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Executive Summary

This report was devel oped following the Methamphetamine Environmental Scan Summit
hosted by the Canadian Community Epidemiology Network on Drug Use (Vancouver
site) on November 28, 2002 in Richmond, British Columbia. It highlights what is known
about methamphetamine use in British Columbia, describes key issues related to
methamphetamine use, and concludes with a summary of areas of action and specific
recommendations to address methamphetamine use.

Methamphetamine (MA) is a synthetic central nervous system stimulant also known as
crystal, meth, ice, jib, and speed. Although there is no collection of information or
reporting system that would allow for the accurate estimation of patterns of MA use,
treatment, and production in BC, delegates at the summit described MA as a drug that has
moved beyond rave culture and into mainstream society. Summit participants described
the diverse populations and contexts in which they saw MA use occurring. These
included recreational use, unintentional poly-drug use (ecstasy is often adulterated with
MA), street use, and workplace use. Summit participants reported methamphetamine use
to be of particular concern for youth.

In atreatment setting, participants reported an increase in youth who are using or have
tried MA. Although reasons for use vary, summit participants described some of the
factors they felt were driving the increased use of MA. These factors include easy
availability, low cost, lack of stigma associated with use, and the specific effects of the
drug (i.e., long high, increased energy, improved body image). This report also outlines
the short- and long-term effects of MA for the user and the potential consequences of MA
use for the user, the family and friends of the user, and for communities and society at
large.

The primary goals of the summit were to quantify the MA problem in BC and to develop
a strategy to address methamphetamine use. Recommendations proposed by summit
participants focused both on better utilization of available resources and development of
new strategies. The summit resulted in the formation of a coordinating body, the

M ethamphetamine Resporse Committee (MARC), and the devel opment of working
groups to move these recommendations forward.
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I ntroduction

This document was devel oped following the Methamphetamine Environmental Scan
Summit hosted by the Canadian Community Epidemiology Network on Drug Use
(Vancouver site) on November 28, 2002 in Richmond, British Columbia. This document
highlights what is known about methamphetamine use in British Columbia, describes key
issues related to methamphetamine use, and concludes with a discussion of priorities and
areas of action to address methamphetamine use. It aso is intended to be a resource for
individuals working in areas related to methamphetamine use and includes a list of
summit participants to facilitate the networking and discussion that began at the summit.

The need for a summit on methamphetamine use became apparent earlier this year at the
Vancouver CCENDU mesting in September. It was noted by a physician at the Three
Bridges Community Health Centre that he and his colleagues were seeing an increasing
number of patients with methamphetamine-related problems. In addition, a member of
the Vancouver RCMP Drug Awareness Service mentioned that the RCMP had seen an
increase in the presence of methamphetamines in the analysis of drugs confiscated by the
RCMP at raves, in clubs, and on the street. An attempt to quantify the extent of the
problem by contacting emergency rooms, ambulance control, and laboratories performing
drug screens found that, in most instances, the information was either not recorded or
coded, had to be extracted manually in text format, or were no longer part of the standard
drug screen. Although anecdotal evidence suggested that methamphetamine use was a
growing concern, it soon became clear that no one had a clear grasp of the size of the
methamphetamine problem in the Lower Mainland and surrounding areas.

The Methamphetamine Environmental Scan Summit brought together over 120
individuals from arange of backgrounds. Delegates at the summit included physicians,
nurses, youth workers, counselors, advocates, social workers, first responders, local
politicians and representatives from the RCMP, school boards, public health, non-profit
groups, and provincial and federal governments.

Drawing upon the experience and knowledge of the delegates, the primary objectives of
the summit were to collectively define and answer the following questions:

» What isthe extent of the methamphetamine problemin British Columbia?

= What is driving methamphetamine use and what are the consequences of
methamphetamine use?

= What should we, and what can we, do about the problem? And how do we do it?

The format of the summit involved opening presentations by Dr. lan Martin of the Three
Bridges Community Health Centre, Wayne K. Jeffery from the RCMP Forensic
Laboratory, Tom Hetherington of Pacific Community Resources Society, Theo Rosenfeld
of Pala Community Development and a video presentation describing the King County
Meth Action Team (the full agenda can be found in Appendix B). These opening



presentations were followed by morning and afternoon breakout sessions and group
discussions in the following areas:

= current trends in the use of methamphetamines

= thedirect and indirect costs associated with methamphetamine use and production

= the supports, resources, and strategies currently available to address
methamphetamine use

= thetypesof actions that could be undertaken, both collectively and individualy at
each delegate’ s respective organizations, to address concerns and issues related to
methamphetamine use and production

Through this process participants identified a range of key issues related to
methamphetamine use and collectively identified priority areas comprised of key
recommendations (see Appendix A).

In this document, we draw upon available statistics, research on methamphetamine use,
and the insights and experience of the summit delegates to highlight what is known about
methamphetamine use and production in the British Columbian context. We describe the
areas of priority identified by the delegates and the recommendations and ideas generated
throughout the summit. The summit also resulted in the development of several working
groups (see Appendix F), consisting of individuals who have volunteered to be involved
in moving these recommendations forward. This document is intended to be a resource
for individuals working to address issues related to methamphetamine use at their
respective organizations and a so provides a foundation from which the working groups
can move forward.

Overview of Methamphetamine Usein British Columbia

History and Background

M ethamphetamine (MA), aso known as meth, crystal, ice, jib, and speed, is a derivative
of amphetamine. Although first synthesized in the late 1880s, MA was not extensively
studied until the 1930s and did not become widely used until the 1940s. During World
War |1, Japan, Germany, and the United States provided the drug to military personnel to
increase endurance and performance. It was later prescribed to treat depression, obesity,
and as atreatment for heroin addiction. During the 1960s, illicit MA laboratories
emerged in the San Francisco area and the use of MA spread up and down the Pacific
Coast of the United States (Anglin, Burke et a. 2000).

In the 1980s, a new and simpler method of MA production was developed and a different
and more potent form of MA, d- methamphetamine hydrochloride (crystal meth, or “ice,”
isacrystallized, smokeable form of MA), became available. In the United States, the MA
problem is no longer limited to the West Coast and its user population has broadened to
include people from all walks of society. Worldwide, the World Health Organization
estimates that there are more than 35 million users of amphetamine and



methamphetamine, making amphetamine and MA the most widely used illicit drugsin
the world after cannabis (World Health Organization 1997). The UN Office for Drug
Control and Prevention (United Nations Office for Drug Control and Crime Prevention
2000) estimates that there are more users of amphetamine/MA worldwide than users of
heroin and cocaine combined.

Although there are numerous studies describing the use, prevalence and spread of MA in
the United States, there is much less information available on MA use in Canada. In this
document we begin by presenting an overview of the trends and patterns of MA use and
production in BC. Currently, there is no information, collection and reporting system that
would allow for the accurate estimation of patterns of MA use, treatment, and production
in BC and these data limitations make it impossible to provide a comprehensive overview
of MA use. This documents draws uponthe insights and experiences of the delegates at
the Methamphetamine Environmental Scan Summit as well as available published data
and statistics generously provided by summit delegates from their respective

organizations to provide an overview of the issues related to MA use.

Trendsin MA Use

Participants at the summit described
MA as adrug that has moved
beyond rave culture and into
mainstream society. Participants
reported that while MA remains a
popular recreationa drug, users of
MA have expanded to include a
wide range of groups, including high
school students, street youth,
professionals, the
gay/bisexual/lesbian/transgendered
(GLBT) population, and young
mothers.

Although MA useis a problem that
faces people from all walks of life,
summit participants saw MA use
(and the greatest possibilities for
abuse) as an issue facing youth in
particular. Summit participants
working with youth described MA
as being the “drug of choice” for
many youth.

Survey data in Canadian settings
indicate that drug use in general
(including MA), isincreasing among

What is Methamphetamine (MA)?

Methamphetamine (MA) is also called
crystal, meth, jib, speed, teck, glass, ice,
peanut butter, and shards

MA is a synthetic central nervous
stimulant that produces intoxication
through increased stimulation of
dopamine, serotonin, and norepinephrine
receptors in the brain

MA can be swallowed, smoked, injected
or snorted and its effects can last
anywhere from 2 to 16 hours depending
on the purity and form of use

MA provides similar feglings as cocaine,
but it is metabolized at a slower rate and
its effects can last for days

MA provides a sense of aertness,
euphoria, and afeeling of endless energy
MA isfound in different forms, i.e., off-
white transparent powder, brown
granules, or crystals

MA is usualy sold in paper flaps, plastic
baggies, tablets or capsule form




youth. The Ontario Student Drug Use Survey (1999) found that 5.3% of grade 7-13
students admitted using MA in the last year. The highest MA use was by students in
grades 11-13 where just over 8% had used MA in the last year (Centre for Addiction and
Mental Health1999). The 1998 McCreary Adolescent Health Survey (The McCreary
Centre Society 1998) in British Columbia reports similar numbers, with reported lifetime
amphetamine (including MA and ecstasy) usage of 5% high school students. A recent
survey on youth drug use conducted by Pacific Community Resources (PCR) (Pacific
Community Resources 2002) in the summer of 2002, interviewed a convenience sample
of 1,936 youth aged 12-24 in six Lower Mainland communities. This survey found a
19% lifetime usage rate for MA and a 30-day usage rate between 7% and 8%. The survey
also found that the average age of first use of MA was 14.5 years and that 45% of youth
reported being able to obtain MA within a 24-hour period. Consistent with the McCreary
and Ontario Drug Use survey, the PCR survey found that MA use is dightly higher in
males than females at 8% versus 6% (30 day use).

