





Absence of Statistical Controls

The maijority of SIF analyses demonstrates a lack of statistical control. In many of these cases, purely
descriptive methods are inappropriately used to support more causally-oriented inferences. The
“outcomes” used in SIF research are contingent upon numerous factors, and not just the existence of the
SIF itself. For example, the effects of enforcement and policing are routinely overlooked. This is especially
problematic in those cities, such as Vancouver, where police practices were altered in attempts to assist
INSITE with its mandate. The effects of situation exigencies, while sometimes noted, also are usually not
controlled for in the actual analysis. This is most evident in Sydney, where the heroin shortage is
consistently identified as a confounding factor but is never incorporated into the analysis in a meaningful
way. Less obvious, but not less important, is the example of discarded syringes in Vancouver, where the
practice of volunteers picking up litter around INSITE greatly complicates the assessment of whether SIFs
are associated with increases in improperly discarded syringes.

Absent proper controls, it is unclear how the effects of the SIF can be separated from other contextual
factors. This further extends to the effects of other programs. As mentioned earlier, the establishment of
low-threshold services in Germany coincided with other significant changes, including the expansion of
substitution treatment and the intensification of outreach health education. Without appropriate (and
sophisticated) controls, it is impossible to adequately disentangle the effects of these various initiatives.
The analytic frameworks currently being used to examine the effects of SIFs are simply not up to the task,
and it is hubristic even to hint at, much less assert, causality.

Longitudinal Data

Most SIF studies conducted thus far have been cross-sectional “snapshots.” The dearth of longitudinal
data is problematic for several reasons. First, the basic premise of the research, the assessment of the
effects, begs for longitudinal context. Even simple pre/post designs have largely been ignored. Second,
cross-section designs are incapable of capturing the dynamic component of change. What is the trajectory
of SIF effects? Are they immediately noticeable after implementation? If not, is there perhaps a lag
period? Quite apart from onset is the question of sustainability. At present, there is no way of knowing the
extent to which any SIF effects can be maintained, or over what duration they may persist. Some of the
largest initiatives, such as those in Sydney and Vancouver, are relatively new. Only data collected over
time can yield helpful answers to questions such as these. Unfortunately, political and professional
considerations increasingly marginalize the need for longitudinal designs (2). Moreover, the expense of a
true longitudinal study of behavioral change is frequently beyond the budget of projects. It is also worth
noting that the few longitudinal studies attempted thus far are marked by serious limitations. First, they
have insufficient follow-up periods. Second, the interpretation of trend results, such as they are, has been
questionable to the point of being self-serving.

The SIF as Black Box

By all accounts, SIFs offer distinct environments. They may be distinguished on the basis of size,
available amenities, drug specialization, and models of service delivery. Despite these differences, there
are currently no comparative studies on these facilities. Where research has involved multiple sites, it has
merely aggregated across those sites. No attempts have been made to account for variation between
these facilities. Rather, SIFs have been treated as Black Boxes. Outputs are produced, but the causal
mechanisms responsible for said outputs remain hidden, unspecified. This oversight has clear implications
both for policy-makers and practitioners. The demonstration of SIF effects must be accompanied by more
careful consideration of which aspect of the SIF (or combination thereof) actually produced the effect.

Conclusion: Taking Causality Seriously

On the subject of the effects of SIFs, the available research is overwhelmingly positive. Evidence can be
found in support of SIFs achieving each of the goals listed at the beginning of the evaluation. In terms of
our level of confidence in these studies, the assessment offered here is far less sanguine. In truth, none of
the impacts attributed to SIFs can be unambiguously verified. As a result of the methodological and
analytical problems identified above, all claims remain open to question.

Even to reasonably approximate causality with regard to SIFs would in practice constitute a Herculean
undertaking. Many of the existing shortcomings, such as sample size, longitudinal data, and comparative
analyses could be addressed with more rigorous research designs. Conceptual and operational definitions
could be refined, and evaluation criteria could be more precisely specified. But other limitations would
prove very difficult to surmount. The question of baseline data is likely to continue to be held hostage to
the complexity of logistics and the scarcity of resources. Disentangling causal mechanisms will similarly
remain tricky. The distribution of SIFs is not random. Instead, they are normally parachuted into pre-
existing cauldrons of social ills, the dynamics of which are exceedingly complex. Although SIFs are but
one part of a much larger systemic response to the problem of substance abuse and intravenous drug
use, they are too often credited with generating positive effects that are not borne out by solid empirical
evidence. As a policy issue, the potential impacts of SIFs are simply too important, and too divisive, to be
left to conjecture and inferences that cannot be supported.
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