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Abstract 

Harm reduction, its aspirations, politics, and discourses, have changed dramatically since 

its origins as a grassroots, drug user-led movement in Canada. Public health played a critical role 

in helping implement harm reduction, but in doing so has aligned it in ways that have 

accommodated neoliberal priorities and technocratic discourses, thus contributing to its 

depoliticization as a social movement. By absconding from meaningfully attending to social 

determinants of health, which underlie drug-related harm in favour of risk-mitigating individual 

approaches, public health’s implementation of harm reduction has fallen short in challenging 

social injustices and inequities at the root of Canada’s legacy of drug criminalization. The arrival 

of fentanyl and the overdose crisis in Vancouver’s Downtown Eastside (DTES) has proven to be 

a turning point in this history by leading marginalized tenants of privately-owned single room 

occupancy (SRO) hotels to organize overdose response for one another. In December 2016, the 

Downtown Eastside SRO Collaborative Society, a housing advocacy organization, partnered 

with public health to develop the Tenant Overdose Response Organizers (TORO) program, 

which uses community organizing to support these efforts. Through participant observation and 

key stakeholder interviews undertaken between November 2017 and April 2018, this research 

explores harm reduction’s politics, practices, and discourses through a case study of the novel, 

peer-led TORO program. I found that despite the hesitancy of public health to support housing 

advocacy as a critical component of harm reduction, TORO has supported SRO tenants in their 

responses to oppressive physical, social, and structural environments. My analysis of the work of 

TORO within the broader context of the DTES has also supported the development of the 

“therapeutic riskscape” as a theory that attempts to provide an approach to harm reduction that 
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recognizes the recursive relationship between community-driven responses to structural 

environments and relational experiences of place-based healing. 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 iv 

Acknowledgements 

To begin, I acknowledge that this research took place on the traditional and unceded 

territories of the Coast Salish Peoples, including the Musqueam, Squamish, and Tsleil-Waututh 

Nations. I also acknowledge that Queen’s University, where much of my learning took place, is 

situated on traditional Anishinaabe and Haudenosaunee territory.  

First, to Dr. Jeff Masuda, your constant guidance, trust, and support have been invaluable 

in all aspects of this work. Your insightful mentorship and commitment inspired and pushed me 

beyond what I thought I was capable of. To Wendy Pedersen, I am sincerely grateful for your 

trust and tireless support throughout my time in Vancouver. Your community leadership, 

mentorship, and knack for challenging me has helped me learn, understand, and grow.  

To Samantha Pranteau, Jeremy Bell, Keith Goslin, and Marina Classen, it has been a 

pleasure getting to know all of you. The importance of your guidance, camaraderie, and support 

cannot be understated. To the TORO program, thank you for welcoming me into your family 

with such open arms. I am honoured and humbled to have gotten to know you and to have been 

allowed to watch the incredible work you do every single day. Thank you to everyone who 

participated in this project by sharing your thoughts, stories, and experiences with me. 

My wholehearted thanks to the Right to Remain team, who taught, challenged, guided, 

and reassured me more than they know. Thanks also to all my colleagues and friends from 

CEHE to SFU who made learning and working together a thoroughly helpful, enjoyable, and fun 

experience. To my friends, near and far, thanks for always being there to talk to and having 

confidence in me. Finally, to my parents and family, without your boundless love and support 

this would not have been possible. 

 



 v 

 

Table of Contents 

Abstract ........................................................................................................................................... ii 

Acknowledgements ........................................................................................................................ iv 

List of Figures ............................................................................................................................... vii 

List of Terms ................................................................................................................................. vii 

Chapter One - Introduction ............................................................................................................. 1 
A Resilient Community in Crisis ................................................................................................. 1 
Research Objectives ..................................................................................................................... 5 
Thesis Organization ..................................................................................................................... 5 

Chapter Two - Literature Review ................................................................................................... 8 
Harm Reduction: Public Health Panacea or Rights-Based Activist Movement? ........................ 8 
A Complicated Alliance: Exploring the Influences of Public Health on Harm Reduction ....... 15 
Re-Theorizing Harm Reduction in the Downtown Eastside: Towards a “Therapeutic 

Riskscape” .................................................................................................................................. 23 