In a treatment setting, participants also reported an increase in youth who are using or
have tried MA. The Victoria Specialized Y outh Detox Program reported a substantial
increase in the number of youth who are referred to the program where crystal
methamphetamine is their drug of choice and a decrease in the number of heroin
referrals. Between 2000/2001 and 2001/2002, the number of crystal methamphetamine
referrals rose from 11% to 36% while heroin referrals decreased from 41% to 31%.

70
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O Ampetamines

40 Crystal methamphetamine
O Methadone
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O Morphine
Alcohol

Poly-Use
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2000-2001 2001-2002

Figure 1. Referrals By Drug of Choice 2000/01 & 2001/02, Victoria Specialized Y outh Detox, Annual
Report 2001-2002. (It should be noted that 2001-2002 datais for a 10-month period as compared to 2000 —
2001 which was 12 months).

At aneedle exchange site in Victoria, it was reported approximately 70% of the 194
registered clients aged between 20 and 29 have tried or are using crystal meth while
approximately 10% of the 339 registered clients >29 years have tried or are using crystal
meth. Anecdotal data from an outreach program for youth in Vancouver suggests that



approximately 35-50 of the 65-70 youth they see each night are using crystal meth. In
November 2002, St. Paul’ s Hospital in Vancouver received 215 psychiatric visits; 44 of
these visits were for substance abuse and approximately 60% of these 44 were for crystal
meth. One summit participant from Adult Addictions in Vancouver reported no
significant increase in crystal meth use between October 2001 and October 2002. Family
Services of Greater Vancouver, which provides detox services for youth in Vancouver,
report 14-34 youth seeking detox for crystal meth in a six-month period in 2001. In the
same six- month period in 2002, they saw 32-59 youth seeking detox for crystal meth. At
present, it appears that the numbers of youth seeking trestment for heroin and/or cocaine
remain stable.

Information supplied by addiction service providers of Fraser Health Authority, (with the
exception of Delta), report an increase in the percentage of clients seen who are MA
users. However, despite the consistent trend in most regions the numbers are small and
the time frame short and must be treated with caution. Surveys administered in two
schools in the Health Authority had differing results. One community saw an increase
from 3 to 5.5% of 400+ students who reported ever using MA from 1999 to 2000. A
persistently higher (though fairly constant) rate, ranging between 11% and 13%, of ever
users was found in the 1995, 97, 99 and 2000 surveys in the second community. Survey
results and anecdotal evidence suggests that with time, the age of onset is getting younger
and those who do use may be doing so more frequently.

Although numbers are not available to quantify many of the patterns and trendsin MA
use, summit participants provided anecdotal evidence describing the diverse populations
and contexts in which they saw MA use occurring. These included:

Recreational use: many youth, often of a higher socio-economic background, use
MA viathe party scene at raves and in clubs. Summit participants report MA
being especialy popular with groups within the GLBT population. These
recreational users do not appear to be using MA between raves or parties.
Unintentional poly-drug use: many ecstasy users are unaware of the purity of their
ecstasy and are using MA without knowing it. Analyses by the RCMP
(Vancouver) Drug Awareness Service have found that ecstasy is often adulterated
with MA or MA isbeing sold as ecstasy (>58% of ecstasy-like pills contained
MA)

Youth who did not complete high school or who became parents at an early age:
in certain areas, MA use is popular with individuals who did not complete high
school and/or young parents (e.g., 19-28 years old). Several summit participants
commented that MA use is occurring in the children of parents who use MA.
Street Use: Some users of MA use other street drugs concurrently and may use
MA to stay awake or work the street. MA is not as common as other street drugs
but may be used when a drug of choice is not available, e.g., cocaine user may use
MA and vice versa.

Gamers: One participant reported MA to be popular with “tech heads’ or gamers

(role playing games)



Younger age of use: In discussion, summit participants commented that youth are
using MA regardless of their socio-economic background, race, gender and
academic ability. Participants also stated that they were seeing an increase in the
numbers of youth using MA at ayounger age.

Improved Body Image: MA is reported to be used by young people in high school
because it suppresses the appetite, assists with weight loss and contributes to a
desired body image

Workplace Use: MA is used by people in arange of workplace settings to
improve performance. Often, they will use smaller amounts of MA over an
extended periods of time.

Why methamphetamine?

Summit participants provided numerous insights into the factors driving the increased use
of MA. Although reasons for use vary depending on the context and individual, these are
some of the reasons summit participants believe MA use is increasing:

Lack of stigma associated with MA
use and greater peer acceptance,
particularly when compared with
other street drugs— MA is more
acceptable and believed to be more
“natural”

Cheap

Easily available

High is longer than with other drugs
and MA use can be sustained for
longer periods

Immediate high

Provides increased energy and
productivity and may improve
performarce

Don't feel asout of control ason
other drugs

Enhanced sexual performance

Provides an aternative family
support structure via a new peer
group

May be used as an unconscious
treatment of ADD/ADHD asit
helps to “normalize” thinking
Many youth have no reason not to
use drugs

For street youth, MA is one way to
“deal” with the problems of staying
awake, coping with lack of shelter
and food

Easily concealed and use can be
hidden easily

Can assist with weight loss and
improve body image

Numerous routes of delivery
Effect of MA useisadesireto
continue use

Poly-drug Use

Many participants reported that MA is often used in conjunction with other drugs such as
marijuana, ecstasy, heroin, alcohol, and ketamine and that the particular combination of
drugs will depend on reasons for use. Marijuana appears to be extremely popular in
counteracting effects of MA. Some may use alcohol to help maintain normal sleep
patterns to keep up other parts of life while other users may avoid alcohol because it
exacerbates the after-effects of MA. Others may mix MA with prescription drugs such as
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antidepressants, Ritalin, and Dexedrin, use MA to keep their energy up while using
ecstasy, or use other hallucinogens to lengthen the high.

Availability and Production

Participants at the summit emphasized how cheap and how easy MA isto obtain. The
reported cost of MA ranged from $10-20 for 0.10 g. The cost of MA could vary
depending on where one purchased it—a point (0.10 g) could cost more at a club scene
while agram could be obtained for $60 in VVancouver. Participants also reported that it
could cost less than $5/day to maintain the habit.

Clandestine labs producing MA require little space or specialized equipment and MA can
be produced virtually anywhere. Summit participants reported MA being produced in a
range of settings, including storage sheds, houses, high rises, basements, and apartments.
Participants commented that MA production seems to be a greater problem in more rura
areas and areas outside of Vancouver such as Chilliwack and Abbotsford. Participants
also described the differences between smaller, “mom and pop” labs and larger, more
organized “superlabs’ that produce more than 10 pounds of MA. Although more
organized labs produced more MA, there are a greater number of smaller labs. In B.C.,
in 1998, the RCMP dismantled eight meth labs. In 1999, 19 labs were discovered and, in
2000, 30 labs were uncovered (Ko January 6, 2003). Participants report that the majority
of labs uncovered in the last year by the RCMP were “mom and pop” laboratories. The
trend is similar to the USA where “superlabs’ are the exception rather than the norm.
However, 60% of the labsin B.C. last year were producing both ecstasy and MA in the
same lab, atrend not seen in the USA. Several participants expressed a concern that B.C.
may see arapid increase in the numbers of 1abs producing MA as seen in Washington
State. In 1990, 38 labs were uncovered in Washington State; in 2001, 1,886 were located
(Ko January 6, 2003).

Participants highlighted the ease with which MA could be produced. The production of
MA uses relatively inexpensive over-the-counter ingredients and requires little
specialized knowledge or equipment. The chemical precursorsto MA, ephedrine and
pseudoephedrine, are a common ingredient in many over-the-counter cold remedies and
can be easily obtained. Other products used in creating methamphetamines can be
obtained from hardware stores, pharmacies and retail stores. It is estimated that there are
over 300 ways to manufacture MA and “recipes’ can be easily downloaded from the
Internet.

Participants al so described the dangers that clandestine labs producing MA pose to
producers, the friends, families, and children of producers, ard the police officers
involved in clan lab investigations. Many of the chemicals used to produce MA are
ignitable, corrosive, and toxic and can cause fires, produce toxic vapors and damage to
the environment. Laboratory explosions and fires are a hazard ard threat to neighbors and
the communities where MA is produced. Meth labs are not easily detected by the same
signs that are characteristic of other clandestine labs (e.g., meth labs can be identified by
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astrong smell of cat urine). One summit participart commented that every pound of MA
produced resultsin 5-6 Ibs of toxic waste.

