has become a staple in the management of prob
lematic substance use for high-risk populations (Erickson & Hathaway, 2010) 
and in particular for young people who are on the streets (Poulin, 2006). Mar
latt and Witkiewitz (2010) note that “The primary goal of most harm-reduc
tion approaches is to meet individuals where they are at and not to ignore or 
condemn the harmful behaviors, but rather to work with the individual or 
community to minimize the harmful effects of a given behavior” (593). As 
such, harm reduction is largely about having respect for the user. Pauly (2008) 
notes that within a harm reduction context, respect for persons stands in sharp 
contrast to the disrespect often associated with the stigma of drug use. Un
like moral arguments that may enhance the user’s sense of shame, guilt, and 
stigmatization, harm reduction is humanistic and based on principles of ac
ceptance (Marlatt & Witkiewitz, 2010). Harm reduction aims to empower 
individuals by treating them with respect and acceptance as they currently are, 
and not based on an idea of what others think they should be. 

Harm reduction programs promote a non-judgemental and non-stigmatizing 
environment while also offering a way for homeless youth to work collabora
tively with one another (Poland et al., 2002; Weeks et al., 2006) and with so
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cial service providers (Merkinaite et al., 2010). Their involvement can create a 
community of practice (a process of sharing information and experiences that 
allows members to learn from each other, and have an opportunity for growth 
and development) centred around harm reduction (Buccieri, 2010). Such a 
community may build relationships between young people and social service 
providers that are more balanced and empowering for the youth (Rogers & 
Ruefli, 2004). Equally important, accessing harm reduction services can bring 
hard-to-reach and marginalized youth into contact with social service agencies 
and provide them with access to treatment and other essential supports, like 
health care and meal programs (Laurie & Green, 2000; Poulin, 2006). 

The costs of substance abuse in Canada are high (Rehm et al., 2006) and the 
federal government should be applauded for trying to create a strategic re
sponse. However, the omission of harm reduction as a key piece of this re
sponse is striking (CAMH, 2008). When it comes to addressing the substance 
use practices of homeless youth, the National Anti-Drug Strategy falls short. 
The prevention and treatment action plans state that the federal government 
will enhance, provide, and enable treatment and support programs for young 
people who are at risk for drug use while supporting research on new treat
ment methods (Government of Canada, 2011). Rather than funding a search 
for new treatment methods, federal resources would be better spent on fund
ing harm reduction-based research and program initiatives. This kind of action 
would be a step forward in supporting our nation’s homeless youth, who, as 
high-risk substance users, are arguably among the most in need of a strategic, 
organized response. In order to send a clear message of support, the federal 
government of Canada needs to take a step back in time, to when harm reduc
tion was a priority, in order to create a better future. 
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