Chapter Three - Methods .............................................................................................................. 33 
Study Setting, Community Entry, and Relationship Building ................................................... 33 
Case Study .................................................................................................................................. 39 
Participant Observation .............................................................................................................. 41 
Navigating Ethical Obligations in a Dynamic and Challenging Fieldwork Environment ......... 42 

Data Collection: Workshops and Walkthroughs .................................................................. 46 
Data Collection: TORO Bi-Monthly Meetings .................................................................... 47 

Key Stakeholder Interviews ....................................................................................................... 47 
Data Analysis ............................................................................................................................. 51 
Reflexivity: “Middle classness” and the Role of Gatekeepers in Working Across Difference . 55 

Chapter Four - Results .................................................................................................................. 60 
Introduction: The Arrival of Fentanyl and a Facebook post ...................................................... 60 
Community Organizing and Leadership Development.............................................................. 63 

1.1 “It’s a peer-run, peer-led family in the Downtown Eastside trying to take care of their 

community and each other:” Community Building and the TORO Family ......................... 66 
1.2 Community Organizing for Harm Reduction in Privately-Owned SROs ...................... 70 

1.2.1 Creating Spaces of Learning, Community, and Connection in SROs ..................... 71 
1.2.2 Building Relationships and Reducing Harm............................................................ 73 

Beyond Health Intervention: Restoring the Political Work of Harm Reduction ....................... 77 
2.1 “You’re not an advocacy program, you need to just provide health services:” The SRO 

Collaborative and TORO are Distinct .................................................................................. 78 
2.2 “It’s tough to fund a non-profit whose mandate is to sue you and advocate against your 

policies:” The Perception that the SRO Collaborative is too Political to do Harm Reduction

 .............................................................................................................................................. 79 
2.3 “I think some landlords were concerned with people being organized, the tenant organizer 

component:” Advocacy Could Hinder Harm Reduction Service Delivery .......................... 80 
2.4 Segmentation of Responses to the Overdose Crisis ....................................................... 82 



 vi 

2.5 What is the Place of Advocacy in Harm Reduction? Defining Acceptable Targets for and 

Means of Advocacy .............................................................................................................. 84 
Mobilizing Harm Reduction for Advocacy Work and Environmental Changes ....................... 86 

3.1 “If TORO was divorced from the goals of the Collaborative, it wouldn’t have the same 

agency or teeth that it has:” Advocacy Strengthens a Harm Reduction Intervention .......... 87 
3.2 “I was getting into buildings that I had never been in before:” Gaining and Sustaining 

Access ................................................................................................................................... 88 
3.3 Building Relationships and Activating Tenants ............................................................. 89 
3.4 “A common theme with managers is they’re really grateful for the supports:” Building 

Relations with Landlords and Managers .............................................................................. 91 
3.5 “People aren’t running around like chickens with their heads cut off looking for narcan 

anymore:” Improving SRO Living Conditions .................................................................... 92 
Conclusion ................................................................................................................................. 95 

Chapter Five - Discussion ............................................................................................................. 98 
“If you don’t deal with systemic issues, it’s not going anywhere:” Limitations of Neoliberal 

Approaches to Harm Reduction and Opportunities for Radical Change Within the Overdose 

Crisis .......................................................................................................................................... 99 
Exploring Contradictions of Harm Reduction’s (De/Re) Medicalization through a Peer-Led 

Overdose Prevention Program ............................................................................................ 108 
Building Capacity in a Therapeutic Riskscape: Fostering Organic Community Resources to 

Intervene in Risk Environments and Promote Healing ............................................................ 114 
Responding to Risk Environments by Developing Protective Aspects of Place ............... 116 
Supporting In Situ Harm Reduction by Removing Social, Physical, and Structural Barriers

 ............................................................................................................................................ 118 
Beyond Mitigating Structural Risks: Recognizing the Role of Community Building in 

Healing ............................................................................................................................... 120 
Moving Between Outside and “In Situ:” Volunteerism as Method in Enhancing Community–

Based Research ........................................................................................................................ 124 
Limitations ............................................................................................................................... 129 
Conclusion and Recommendations .......................................................................................... 133 

References ................................................................................................................................... 137 

Appendix A: CORE Certificate .................................................................................................. 146 

Apprendix B: Ethics Approval and Amendments ...................................................................... 148 

Appendix C: First Ethics Amendment ........................................................................................ 149 