Clandestine Made Drugs seen in Western Region
1988 - 2001
Das Burnaby - Health Canada

Exhibits
1400 =y
1200 Sy 1400

PCP
Methamphetamine
Mescaline
MDI

Hallucino genic Tryptamin es
Amph etamine
News, 2-CB 1988

Figure 2: Clandestine Made Drugs seen in Western Region, 1988-2001. Drug Analysis Service
(Burnaby), Health Canada

Consequences of MA Use

Summit participants discussed the short- and long-term effects of MA for the user and the
potential consequences of MA use for the user, the family and friends of the user, and for
communities and society at large. These included:

Short-term Effects of Use: MA creates afeeling of endless energy and provides an initial
euphoric rush and elevated motor activity. Different modes of administration can result
in varying sensations, e.g., inhaling provides a greater rush than intravenous use. Other
effects of MA include increased wakefulness, increased physical activity, decreased
appetite, and increased respiration. After the effects wear off, users will experience
anxiety, depression, mental confusion, fatigue, and headaches. With large enough
dosages, visua and auditory hallucinations may occur; as MA is very addictive, using
more will increase the after-effects of use.

Long-term Effects of Use: Prolonged use of MA may result in tolerance to the desired
effects of MA and the user is required to use MA at higher doses. Many users will goon
binges lasting for days at atime. Withdrawal symptoms include extreme irritability, loss
of energy, depression, fearfulness, excessive drowsiness or difficulty sleeping, shaking,

12



nausea, palpitations, sweating, hyperventilation, and increased appetite. Long-term
health effects include structural changes to the brain, memory loss and difficulty
completing complex tasks. Long-term users may also develop movement disorders and
may be at risk of developing permanent psychotic symptoms. Summit delegates also
described the paranoia that some users develop, particularly after binging for several
days. Several participants commented on the high rates of violence in MA users, evenin
youth with no previous history of violence.

Other Consequences of Use for the Individual : Summit participants described how users
may be at increased risk of violence and sexual assault. In some populations, MA is used
to enhance sexua performance and users may be at increased risk of acquiring HIV and
other STIs. In additionto physical health effects, participants also highlighted the long-
term mental health effects of use. Users may have aloss of self-esteem and define
themselves as an “addict;” they may turn to stealing, dealing or the sex trade. They may
have to deal with the consequences of a criminal record, the breakdown of important
relationships, and have aloss of spirituality/self.

Effects of Use on Community and Society. Summit participants discussed the wide range
of effects of MA use on communities and society in general. At the level of the family,
children of MA users are at higher risk of neglect and MA use by pregnant women can
result in growth retardation, premature birth, and developmental disorders in newborns.
In addition, parents who are using cannot be a resource for their children and MA use can
lead to family breakdown. Participants described how MA use by students places adrain
on teacher/counselor resources, and leads to environmental disruption and increased
bullying. Participants expressed concern over the potential increase in violence and
psychotic behaviour, involvement in organized crime, and criminalization due to MA use.
They also described the impact of increased criminal activity and violence on society and
the effects of crime on individuals. Increasing MA use was seen as adrain on prevention
resources and resulting in increased demand for services, increased use of health
resources and increased stress on social services. In addition, summit participants
commented on how MA use resulted in the loss of potential for the individual and for

society.

Current Resourcesto Address MA Use

All summit participants agreed that there are very few resources available to address MA
use and not enough is being done to prevent and address MA use. InVancouver, there are
10 beds allocated to youth detox services and the number of youth admitted to youth
detox represents a small fraction (approximately 10-20%) of the actual need. Summit
participants commented that crystal meth requires alonger withdrawval period than other
drugs and requires alonger period in trestment. Models of treatment for MA users are
still being developed and there are currently no medications available specifically for
treating MA. Anti-psychotics and anti-depressants are often used in therapy to reduce
symptoms associated with withdrawal, although there is limited evidence supporting their
use. Summit participants commented that there is a general lack of awareness around MA
use. They also commented on how MA use presents challenges for the system, e.g.,

13



mental health may be unwilling or not have the resources to treat MA users with
psychosis. Several outreach programs are restructuring their programs and mode of
service delivery to better reach youth and are trying to adjust to the high levels of MA use
they are now seeing (For example, one of the effects of MA use is decreased appetite.
One program has stopped serving dinner as the majority of their clients are using MA and
do not eat the meal provided). Appendix E contains alist of some of the resources
available to address MA use.

Recommendations

One of the primary goals of the summit was to develop a strategy to address
methamphetamine use. Participants worked in small interprofessional, cross-sectoral
groups to generate recommendations based on the morning’s presentations and breakout
group discussion. Some of these recommendations focused on better utilizing available
resources while others were more focused on developing new strategies to address MA
and other drug use. In this section we present a summary of the areas of action and the
specific recommendations that emerged.

Prevention, Education, and Awareness

Overall, participants at the summit identified the need for broad-based education
initiatives on methamphetamine targeted at the general public, high-risk groups, parents,
and professionals. Participants emphasized the importance of raising awareness in the
general public regarding MA use, the manufacture of MA, consequences for individuals,
families, and communities (e g., environmental damage) and the need to counter
misperceptions regarding safety of MA. Participants recommended a variety of strategies
for increasing awareness of MA, including effective utilization of the media, building on
current public awareness campaigns, the formation of a coalition on drug prevention,
devel oping newspaper inserts specific to stimulants, and the production and distribution
of videos on stimulant use and the dangers of clandestine labs to television and individual
groups. Severa participants also stressed the importance of portraying substance abuse as
asocia issue.

In discussions at the summit, participants emphasized the need for afull and realistic
drug strategy targeted at youth. Participants described ways of increasing the credibility
of information given to youth such as involving users in education strategies and using
peer-based education models. The importance of educating parents also was described,
including the need to provide parents with adequate information and the tools to discuss
drugs with their children. The recent survey conducted by Pacific Community Resources
(Pacific Community Resources 2002) found that parents (61%) were the most trusted
source of drug information for youth followed by school (58%) although parents were the
fifth (22%) actual source of alcohol and drug information.

Another issue raised regarding education for youth was the need to begin drug education

at amuch earlier age, e.g., grades 3 and 4, and to develop age-appropriate education.
Early education and prevention strategies should focus on developing skills, self-

14



confidence, and resilience. Aswell, youth need to be provided with recreational
activities and other opportunities and easy access to people they trust for information and
support. The importance of keeping kids in school and devel oping strategies other than
expulsion to deal with addiction issues was also discussed. Participants also valued
having a provincia or federa mandate through the Ministries of Health and Education to
ensure drug education in schools.

Participants also described a need for education initiatives on MA for professionals.
Increasing general awareness of MA among health professionals, judges, police officers
and social worker and others was discussed. For professionals more directly involved in
the area of substance use, participants suggested developing a professioral hotline on MA
as aresource for police and fire departments as well as health professionals, social
workers and frontline workers. Several frontline workers suggested offering an MA
specific information session while other professionals recommended developing crisis
intervention training.

In al areas of education, prevention, and awareness, participants stressed the importance
of increased consideration for diversity, including culture, gender and sexuality. As well,
many people recognized that many traditional education and prevention strategies are not
effective and valued being open to innovative thinking. Although there is not very much
evidence of what doeswork, there is ample evidence of what doesn’'t work. One
participant advocated for the development of a“Promising Practices’ approach rather
than a " Best Practices’ approach. In general, participants believed that new approaches
should be encouraged.

Treatment

Summit participants stressed the severe shortage of treatment capacity and options (e.g.,
self-help, family treatment, al detox, long-term follow-up) that currently exists. In
addition to the need to allocate more resources to treatment, improving access to
treatment was also discussed. Participants noted numerous barriers to treatment,
including waiting periods, discrimination, lack of attention to issues of culture,
problematic location of treatment centers (e.g., provide choice of location and/or locate
centers away from high use areas), and the need to allocate more beds to specific
populations (e.g., GBLT). Participants also discussed issues related to mandatory
treatment and treatment availability for those who seek it on their own versus those who
are placed in treatment.

Participants described a need for increased emphasis on the causes and roots of addiction
and the need to address these in treatment and follow-up programs. They discussed the
need for more employment and low-income housing and increased follow- up to support
integration into the community. The importance of developing consistent medical
protocols for the treatment of patients with methamphetamine-related problems was also
discussed.
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Participants discussed the importance of exploring and developing alternate models of
care and the incorporation of aternative therapies such as acupuncture into treatment.
Areas for further investigation included developing longer-term treatment (e.g., 2 years
versus 4 months), involving former users in the treatment process, family treatment and
outreach, and different detox models (eg., residential, mobile, home, secure treatment
such as the Adolescent Recovery Centre in Alberta). Also, the provision of services
specific to the needs of MA users, e.g., twelve step crystal meth programmes, additional
Crystal Meth Anonymous groups, and discussion groups for active users and former
users, were discussed.

