


and indeed probable, that this concentrated allocation of resources had an appreciable effect on crime in
this area. At a minimum, the effects of enforcement cannot be ignored; rather, they, and any other relevant
factors, have to be built into the analysis.

The Methodological and Analytical Shortcomings of SIF Research

Baseline Estimates
Evaluations of SIFs are, from the outset, hampered by the fact that very little is known about IDUs and
other problem drug users. Few jurisdictions even have reliable estimates regarding the total number of
users, much less accurate counts. As detailed information about drug consumption events is non-existent,
comparisons and assessments of change are necessarily of questionable validity. We cannot say with any
degree of certainty whether SIFs are even reaching their target populations because we know very little
about that population. We cannot draw conclusions about the effects of SIFs on reducing overdoses
without knowing the rate of overdose in the general population of users. Until these lacunae are
addressed, reasonable answers to a host of questions will continue to be elusive.

Conceptual and Operational Fuzziness
In certain instances, SIF studies have suffered from a degree of vagueness, such that their results
obfuscate more than they enlighten. Multiple operationalizations of "public injector" have been advanced,
all of them unsatisfactory. The fact that a respondent affirms that he/she has taken drugs in public in the
last month, or even in the last day, is insufficient to justify the characterization of "public injector." In this
regard, a simple sense of proportionality is sorely missing. With regard to service uptake, the definition of
"service" is also overly broad and in need of conceptual clarification. It is misleading to make strong
statements about service uptake when the "services" in question are primarily social, such as "meeting
people" (6) or "coffee and a chat" (13). Presumably, the purpose of attempting to connect with otherwise
difficult-to-reach populations is to help them access resources they would otherwise have gone without.
Surely SIFs are not required to provide a venue for people to meet and chat.

Evaluation Criteria
In too many cases, the criteria upon which an evaluation is to be judged a "success" are not specified a
priori. How much of a reduction in public injecting is substantively important? How much of a decrease in
risk behaviors such as multiple syringe uses or syringe sharing is needed before the claim can be
substantiated? Where change over time is at issue, neat statistical comparisons are often not helpful.
Clearly, there is an element of subjectivity involved in setting targets, but a logically defensible criterion for
success is preferable to post hoc pronouncements with unknowable validity.

There is also a problem with measures of "success" that set the bar far too low. For example, number of
referrals is not an effective indicator of service uptake. It leaves unexamined too many contingencies, not
the least of which are "Did the client actually use the referral?" and "What was the outcome of the
referral?" Without the requisite follow-up, referrals don't have any real weight as a substantive measure.

Self-Reports
Self-report methods have traditionally played the role of the Boogeyman in drug research. There is no
benefit to be gained from rehashing this debate here. In fact, to dichotomize the issue of validity is almost
surely to ask the wrong question. More pertinent to the current endeavor are efforts to identify those
respondent characteristics that may negatively influence the validity of self-reporting (32). While
researchers are increasingly finding that self-reports are fairly accurate in circumstances where there are
no contingencies or other mediating factors, the presence of contingencies and other complications does
seem to impact the validity of such measures (33). The notion of contingencies is especially germane with
regard to the populations of IDUs expressly targeted by SIFs, given that their contingencies are extreme.
Not-in-treatment, nonincarcerated IV drug users have specifically been associated with high levels of false
negative self-report classifications (34).

Although their discussion is virtually absent in the SIF literature, any number of reasons could account for
self-report inaccuracies. For example, these are not recreational drug users, but rather, are long-term
addicts. In light of the well-known side effects of, for example, cocaine use, which include anxiety and
paranoia (35), some research has speculated that the rate of misrepresentation among IDUs may be
attributable to the psychopharmacological effects of the drugs. It is at least plausible that the memory
problems and cognitive deficits attendant with sustained abuse would have implications for the validity of
self-reports. The idea of socially desirable reporting (SDR) has also been advanced as an explanation for
misreporting (36). SDR suggests that people may be less than fully truthful about using illegal drugs due
to their perceived "social unacceptability". The social desirability thesis is underdeveloped in the precise
context of intravenous drug use, but there is evidence indicating that validity should be assessed in
relation to specific drugs (37, 38). There also appears to be a hierarchy of unacceptability with regard to
drug use: cocaine use, for example, is misreported with much greater frequency than is marijuana use
(39). On the assumption that IV drug use would rank very high on such a hierarchy, elevated rates of
inaccuracy for this population are at least a possibility. None of this expressly refutes the findings of SIF
research per se. It is troubling, however, that so little attention is paid to a seemingly critical issue in the
SIF literature. The accuracy and utility of these studies will remain suspect until the validity of self-report
techniques is, if not established, at least addressed.



Absence of Statistical Controls
The majority 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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