Appendix D: Second Ethics Amendment ................................................................................... 150 

Appendix E: Third Ethics Amendment....................................................................................... 151 

Appendix F: Sample Participant Observation Letter of Information .......................................... 152 

Appendix G: Participant Observation Poster .............................................................................. 153 

Appendix H: Interview Letter of Information/ Consent Form .................................................... 154 

Appendix I: Sample Interview Guide ......................................................................................... 157 
 



 vii 

List of Figures 

Figure 1. The therapeutic riskscape……………………………………………………………...31 

 

List of Terms 

Collaborative – Downtown Eastside SRO Collaborative Society or DTES SRO Collaborative, a 

non-profit housing advocacy organization.  

Community Organizer – a person who brings people together, builds leadership capabilities 

within a group, and facilitates group decisions and actions 

DTES – the Downtown Eastside, a historic neighbourhood in Vancouver 

Naloxone – an opioid antagonist which blocks the effects of opioids and can help reverse 

overdoses 

Narcan – the brand name for naloxone. It will occasionally be used throughout this thesis as it is 

the language often used by participants 
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SRO – Single Room Occupancy Hotel. Despite the name hotel, these privately-owned buildings 
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TORO – Tenant Overdose Response Organizers Program, an overdose response education 

program run by the SRO Collaborative 

TOROs – Refers to the peers who lead the TORO Program by delivering the intervention in 
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VCH – Vancouver Coastal Health, the regional public health authority



 1 

Chapter One - Introduction 

A Resilient Community in Crisis  

 By December 2016 the overdose crisis in Vancouver’s Downtown Eastside (DTES) 

neighbourhood was starting to gain national media attention. People who use drugs and the 

activists who support them were beginning to open illegal pop-up overdose prevention sites 

(OPS) in alleyways, parks, and parking lots in the neighbourhood. They sought to provide harm 

reduction for people who would not or could not access Insite, Canada’s first supervised 

injection site. For decades, the DTES has been the home of radical, grassroots, drug user-led 

activism for harm reduction, safe injection, and dignity for drug users in Canada. In 2003, a 

generation before the arrival of OPS’s, the infamous safe injection site, Insite, opened and was 

the realization of years of activism by the Vancouver Area Network of Drug Users (VANDU) 

and many others that responded to a similar situation of crisis and government complacency. For 

decades before and since Insite, Vancouver’s drug users have fought for social, political, and 

legal changes and have organized themselves to provide care and support amidst ongoing 

government inaction. A concentration of low-income housing and social services, combined with 

a confluence of a volatile and potent drug supply, encroaching gentrification induced 

displacement, inadequate responses to poverty, and the continued traumas of colonialism – along 

with many other factors – have shaped the DTES community’s prodigious legacy of grassroots 

responses to continued marginalization and discrimination. The arrival of fentanyl, a powerful 

synthetic opioid, and the resultant overdose crisis, once again spurred drug users to develop 

innovative interventions and forced an eventual governmental response. 

While media throughout 2016 and 2017 largely gravitated to the spectacle of 

unsanctioned, peer run overdose prevention sites located in dimly lit and filthy alleyways, a more 
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novel and innovative harm reduction intervention was quietly being organized by tenants in 

some of the neighbourhood’s privately-owned and run-down single-room occupancy (SRO) 

hotels. Tenants in these buildings, which have become a sort of housing of last resort before 

homelessness for many, were beginning to organize themselves to care for one another. 

Privately-owned SRO buildings have been deteriorating for decades, and they are often settings 

where drug use is prevalent and the risks associated with using alone are extremely high. But 

they also provide relative refuge and safety for many people who choose to avoid public drug use 

or sanctioned safe injection sites, including those with mobility impairments or who have trouble 

injecting themselves. Policies had been changed to make naloxone, an injectable opioid 

antagonist that can be used to help reverse overdoses, obtainable without a prescription in March 

2016, and by September naloxone was removed from the list of Schedule 1 drugs in British 

Columbia (BC Ministry of Health, 2016). With these changes, SRO tenants were able to gather 

as many naloxone kits as they could and bring them back to their rooms to help their neighbours. 