Need for an Integrated and Coordinated Response

Summit participants agreed that an integrated and coordinated response to address MA
use is needed. Participants suggested formalizing the networking process to increase
information sharing. While better communi cation between service providers was seen as
an important step in decreasing the fragmentation and lack of coordination between
existing services, strategies are needed to address issues of confidentiality. Participants
also discussed the need for a provincia approach to creating a continuum of services and
decreasing the service gaps between various geographic regions. Participants suggested
meeting the needs of specific populations and providing a better continuum of care
through liaison with other service providers and referrals to other services. Participants
discussed providing opportunities for inter-professional training (e.g., medical teams with
clandestine lab teams) and increasing communication between professional groups.
Participants also valued utilizing a holistic approach to address MA use, e.g., address MA
use within larger addictions framework, consider mental health and addictions
concurrently, etc.

Resource Allocation

Issues related to resources and funding were highlighted at the summit. Many participants
described the challenges of trying to do more to address MA and other drug issues with
fewer resources. Summit participants suggested ways of securing funding sich as re-
allocating proceeds of crime and drug seizures or securing federal funding for addictions.
Participants discussed sharing resources and accountability and the importance of
ensuring equitable funding between stakeholders.

Law Enforcement and Justi ce

Participants stressed the importance of decreasing access to MA as an important strategy
to reduce MA use. Participants supported the identification and dismantling of
clandestine labs and advocated for changes in precursor legislation to decrease accessto
MA precursors. (Regulations developed by the federal government were passed in
October 2002 and implemented in January 2003, requiring individuals who produce,
import and export ephedrine and pseudoephedrine to have licenses and permits. These
regulations will expand to include domestic sales (December 3, 2002)). Participants also
discussed the development of effective penalties and deterrents to reduce MA use.
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Discussion covered awide range of areas, including changing the criminal code to reflect
the harm of MA use on the community, developing consequences to breeching conditions
regarding treatment/abstinence, developing alternative measures for lesser offencesin
order to prevent multiple court appearances, the need for realistic dealer sentencing,
harder penalties and financial consequences for organized crime, and developing
diversion programs. Participants also described the importance of finding a balance
between medicalization of the issues and still holding users accountable for criminal
actions. Participants expressed a need for protocol concerning children in drug
endangered environments (i.e., children of MA users/producers) in order to better liaise
and share information between appropriate agencies (e.g., police, socia workers, health
care providers).

Research and Monitoring

Participants highlighted the importance of research in all areas of MA use. Participants
discussed developing mechanisms for quantifying the issue and identifying trendsin MA
use at anearly stage. Participants talked about establishing mechanisms for ongoing data
collection in individual communities and later amalgamation by a central group. It was
noted by several participants that testing for MA is no longer included in routine drug
screens and is not covered by MSP. As MA is only tested when there is some suspicion
of MA usg, this has meant that recent drug screens indicate a higher percentage of
positive tests for MA. In order to obtain an accurate picture of the number of individuals
testing positive for MA, MA would need to be included in standard drug screens. There
also is aneed for research to evaluate the efficacy of different treatment models, the
effectiveness of prevention and education strategies, and the effects of drug use on brain
and fetal development. Participants also valued involving users in the research process
and viewed the USA and Europe as case studies to demonstrate the effectiveness of
various interventions.
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Moving Forward

Participants at the Methamphetamine Environmental Scan Summit emphasized the
importance of developing a group that will move the above recommendations forward.
Participants also suggested several activities that should be undertaken. These include:

Hold a 2-day summit in June 2003 with increased representation, especially from
users, youth, Aborigina groups, seniors, and the GBLT population
Hold a Meth Info Day for professionals and develop aforum for parent discussion

Severa of the activities suggested by the participants have already been initiated. These

include:

The Methamphetamine Response Committee (MARC) has been organized to act
as a coordinating body to move the recommendations forward. MARC also will
work to incorporate methamphetamine into overall drug approaches, including
making links with The Vancouver Agreement

Working groups in the areas of Professional Education, Prevention/Treatment,
and First Responders and Justice have been organized (contact information for the
MARC Working Groups can be found in Appendix F). Presentations for
professionals have been organized and an information pamphlet on
methamphetamine issues has been devel oped.

A media release designed to increase awareness of methamphetamine issues has
been released in conjunction with the posting of this report on the Canadian
Centre on Substance Abuse web site (http://www.ccsa.ca)
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Appendices
Appendix A: Methamphetamine Priority Planning

During the morning breakout session, participants identified methamphetamine use to be
a growing problem and described numerous trends in the use of methamphetamines. One
of the primary goals of the summit was to develop alist of priority areas and actions to
address methamphetamine use. Participants worked in small interprofessional, cross-
sectoral groups to generate recommendations based on the morning’ s presentations and
breakout group discussion. This section summarizes the areas of priority (in no particular
order) identified by the participants and an overview of the recommendations that
emerged.

Priority Area: Resource Allocation

= Develop strategies to secure funding such as re-alocating proceeds of crime and
drug seizures or securing federal funding for addictions
= Ensure equitable funding between stakeholders

Priority Area: Education and Prevention

= Develop broad-based education initiatives targeted at the general public, high-risk
groups, parents, and professionals

= Utilize education strategies that are peer-based, involve users and make effective
use of mediasuch as TV and CD-Rom

= Strategies targeted at youth must begin at an early age, provide information from
a credible source and be age-appropriate

» Raise awareness in genera public regarding methamphetamine use, the
manufacture of methamphetamine, consequences for individuals, families, and
communities (e.g., environmental damage) and counter misperceptions regarding
safety of methamphetamine

= Develop skills, build resilience, capacity, and reasons NOT to use, e.g., through
the provision of opportunities and recreational activities to youth

Priority Area: Treatment

= Allocate more resources to treatment in order to address shortage of detox and
treatment beds

= |mprove access to treatment (e.g., quicker and easier access, fewer barriers)

» Increased emphasis on the causes and roots of addiction and address these in
treatment and follow- up programs

= Develop consistent medical protocols for the treatment of patients with
methamphetamine-related problems
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Explore and develop aternate models of care and the incorporation of aternative
therapies (e.g., longer term treatment, acupuncture, services specific to
methamphetamine users)

Priority Area: Law Enforcement

Monitor effectiveness of new precursor legislation designed to decrease access to
meth precursors

Allocate more resources to the identification and dismantling of clandestine labs
Develop effective penalties and deterrents

Priority Area: Greater Integration and Co-ordination

Formalize networking process to increase information sharing

Decrease fragmentation and lack of coordination between existing services
through better communication among service providers while still respecting and
addressing issues of confidentiality

Share resources and accountability

Create a continuum of services and decrease service gaps between various
geographic regions and subgroups

Provide opportunities for inter-professional training (e.g., medical teams with
clandestine lab teams) and increase communication between professional groups
Utilize a holistic approach to address methamphetamine use, e.g., address
methamphetamine use within larger addictions framework, consider mental health
and addictions concurrently, etc.

Priority Area: Research and Monitoring

Develop mechanisms for quantifying the issue and identifying trends at an early
sage

Research and evaluate the efficacy of different treatment models, the
effectiveness of prevention and education strategies, and the effects of drug use
on brain and fetal development

Establish mechanisms for ongoing data collection in individual communities and
amalgamation by a central group

Priority Area: Harm Reduction

Reduce risk and improve safety by increasing acceptance and tolerance
Develop strategies to reduce harm such as providing information on safer using,
risks of different methods of administering, risks of mixing methamphetamine
with other drugs (including prescription drugs)
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Appendix B: Agenda

8:30-8:40

8:40- 9:30

9:30-9:45

9:50-10:10

10:15-
10:30

10:30-
10:45

10:45-
12:00

12:00-1:00

1:00-1:15

1:15-1:45

1:45-2:45

2:45-3:00

3:00-3:30

3:30-4:00

NOVEMBER 28, 2002: METHAMPHETAMINE SUMMIT

Welcome and Introduction

Jane Buxton, MBBS FRCPC Vancouver Coastal Health Authority
Medical Aspects of Crystal Methamphetamine: An Overview

lan Martin, MD, CCFP

Three Bridges Community Health Centre

A User’s Perspective on Crystal Meth
Theo Rosenfeld, Pala Community Development

Report on RCMP Clan Lab Investigations and Drug Analysis
Wayne K Jeffery

I/C Toxicology Section

Royal Canadian Mounted Police

Forensic laboratory Vancouver B.C.

Results of the 2002 Lower Mainland Youth Drug Use Survey
Tom Hetherington, Pacific Community Resources Society

Video Presentation: King County Meth Action Team

BREAK

Morning Breakout Groups

Lunch; Reporters from each group meet to discuss priorities

Survey Proposal and Video Project
Dr. Doug McGhee

Report from Morning Breakout Groups
Afternoon Breakout Groups

BREAK

Report from Afternoon Breakout Groups

Developing an action plan and working groups
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Appendix C: List of Summit Participants

NAME AFFILIATION CONTACT

ANDERSON, Youth CO AIDS Society Phone 604-688-1441

Jessica 319 West Pender Suite 203 jessica@youthco.org

BAKER Gloria Midtown Mental Health Team Phone 604-872-8441
3 Floor 2450 Ontario St., Fax 604-873-6071
Vancouver, BC, V5T 4T7

BARD Jenni Ministry of Public Safety & Solicitor | Phone 604-775-2889
Gen./Com. Programs Div. Fax 604-775-2674
#201-4180 Lougheed Hwy., Bby, BC, | jenni.bard@gems6.gov.bc.ca
V5C 6A7

BELL, Ken Walden Street Safehouse Phone 604-877-1234
4675 Walden St., Vancouver, BC, Fax 604-875-0254
V5V 38

BENDALL lain Ministry of Public Safety & Solicitor | Phone 604-660-3697
Gen./Com. Programs Div. Fax 604-775-2674
#201-4180 Lougheed Hwy., Bby, BC, | iain.bendall @gems5.gov.bc.ca
V5C 6A7

BLAIR, Dave OPTIONS: Service to Communities Phone 604-596-4321 ext.320
#100-6846 King George Hwy, Fax 604-572-7413
Surrey, BC, V3W 4R9 dave@options.bc.ca

BRUNASKI, Dana | Odyssey Il , Vancouver Phone 604-879-8853
2875 St. George &, Vancouver, BC Fax 604-879-6133

BUXTON Jane Vancouver Coastal Health Authority | Phone 604-714-5684
#800-601 W Broadway, Vancouver, Fax 604-731-2756

BC, V5Z 4C2

Email jane buxton@vrhb.bc.ca

CAINES, Catherine

Ministry of Children & Family Dev.
#400-906 Roderick Ave., Coquitlam,
BC, V3K 1R1

Phone 604-527-1270

Fax 604-527-1278
catherine.caines@gemsb.gov.bc
.ca

CAMPBELL, Bill

Vancouver Fire & Rescue Services
#201- 456 W. Broadway, Vancouver,
BC, V5Y 1R3

Phone 604- 873- 7860

Fax 604-603-2484

bill.campbell @city.vancouver.b
c.ca

CAMPBELL, Ronn

Ministry of Children & Family Dev.

Fax 250-762-7082
ronn.campbell @gems2.gov.bc.c
a

CANINI, Craig Watari Research Assoc. Phone 604-251-1760 Fax 604-
#301-877 E Hastings, Vancouver, BC | 254-6985
info@watari.org
CHANDRA, Romi Gab Y outh Services Phone 604-684-4901
The gay/les/bi/trans Community Fax 604-684-5309
Centre ronn.campbel | @gems2.gov.bc.c
1170 Bute $t., Vancouver, BC a
CHAPPELL, Y outhQuest c/o DSV Phone: 604-523-9115
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Monika

P.O. Box 2503 New West., BC, V3L
5B2

Fax: 604-523-9116
monika@youthquest.bc.ca

CHARTRAND, Va | Vancouver Community College (PLN | Phone 604-443-8550
Student) Fax 604-443-8575
250 W Pender St., Vancouver, BC imgill @vcc.caor
kfukuyama@vcc.ca
CHERNIAWSKI, Edmonton Police Service Phone 780-421-2392
Peter Det. c/o Drug Section, Police HQ. Fax 780-421-2387
9620-103A Ave Edm, AB, T5H OH9 | peter.cherniawski @police.edmo
nton.ab.ca
CHETTIAR, Jill Vancouver Area Network of Drug Phone 604-683-8595
Users Fax 604-683-8566
50 E Hastings, Vancouver, BC, V6A | vandu@vandu.org
IN1
CHOW, Grant Odyssey 11, Vancouver Phone 604-879-8853
2875 St.Georges St., Vancouver, BC | Fax 604-879-6133
CHRISTIE Timothy | Vancouver Coastal Health Authority | Phone 604-736-2083
#200-520 W 6" Ave., Vancouver, Fax 604-731-3847
BC, V5Z 4H5
CHU Ivan, Sqt. New Westminster Police Service Phone 604-529-2575

555 Columbia, New West., BC, V3L
1H9

Cdll. 604-861-2211
ichu@nwpolice.org

CONNOR, Pamela | Three Bridges Community Health Phone 604-633-4215
Centre Fax 604-844-2223
1292 Hornby ., Vancouver, BC pamela_connor@vrhb.bc.ca

CONNORS, Judy Pacific Youth & Family Services Phone 604-253-3381
2427 Turner St., Vancouver, BC Fax 604-253-3581

peakhouse@tel us.net

DAGG, Andrew Covenant House Vancouver Phone 604-685-7474
575 Drake $., Vancouver, BC Fax 604-685-7457

DAMON Lori Fraserside Community Services, New | Phone 604-522-3722
West Fax 604-522-4031
314 Sixth St., New West., BC

DAVIES, Jennifer Vanc.'s Codition for Crime Prev.& Phone 604-688-7202
Drug Treatment Fax 604-688-7302

Suite 201-111 Water St., Vancouver,
BC, V6B 1A7

vancodition@tel us.net

DEELEY, Len GENESIS'VSB/MCF Phone 604-660-8175
#29-800 Hornby St., Vancouver, BC | Fax 604-660-8400
generob@direct.ca
DeFRANCESCO, Drug & Alcohol Programs Phone 604-419-1623
Lorenz Burnaby Y outh Custody Centres
3655 Willingdon Ave., Burnaby, BC,
V5G 3X1
DEVAC Kayo Vancouver Coastal Health Authority | Phone 604-267-3970
2110 W.43rd Ave,, Vancouver, BC Fax 604-267-2611
kayo-devac@vrhb.bc.ca
ECOURT, Jonah Walden Safe House Phone 604-877-1234
4675 Wadden St., Vancouver, BC Fax 604-875-0254
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FACHLER, Steve School Dist.78, Fraser Cascade Phone 604-869-9953
Box 108, Hope, BC, VOX 1L0 Fax 604-869-5951
sfachler@sd78.bc.ca
FEARNLEY, Bob Lower Mainland Municipal Phone 604-984-7035
(Councillor) Association Fax 604-984-7038
Drug Strategy Committee bfearnley@cnv.org
141 W 14™ St., N Vancouver, BC,
V7M 1H9
FISHER, John Boys R US/Three Bridges Comm. Phone 604-633-4200
Headlth Cent.
Vanc. Coastal Hedlth- 1292 Hornby
S, Vanc,, BC
GASSIEN Ross Youth Detox & Family Services, Sry | Phone 604-594-2586
12447 79A Ave, Surrey, BC Cedll.604-728-0723
GAZOLA, Patty Walden Safe House Phone 604-877-1234
4675 Wadden St., Vancouver, BC Fax 604-875-0254
GREEN, Jo Ann Addiction Services Phone 604-713-8984
727 Tempelton Drive Fax 604-713-8983
jgreen@vsh.bc.ca
GREENLAW Peter, | RCMP - Drug Awareness, Phone 867-667-5530
Cpl. Whitehorse Fax 867-393-6792
4100-4th Ave., Whitehorse, Y ukon, Peter.Greenlaw@rcmp-
Y 1A 1H5 grc.gc.ca
GUBBINS, Nichola | PLEA Phone 604-871-0450 ext. 755
3894 Commercid St., Vancouver, BC | Fax 604-871-0408
V5N 4G2 ngubbins@plea.bc.ca
HALL Bob, Sgt. RCMP - Drug Awareness, Chilliwack | Phone 604-702-4011
46326 Airport Rd., Chilliwack, BC, Fax 604-702-4047
V2P 1A5 bob.r.hall @rcmp-gre.bc.ca
HARTWELL, Debi | School District #40 Phone 604-517-6247
629 Agnes St. New West, BC Fax 604-517-6197
dhartwell @sd40.bc.ca
HEATLEY Jessica | Collingwood House - Prevention Phone 604-431-5009
Coordinator Fax 604-430-4955
5160 Joyce &, Burnaby, BC, V5R prevention

4H1

education@hotmail.com

HENRY, Victoria

Y outhQuest c/o DSV
P.O. Box 2503 New West., BC, V3L
5B2

Phone; 604-523-9115
Fax: 604-523-9116
victoria@youthquest.bc.ca

HETHERINGTON,
Tom

Pacific Community Resources
Society

#210-2830 Grandview Hwy, Vanc.,
BC, V5M 2C9

Phone: 604-412-7950

HIROSE, Jack RADAT Phone 604-270-9220
#170-5720 Minoru Blvd., Richmond, | Fax 604-270-9245
BC jackhirose@shaw.ca

HOLLAND, Lee Min. for Children & Family Dev. Phone 604-795-8282
45470 Menholm Rd., Chilliwack, BC | Fax 604-795-8454

lee.holland@gems3.gov.bc.ca
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JACK, Linda BC Biomedical Laboratories Phone 604-507-5125
7455-130th S., Surrey, BC, V3W Fax 604-507-5200
1H6