They spray painted and decorated the doors of their homes to let their neighbours know that they 

had a supply of this tool that could be used to help respond to overdoses. A Community 

Organizer with the Downtown Eastside SRO Collaborative Society (DTES SRO Collaborative), 

a relatively new housing advocacy organization, happened to be working with tenants in two of 

the buildings where this grassroots organizing was happening. The Community Organizer took 

pictures of the glittering, decorated doors and posted them on Facebook. One of her friends, a 

public health nurse working with the regional health authority, saw the pictures and asked the 

SRO Collaborative to help her get into the buildings immediately to train tenants to respond to 

overdoses effectively. The Tenant Overdose Response Organizers (TORO) project was 

conceived soon after the first training workshops took place. It is based on the SRO 
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Collaborative’s model of community organizing, which works with groups of people to develop 

leadership skills and mobilize together to make changes. TORO was funded first by the City of 

Vancouver on a trial basis out of their Opiate Emergency Funds, and would eventually be fully 

funded by Vancouver Coastal Health (VCH).  

 The story of TORO is one of mutual support, community, family, leadership, 

empowerment, innovation, acceptance, self-determination, and adversity. The program has 

changed numerous lives and saved countless others. Within the overdose crisis, the SRO 

Collaborative and TORO have risen to the occasion and done what no one else seemed to have 

been willing to do: care about and for marginalized SRO tenants. The story of TORO is also a 

story of harm reduction innovation. This is the story I will attempt to tell in this thesis. It is one 

that stretches back nearly five decades and touches on the parallel narrative of health promotion 

and its evolution in Canada, including the sterilization of its activist, social justice framing of 

health in favour of a depoliticized and neoliberal-influenced evidence-based paradigm. Just as 

health promotion was sidelined to this agenda, harm reduction’s evolution has been marked by 

processes of accountability and cost-effectiveness, and discourses of disease prevention, “public 

order,” and individualized responsibility. This thesis will discuss the drug user-led fight for safe 

injection, the institutionalization of this movement, and the revitalization of grassroots harm 

reduction innovation within the overdose crisis. TORO has pushed harm reduction forwards in 

many ways, through its peer-led community organizing process, through its education and 

service delivery into neglected and criminalized SRO environments, and in its comprehnsive 

approach to drug use, addiction, mental illness, and housing. But TORO has also been 

constrained in its ability to make the changes it has sought in social, physical, and structural 

environments of SROs, largely by the momentum of the same evidence-based and politics-averse 
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paradigm that lingers in harm reduction today. Many of the limitations of this paradigm are 

revealed by the barriers TORO has faced and the reluctance of public health to support housing 

advocacy as a critical and inextricable component of reducing drug-related harm.  

Origins and direction of this research 

I arrived to the DTES, the long-time home of harm reduction and drug user activism in 

Canada, in May of 2017. Through my supervisor’s connections, I began volunteering with the 

DTES SRO Collaborative. I first assisted with their efforts to ensure tenants in the condemned 

Balmoral Hotel – an SRO that was notorious for its horrible living conditions and as a haven for 

criminalized drug activity – did not become homeless. I also worked to support their efforts to 

protect tenants in other buildings from abusive and vengeful landlords, and occasionally helped 

with their TORO program, which was still in its trial period at the time. I had come to the 

community with an interest in harm reduction. Specifically, I was interested in exploring whether 

people’s experiences at overdose prevention sites differed from those at supervised injection 

sites. As I became increasingly embedded in the DTES, volunteered for the SRO Collaborative, 

and got to know the TORO project, my interest in it grew. With the support of the SRO 

Collaborative, I began conceiving of a research project about TORO. In November of 2017, once 

I had ethics clearance, I began volunteering with the program in various ways and conducting 

research as I went. This thesis is an attempt to do justice to the incredible work that TORO does 

every day, to the stories and experiences that people shared with me during my time in the 

community; and to take a critical look at the politics, practices, and discourses of harm reduction 

and public health that TORO’s innovative approach and housing advocacy orientation revealed. 

Furthermore, it is an attempt to reconcile and confront conflicting perspectives on the DTES. 

Through my prolonged observations of this place and engagement with its people, I will develop 
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the theory of a “therapeutic riskscape” as a way of understanding the recursive relationship 

between concurrent processes and structures of oppression, and the health promoting (not only 

harm reducing) responses developed by resilient and caring communities within the DTES. I will 

explore the place of TORO within the therapeutic riskscape and demonstrate the under 

recognized capacity of organic resources in the DTES to reduce harm and promote healing. 