JACKSON, Brenda | BC Biomedica Laboratories Phone 604-507-5125
7455-130th S., Surrey, BC, V3W Fax 604-507-5200
1H6

JEFFERY Wayne RCMP - Forensic Toxicology Lab Phone 604-264-3501
5201 Heather St., Vancouver, BC, Fax 604-264-3499
V5Z 3L7

JOHN, Sherlan Family Services - Y outh Detox Phone 604-272-4349
#202-1193 Kingsway Fax 604-872-4316

JONSON, Nelil Ministry of Children & Family Dev. Phone 604-660-8180
#300-237 East Columbia, New West., | Fax 604-660-2128
BC Neil.Jonson@gems3.bc.gov.ca

KANE Jolynn Family Services Y outh Detox, Vanc. | Phone 604-872-4349
#202-1193 Kingsway, Vancouver, BC | Fax 604-872-4316

|kane@fsgv.ca

KARGAS, Mary D.A.M.S,, Vancouver Phone 604-687-5454
167 W.Pender, Vancouver, BC, V6B | Fax 604-688-1799
14

KEHLER, Brenda Community Link Program Phone 604-435-5677
2610 Victoria Dr., Vancouver, BC, Fax 604-435-5694

V5N 412

communitylink @coastf oundatio
n.com

KEHLER, John Family Services of Greater Phone 604-254-1640
Vancouver jkehler@pacificcoast.net
#9-825 Sadsbury Drive, Vancouver,
BC, V5L 4A3

KING, Brenna Westside Addictions Services Phone 604-267-3970
2110 W43 Ave., 3° floor, Fax 604-267-2611

Vancouver, BC, V6M 2E1

brenna king@vrhb.bc.ca

KOLENKO, Henry

Family Services of G.V.

Phone: 604-662-8858

1058 Seymour St
LALONDE, Judi Prevention Source BC Phone 604-874-8452
#210-2730 Commercial Dr. Fax 604-874-9348
judi lalonde@hotmail.com
LANGMAN Lordie | BC Biochemical Labs & Prov. Phone 604-507-5000
Toxicology Fax 604-507-5215
7455 130™ St., Surrey, BC, V3W 1H6 | llangman@bcbio.com
LAVOIE, Kira Burnaby Y outh Probation Phone 604-660-5900
#240-4680 Kingsway, Burnaby, BC Fax 604-775-0840
kiralavoie@gemsl.gov.bc.ca
LEE, Pat Ministry of Children & Family Dev. | Fax 604-660-5066
Vancouver After Hours Team
Suite 320-1818 Cornwall Ave,,
Vancouver, BC, V6J 1J7
LEMISKI, Shawna | RCMP Phone 780-412-5676
11140-109 St., Edmonton, AB, T5G Fax 780-412-5847

2T4

shawna.l.lemiski @rcmp-
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grc.gc.ca

LIPP Jamie Ministry of Public Safety & Solicitor | Phone 604-660-7233
Gen./Com. Programs Div. Fax 604-660-2960
201- 4180 Lougheed Hwy., Burnaby, | jamie.lipp@gems.gov.bc.ca
BC, V5C 6A7
LOUIS, Asa BC Coroners Office - Forensic Phone 604-524-7030
Toxicology Fax 604-524-7619
500 Lougheed Hwy, Coquitlam, BC asal oui s@yahoo.com
LEITCH, Sephanie | RCMP - Richmond Detachment Phone 604-207-4738
6900 Minoru Blvd, Richmond, BC Fax 604-278-6773
stephanie.leitch@rcmp-
grc.bc.ca
MANGHAM, Colin | Prevention Source BC Phone 604-874-8452
#210-2730 Commercial Dr. Fax 604-874-9348
colinm@preventionsource.bc.ca
MARLOW, Mary Vancouver Coastal Hedlth Auth.- Phone 604-658-1279
Vanc. Detox Fax 604-658-1260
377 E 2 Ave,, Vancouver, BC mary marlow@vrhb.bc.ca
MARSH, Jolayne MindBodyLove Phone 604-723-9371
Pala Community Development jo@mindbodylove.org
MARTEL, Bob Three Bridges Community Clinic Phone 604-633-4229
1292 Hornby Street, Vancouver, BC | Fax 604-844-2223
bob martel @vrhb.bc.ca
MARTIN lan. Vancouver Coastal Health Authority | Phone 604-736-9844
Three Bridges Community Health Fax 604-844-2223
Centre imartin@excite.com
1292 Hornby St., Vancouver, BC,
V6Z 1W2
MAY, Elenore ADICVCC Phone 604-733-7569
2994 West 3¢ St., Vancouver, BC emay.dthompson@primus.ca
MacKENZIE Betsy | Health Canada Phone 250-363-3113
Suite 510-1230 Government ., Fax 604-363-0179

Vict., BC V8W 3Y2

Cdl 604-812-9113
betsy mackenzie@hc-sc.ge.ca

McFAYDEN Ann Dua Diagnosis Y outh Program Phone 604-215-3567
#300-2250 Commercia Dr., Fax 604-253-4280
Vancouver BC

McGHEE Doug dmcghee@shaw.ca

McLaughlin, Tanya

St. Paul’s Hosp.- Psyc. Clinical Nurse

Work 604-806-8874

Lee Leader- Emerg. Home 604-543-0651
1081 Burrard St., Vancouver, BC Fax 604-806-8673
vyger666@dccnet.comq
McNIGHT, Carmen | RCMP, Cagary, Alberta Phone 403-230-6533
920 16" Ave, N.G. Cagary, AB, T2E | Fax 403-230-5304
1K9 Carmen.McKnight@rcmp-
gre.ge.ca
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McNULTY, Bill Magee Secondary School Fax 604-713-8209
6360 Maple Street, VVancouver, BC,
V6M 4M2
MERKINS, Paola North Shore Substance Abuse Task Phone 604-922-6445
Force Citizens (Advisory Committee) | e-pao@shaw.ca
4995 Keith Rd., W.Vancouver, BC,
V7W 2M9
MILLER, Mary Lou | BC Centre of Excellence Phone 604-808-9868
Fax 604-844-2223
m_loum@telus.net
MOUAT, Carol GENESISN.E. Phone 604-660-3473
N. Vanc. School- Y oung Offender Fax 604-660-3330
Program c.mouat@tel us.net
#108-2780 E Broadway, Vancouver,
BC
MUMFORD, Sherry | Fraser Health Authority Phone 604-777-8424
Tricities Mental Health Centre Fax 604-660-9805
#1-2232 Elgin Ave., Pt Coquitlam sherry.mumford@fraserhealth.c
a
MURDOCH, Lynda | Y outh Forensic Psychiatric Services | Phone 604-532-4970
Dr. 5714 Glover Rd., Langley, BC Fax 604-532-4877
lynda.murdoch@gemsb.gov.bc.
ca
MURPHY, Mary Y outh Forensic Psychiatric Services | Phone 604-660-5792
3405 Willingdon Ave. Fax 604-660-1109
Mary.Murphy @gems3.gov.bc.c
a
MURRAY, Joyce Min. Child & Family Dev. - Youth Phone 604-466-4460
Services Fax 604-463-0551
101-22522 L ougheed Hwy, Maple Joyce.Murray @gems8.gov.bc.c
Ridge, BC, V2X 2V1 a
NELSON, Cathy Family Services Y outh Detox, Vanc. | Phone 604-872-4349
#202-1193 Kingsway, Vancouver, BC | Fax 604-872-4316
NICOL, Jill Drug & Alcohol Programs Phone 604-419-1623
Burnaby Y outh Custody Centres
3655 Willingdon Ave., Burnaby, BC,
V5G 3X1
NICHOL , Beth Rmd. Alcohol & Drug Action Team | Phone 604-270-9220
#170-5720 Minoru Blvd, Richmond, | Fax 604-270-9245
BC
NOBLE, Micah Walden Safe House Phone 604-877-1234

4675 Wdden $., Vancouver, BC,
V5V 358

Fax 604-875-0254

O CONNER, Todd

Walden Safe House

Phone 604-877-1234

\Y 4675 Wadden St., Vancouver, BC, Fax 604-875-0254
V5V 358

PEARCE, Gerdldine | D.A.M.S., Vancouver Phone 604-687-5454
167 W Pender, Vancouver, BC, V6B | Fax 604-688-1799

1A
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PEREIRA, Tanya Min. Child & Family Dev. - Youth Phone 604-981-0073
Probation Fax 604-981-0080
200-East 23 St., N. Vancouver, BC | Tanya.Pereira@gems3.gov.bc.c
a
PLACINOROUS, Vancouver Area Network of Drug Phone 604-683-8595
Greg Users Fax 604-683-8566
50 E Hastings, Vancouver, BC, V6A | vandu@vandu.org
IN1
POLLITT Tim Sgt. | West Vancouver Police Department Phone 604-925-7314
1330 Marine Dr., W. Vancouver, BC | Fax 604-925-5943
078@poalice.westvan.bc.ca
PREVETT, Jerry RCMP Phone 604-264-3591
5255 Heather St., Vancouver, BC, Fax 604-264-3568
V5Z 1K6 jerry.prevett@rcmp-gre.gc.ca
PRIDE, Wayne Cpl. | RCMP Vancouver HQ Phone 604-264-2919
5255 Heather St., Vancouver, BC, Fax 604-264-2201

V5Z 1K6

wpride@rcmp-grc.ge.ca

RAI, Corrinna Y outh Futures Program c/o Focus Phone 604-532-1268
Foundation of BC Fax 604-532-1269
20561 Logan Ave., Langley, BC cra @focushc.org

RAMZAN, Keith Ministry of Public Safety & Solicitor | Phone 604-775-2315
Gen./Com. Programs Div. Fax 604-775-2674
201-4180 Lougheed Hwy., Bby, BC, keith.ramzan@gems9.gov.bc.ca
V5C 6A7

RECHKEMMER Pacific Community Resources Phone 604-951-4853

Charlotte #202-9180 King George Hwy., Fax 604-951-4823
Surrey, BC, V3V 5W1

REIMER, Bette Canadian Centre on Substance Abuse | Phone 604-408-9727
#805-2045 Nelson St., Vancouver, brelmer@ccsa.ca

BC, V6G 1IN8

RINTOUL Scaott,
Cpl.

RCMP - Drug Awareness, Vancouver
4949 Hesther St., Vanc., BC, V5Z
1K6

Phone 604- 264-2683
Fax 604 264-2649
Scott.Rintoul @rcmp-gre.gc.ca

ROBERTSON, Health Canada

Caole

ROBERTSON, Gord | Intensive Support Supervison MCFD | Phone 604-869-1975
gord.robertson@gems4.gov.bc.
ca

ROMERO, Family Services Y outh Detox, Vanc.

Rosemary

ROSENFELD, Theo | Pda Community Development Phone 604-723-9371
Email theo@pala.ca

RUSSELL, Betty Drug & Alcohol Programs Phone 604-419-1623

Burnaby Y outh Custody Centres
3655 Willingdon Ave., Burnaby, BC,
V5G 3X1

SANDERSON Tan,
Sat.

RCMP - Drug Awareness, Edmonton
11140-109 St., Edmonton, AB

Phone-780-412-5461
Fax 780-412-5561
| an.Saunderson@rcmp-
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grc.gc.ca

SANTAGA Gordon | New Westminster Police Service Phone 604-529-2575

Det/Cst. 555 Columbia, New West., BC, V3L | Cell. 604-861-2211
1H9

SAUL, Lisa Covenant House Vancouver Phone 604-685-7474
575 Drake St., Vancouver, BC Fax 604-685-7457

SCHAKNER, Nancy | Family Services - GVRD, Street Phone 604-720-5430
Y outh Ser. Fax 604-685-6333
813-289 Alexander St., Vancouver,
BC

SCHWARTZ, Mike | North VVancouver Y outh Probation Phone 604-981-0073
200 E 23¢ St., N Vancouver, BC Fax 604-981-0080

Michadl.Schawrtz@gems3.gov.
bc.ca

SHAW, Tom Min. Child & Fam. Dev. Port Moody | Phone 604-469-7600
300-3003 St. John’'s &, Port Moody | Fax 604-469-7601
BC, V3H 2C4 Thomas.Shaw@gems7.gov.bc.c
a
SEELEY, Debbie Covenant House V ancouver Phone 604-685-7474
575 Drake St., Vancouver, BC Fax 604-685-7457
SMITH, Holiday EL | BC Ambulance Service Phone 604-464-2975
1738 Warwick Ave. Po. Co., BC ihstg @shaw.ca
SNOWDEN, Kathy | Odyssey I, Vancouver Phone 604-879-8153
2875 St. George St., Vancouver, BC | Fax 604-879-6133
SPEAR, Sean Impact Adolescent Substance Abuse | Phone 604-853-1766
(MCFI) Fax 604-853-1793
2620 Alliance St., Abbotsford, BC seanimpact@hotmail.com
SYMONS, Deborah | Min. Child & Fam. Dev. Port Moody | Phone 604-469-7632
#300-3003 S. John's ., Port Moody | Fax 604-469-7601
deborah.symons@gemsb.gov.b
c.ca

TALVIO Peter, Cpl.

RCMP - Chilliwack Detachment

Peter.talvio@rcmp-gre.gc.ca

THOMAS, Jeff Odyssey |1, Vancouver Phone 604-879-8853
2875 St. George &, Vancouver, BC Fax 604-879-6133

TRANN, Richard Seato Sky Community Services Phone 604-815-3004
P.O. Box 5655, Squamish, BC, VON | Fax 604-892-2267
3G0 rtrann@uniserve.com

TRUELOVE, Ministry of Children & Family Dev. Phone 604-660-8180

Brenda SW After Hours Fax 604-660-2128
#200-237 E Columbia St., New West, | Brenda. Truelove@gems4.qov.b
BC, V3L 3w4 c.ca

WAHLROTH, Y outh Forensic Psychiatric Services | Phone 604-908-3084

Katherine 3405 Willingdon Ave., Burnaby, BC, | Fax 604-660-1109

V5G 3H4

Katherine.Wahlroth@gems7.go
v.bc.ca
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WATKINS, Stephen | Ministry of Children & Family, Phone 604-775-0049
3455 VictoriaDr., Vanc., BC, V5N Fax 604-660-0647
4M5

WATTS, Jeff BC Ambulance Phone 604-274-1568
7591 Anvil Cres., Richmond, BC, Cedl. 604-729-9188
V7C 4E7 jwatts@shaw.ca

WEPPLER, Robert | Vancouver Area Network of Drug Phone 604-683-8595
Usars Fax 604-683-8566
50 E Hastings, Vancouver, BC, V6A | vandu@vandu.org
IN1

WESENBERG, MCFD- Chilliwack Y outh Probation | Phone 604-702-2306

Irene 2" floor-8978 School ., Chilliwack, | Fax 604-702-2344

BC

irene.wesenberg@gemsl.gov.b
c.ca

WESTMAN, Julie St. Paul’s Hosp. Phone 604-682-2344 ext.62116
1081 Burrard $t., Vancouver, BC jrmoose@tel us.net
WILD, Cameron University of Alberta, Public Health Phone 780-492-6752
Sciences Fax 780-492-9579
#13-103 Clinica Sciences Building, cam.wild@ualberta.ca
Un. Of Ab.
WILSON, Dean Vancouver Area Network of Drug Phone 604-683-8595
Users Fax 604-683-8566
50 E Hastings, Vancouver, BC, V6A | vandu@vandu.org
IN1
WILSON, Jai Walden Safe House Phone 604-877-1234
4675 Walden St.,Vancouver, BC, Fax 604-875-0254
V5V 38 jaija00@yahoo.com
WITTMACK, Pacific Youth & Family Services Phone 604-253-3381
Wendy Society Fax 604-253-3581
2427 Turner Street, Vancouver, BC peakhouse@tel us.net
WOQOD, Virginia Addiction Services- Evergreen Health | Phone 604-707-3622
Center Fax 604-707-3630
3425 Crowley Cres.,, Vancouver, BC, | virginia wood@vrhb.bc.ca
V5R 6G3
Van DEVENTER, MCFD 3° Floor, 2828 Cruickshank Phone 604-870-4010
lan St. Abbotsford, BC, V2T 5M* Fax 604-852-8634
|an.VanDeventer@gemsb.gov.b
c.ca
YEATES, Lisa Odyssey 11, Vancouver Phone 604-879-8853
2875 St. George St, Vancouver, BC Fax 604-879-6133
Y EE Colleen, Vancouver Police Department colleen yee@xcity.vancouver.bc
Det/Cst. .ca
VIRK, Jm Ministry For Children & Family Phone 604-660-0602
Devel opment Fax 604-660-0605

#102-4430 Hdifax S., Burnaby, BC

jim.virk@gems.gov.bc.ca
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Appendix D: Breakout Group Questions

This purpose of this workshop is to develop a better understanding of the trends, issues
and health risks associated with the use of Crystal Methamphetamine (CM) and to
collectively develop an action plan to address these concerns and issues.

Morning Breakout Groups

Drawing upon the knowledge, experience and diverse fields of expertise of the delegates,
the objective of the morning breakout session is to increase our understanding of the
scope of the CM problem in the GVRD. Each group will address one of two questions.
The questions will (A) identify current trends in the use of CM and (B) identify the direct
and indirect costs associated with CM use and describe the supports, resources, and
strategies currently available to address CM use.

Each breakout group will be asked to address one question only. Odd numbered tables
will address question A, even tables will address question B

GROUP A
Objective:  Identify current trends from the perspective of the CM user/consumer.

Question: Based on your knowledge and experience address the objective using the
following questions as a guide:

Who isusing CM?

What are users using in addition to CM?