Research Objectives 

Within this Master’s thesis project, I aimed to: 

1) Explore how the politics, practices, and discourses of the dominant harm reduction 

paradigm touched down on the TORO project, and discuss the role that the neoliberal 

turn within public health had on harm reduction. 

2) Develop and expand the theoretical framework of a “therapeutic riskscape” as a means of 

understanding grassroots community responses to the overdose crisis, and explore the 

role of TORO within this landscape.  

3) Contribute to the success of TORO within the SRO Collaborative as is consistent with an 

activist research orientation. 

Thesis Organization 

 This thesis is organized into five chapters. Chapter One has provided some context for 

the project. It has also briefly introduced how the research was conducted and some of the 

contributions I hope to make.  

 Chapter Two provides a review of literature that informs the basis my research on the 

TORO project. It discusses harm reduction’s activist origins, its institutionalization, and what 

may have been lost with this shift. Next, it draws parallels between the influence of neoliberal 

ideologies on new public health movements, and the subsequent influence of public health on 

harm reduction. Finally, it reviews literature relating to risk environments, enabling places, and 
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therapeutic landscapes to propose the theoretical framework of a “therapeutic riskscape,” which 

seeks to understand community-driven responses to the overdose crisis. 

 Chapter Three provides an overview of the methods and procedures taken throughout this 

research project. It explains some of the methodological and ethical reasons for taking these 

approaches, including my approach to fieldwork, data collection, data analysis, and navigation of 

ethical issues. It also discusses of my positionality and its influences – both limiting and positive 

– on the project and my findings.  

 Chapter Four describes the results of my case study. It begins by recounting how the 

context of the overdose crisis led SRO tenants to respond, and how this response came to be 

developed into the TORO project by the SRO Collaborative. It discusses the community 

organizing approach that the Collaborative takes to their harm reduction program, as well as how 

this process supports tenants to build community, develop relationships, provide emotional 

support, and supports their self-determination. Next, it explores how the Collaborative’s housing 

advocacy led to political tensions between the program and its funders, including how TORO is 

constrained by – and has attempted to overcome – these imposed limitations. Finally, it explores 

the ways in which the SRO Collaborative has leveraged harm reduction through the TORO 

program to build their organizational capacity and support advocacy work that seeks to address 

harms located at the intersection of marginalized housing and drug use. 

 Chapter Five draws the thesis together by discussing the practical, theoretical, and 

methodological contributions I have achieved. It discusses implications of broader public health 

discourses on harm reduction as they appeared to touch down and influence TORO’s emergency 

response to the overdose crisis. It demonstrates how harm reduction interventions like TORO 

may lead to a return to social justice framing as a means of addressing society’s worst public 
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health crises. Next, it expands on the “therapeutic riskscape” theory, first developed in Chapter 

Two, by drawing on TORO’s role supporting the DTES community’s response to structural 

harms. It describes the recursive relationship between structural risk environments and locally 

produced therapeutic landscapes to attempt to provide insight on the TORO program. Finally, 

building on the methods described in Chapter Three, it explores how my volunteer-based 

research helped me to navigate my outsider positionality and my in situ involvement in harm 

reduction programming and activism in order to gain unique insight on harm reduction.  

The thesis concludes by discussing how the institutionalization of grassroots, drug user-

led harm reduction movements – while highly successful in reducing drug-associated harms at 

individual and population levels – has also unwittingly allowed the marginalization and 

oppression of people who use drugs to continue by overlooking their community well-being as a 

fundamental determinant of health. It argues for a return to meaningful, democratic, and 

participatory public health action to attend to the politicized determinants of health, such as 

housing, poverty, and colonialism. It posits that TORO serves as an example of how community 

driven harm reduction innovation can be supported to address drug-related harm, while working 

towards upstream action on social determinants of health.   
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Chapter Two - Literature Review 

In this chapter, I review literature that informs the basis my research on the Tenant 

Overdose Response Organizers (TORO) project. I begin by providing an overview of the activist 

origins and subsequent institutionalization of harm reduction in Canada, including a discussion 

of what may have been lost with this shift. I then discuss the influences of the new public health 

movement on harm reduction, and briefly explore some of the literature that describes the 

consequences of enacting harm reduction through neoliberal public health practices. Finally, I 

review and explore overlap within scholarship that draws on “risk environments,” “enabling 

places,” and “therapeutic landscapes” theories to posit an original theoretical framework for my 

thesis project. I propose a “therapeutic riskscape” theory, which recognizes the recursive 

relationship between structures of oppression and marginalization, and the health promoting and 

harm reducing grassroots responses developed by resilient and compassionate communities 

within the Downtown Eastside (DTES).  