Where is CM being produce? Where is CM available?
When are they using CM and in what context?

Why isit being used at al?

Why are users choosing CM over other drugs?

How much CM is being used?

How much does CM cost?

GROUPB
Objectives: (1) Identify the direct and indirect costs and risks associated to the CM
user/consumer, their friends, their family, their workplace, their school and their

community. (2) Describe the supports, resources, and strategies currently available to
address CM use.

Question: Based on your knowledge and experience address the objectives using the
following questions as a guide:
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What are the direct and indirect costs of CM use to the user/consumer, their friends,
family, school/work place and community (e.g., mortality, effects on physical, mental
and emotional health, impact on family, etc.)?

What are we doing to prevent CM abuse (street/home/school /workplace)?

How do people stop (detox/treatment)?

What are we doing to help users (harm reduction/abstinence)?

Afternoon Breakout Groups

Objective: It is evident from the morning session that CM se is a concern facing all
community service providers throughout the Greater Vancouver Regional
Digtrict. In order to address these concerns and prevent future problems,
the purpose of the afternoon session is to discuss the types of actions we
can undertake, both collectively and individually at our respective
organizations, to address concerns and issues related to CM use.

Question: Where do we go from here?

Discuss and describe proactive responses we can do (respecting the needs
of your organizationagency and the collective needs of your breakout
group) to counteract the CM problem in the GVRD. To assist you in
addressing this question you may want to consider using a framework that
looks at Prevention, Treatment, Harm Reduction and Law Enforcement
Initiatives.

Examples of possible initiatives:
Setting up a monitoring program to identify and collect pertinent data (from
current Prevention, Treatment, Harm Reduction and Law Enforcement Initiatives)

S0 we can accurately measure, assess and evaluate our proactive initiatives.

Design and deliver Awareness/Education seminars to all Community Service
Providers (private, public, City/Municipal, Provincial, and Federal).

Design and deliver Awareness/Education workshops to all youth regardless of
whether they are high school, alternative lifestyles, community youth, or
homeless youth and parents/families.

Prepare a media package including backgrounders for all media outlets with
respect to CM.

Form a GVRD CM Action Response Team
Initiatives may also be integrated into existing programs or systems, so please identify

these.
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Appendix E: List of Resources on Methamphetamine

I nfor mation Resour ces

Print Materials
ADIC and RCMP Drug Awareness Service. (2001). Designer Drugs and Raves, 2"
edition. Addictive Drug Information Council: British Columbia, Canada

ADIC and RCMP Drug Awareness Service. (2001). Dancing with Death: Club & Rave
Drugs. (Brochure available through local RCMP Drug Awareness Coordinator)

Oishi, SM., West, K., and Stuntz, S. (2000) Drug Endangered Children Health and
Safety Manual. The Drug Endangered Children Resource Center.
http://www.cdcadd.org/dec.

On-line Resources

Addictive Drug Information Council

http://www.adicbc.com/

Provides information on addictive drugs and substances of abuse. Links to research,
programs, and treatment.

“The Meth Crisis’ http://www.stopdrugs.org/

A web site produced by the California Narcotic Officers Association and the California
Department of Justice. Contains information on “the meth crisis” in USA and describes

the effects of meth, prevention efforts, treatment, identification, and enforcement. Links
to other resources.

Tweakers.org

http://www.tweaker.org/

Using principles of harm reduction, this web site contains information for gay and
bisexual men who use methamphetamines.

M ethamphetamine Abuse and Addiction
http://www.nida.nih.gov/ResearchReports/M ethamph/M ethamph.html
National Institute on Drug Abuse (NIDA) fact sheet describing methamphetamine use.

Crystal Meth Anonymous http://www.crystalmeth.org/aboutCMA .htm

This 12-step program for those in recovery from addiction to crystal meth is modelled on
the Alcoholics Anonymous program. A CMA meeting currently runs at the Three
Bridges Community Health Centre in Vancouver.

RCMP 'E' Division Drug Awareness Service

http://www.rcmpda.com

The RCMP B.C. Provincia Headquarters site has links to publications, drug information,
D.A.R.E., and information on legalization, ADIC, and raves.




Drug Endangered Children Resource Center
http://www.decresourcecenter.org/DECcounty.html

The Alliance for Drug Endangered Children (DEC) Resource Centre web site provides
information on developing interdisciplinary collaborative approaches to drug endangered
children.

Organizations

Alcohol and Drug Information and Referral Service
1-800-663-1441 or (604) 660-9382 (24 hours/day)

Canadian Centre on Substance Abuse
http://www.ccsa.cal

Prevention Source BC
WWW.preventionsource.bc.ca

Poison Control BC (Emergency Help)
(604) 682-5050 (L ower Mainland)
1-800-567-8911 (Province wide)

RCMP 'E' Division (British Columbia) Drug Awareness Service
http://www.rcmp-fairmont.org/da/

Methamphetamine Research

Anglin, M.D., Burke C., Perrochet, B., Stamper, E., and Dawud-Noursi, S. (2000).
History of the methamphetamine problem. Journal of Pscyhoactive Drugs, 32(2): 137-41.

Gibson, D.R., Leamon, M.H. and Flynn, N. (2002) Epidemiology and public health
Consequences of methamphetamine use in California's Central Valley. Journal of
Psychoactive Drugs, 34(3): 313-3109.

Rawson, R.A., Anglin, M.D., and Ling, W. (2002) Will the methamphetamine problem
go away? Journal of Addictive Disorders 21(1): 5-19.

Srisurapanont, M., Jarusuraisin, N., and Kittirattanapaiboon, P. (2003). Treatment for
Amphetamine Dependence and Abuse (Cochrane Review). Cochrane Drugs and Alcohol
Group. http://www.cochrane.org

Srisurapanont, M., Jarusuraisin, N., and Kittirattanapaiboon, P. (2003). Treatment for
Amphetamine Withdrawal (Cochrane Review). Cochrane Drugs and Alcohol Group.
http://www.cochrane.org
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Srisurapanont, M., Kittirattanapaiboon, P., and Jarusuraisin, N. (2003). Treatment for
Amphetamine Psychosis (Cochrane Review). Cochrane Drugs and Alcohol Group.
http://www.cochrane.org

U.S. Department of Health and Human Services. (1999) Treatment for Stimulant Use
Disorders. Treatment Improvement Protocol (TIP) Series 33. Available for download or
order at http://www.samhsa.gov/centers/csat2002/publications.html.

Referrals and Assistance

Alcohol and Drug Information and Referral Service
1-800-663-1441 or (604) 660-9382 (24 hours/day)

In Vancouver:

Three Bridges Community Health Centre
1292 Hornby Street (@ Drake) (604) 736-9844

Watari Y outh and Family Alcohol and Drug Service
301-877 East Hastings, (604) 254-6995

Dua Diagnosis Program for Adolescents
300-2250 Commercial Drive, (604) 251-2264

Family Services of Greater Vancouver-Street Y outh Detox
202-1193 Kingsway, (604) 872-4349

DEYAS Youth Detox Program
432 E. Hastings Street, (604) 251-7615

Covenant House
575 Drake Street (@Seymour), (604) 685-7474

Crystal Meth Anonymous (CMA)
(604) 633-4242

Broadway Y outh Resource Centre
691 E. Broadway, (604) 709-5720

PLEA Detox (Y outh)
3894 Commercia Street, (604) 891-1082, (604) 871-0450 (pager)

In Victoria:

Dallas Y outh and Family Services
12-1560 Church Avenue, (250) 721-2669
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Pacific Centre Family Services Association
3221 Hesatherbell Rd., (250) 478-8357

Victoria Alcohol and Drug Services
(250) 387-5077

Narcotics Anonymous
(250) 383-3553

AIDS Vancouver Idand

For information (250) 382-2366 or the Needle Exchange and Street Outreach (250) 384-

1345

YM/YWCA Y outh Counselors
(250) 386-7511 Keith Mowen ext. 829, Kathryn Saunders ext. 820, and Amanda
Seymour, the alcohol and drug counselor ext. 865 or cell: 888-4697.

Native Friendship Centre
(250) 384-3211
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Appendix F: Summit Organizing Committee and MARC Working Groups

Summit Organizing Committee

Dr. Jane Buxton, Vancouver Coastal Health Authority

Dr. lan Martin, Three Bridges Community Health Centre, Vancouver

Betsy MacKenzie, Regional Coordinator, Drug Strategy, Health Canada BC/Y ukon
Cpl. Scott Rintoul, RCMP Drug Awareness Service, Vancouver

M ethamphetamine Response Committee (MARC)
Contact: Jane Buxton, jane buxton@vrhb.bc.ca

MARC Working Groups

Professional Education Working Group
Contact: lan Martin, ian_imartin@hotmail.com

Prevention/Treatment Working Group
Contact: Jennifer Vornbrock, jennifer vornbrock@vrhb.bc.ca

First Responders and Justice I ssues Working Group
Contact: Scott Rintoul, Scott.Rintoul @rcmp-grc.gc.ca
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