Harm Reduction: Public Health Panacea or Rights-Based Activist Movement? 

 Harm reduction is commonly promoted as an alternative to the criminalization of drug 

use. It takes a humanistic approach to drug use by focusing on preventing the harms associated 

with using drugs, rather than on preventing the use of drugs themselves (Harm Reduction 

International, 2018). Harm reduction’s proponents, particularly those working in governmental 

and professional contexts, emphasize its “value-neutral” stance on drug use as one of its major 

benefits and selling points to the general public (e.g., BC Ministry of Health, 2005, p. 4). Harm 

reduction, which encompasses a variety of interventions, from needle exchanges and supervised 

injection sites to policy changes, has become a part of Vancouver’s famed, and often replicated, 

“Four Pillars” approach to drug use (City of Vancouver, 2017; McCann & Temenos, 2015). 

These four pillars are prevention, treatment, enforcement, and harm reduction (City of 
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Vancouver, 2017). It is important to note that harm reduction in Vancouver did not originate 

from City Hall, but was underwritten by years of remarkable activist work by people who use 

drugs themselves. Drug users in Vancouver’s DTES began their advocacy and activist work in 

response to government inaction to the growing epidemic of overdoses and HIV/AIDS in the 

neighbourhood among people who use drugs in the 1990s (Boyd, MacPherseon, & Osborn, 

2009; Jozaghi, 2014b; Lupick, 2017a). Early work by the Vancouver Area Network of Drug 

Users (VANDU) included harm reduction initiatives like an unsanctioned, peer-run needle 

exchange program, campaigns to improve DTES residents’ access to sanitary facilities like 

public toilets, and political advocacy (Jozaghi, 2014b; Lupick, 2017a; Wood et al., 2003). A 

conceptual alliance with a burgeoning group of activist-oriented, non-profit housing and health 

service providers, the Portland Hotel Society (PHS), assisted VANDU in their efforts to reduce 

drug-related harm in the neighbourhood (Lupick, 2017a). Eventually, as a result of their 

unrelenting activism, Canada’s first supervised injection site, Insite, was opened in 2003.  

 Insite drew inspiration for its principles and practices from other supervised injection 

sites in Europe in order to hold up against intense public and governmental scrutiny (Lessard, 

2011; McCann & Temenos, 2015). As a result, the Insite facility took the physical and functional 

form of a clinic, where people could bring their own drugs and inject them in a hygienic, non-

judgemental environment under the supervision of nurses (McCann & Temenos, 2015; PHS 

Community Services Society, 2017). Insite’s explicit emphasis on “health” as the primary goal 

of the site was taken further by Sydney, Australia’s supervised injection site. In this case, the 

founders chose to name their facility the “Medically Supervised Injecting Centre” in order to 

reflect the clinical nature of the care provided and aid in the political justification of the clinic 

(McCann & Temenos, 2015, p.220, emphasis in original). While Insite did not include “medical” 
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in its name, it is structured in a similarly clinical fashion, reminiscent of a doctor’s office or a 

hair salon, to appease any potentially politically unfriendly critics. It is complete with a waiting 

room, brightly lit and mirrored injection booths, and a “chill room” where participants can be 

monitored for adverse effects after using (McCann & Temenos, 2015; PHS Community Services 

Society, 2017). A similar trend whereby “health” is emphasized can be seen not only in 

supervised injection sites, but in other harm reduction initiatives, such as needle exchange sites 

(McLean, 2008). This focus on “health” in harm reduction is a part of a larger re-framing of 

addiction as a health or medical issue rather than a moral or criminal one (Lewis, 2016; C. B. R. 

Smith, 2012). Subsequently, a health-centric model of addiction and harm reduction can be seen 

as a driving factor behind harm reduction’s institutionalization (Keane, 2003; Miller, 2001; Roe, 

2005; C. B. R. Smith, 2012). This framing has made it more palatable for policy makers, funders, 

governments, and the public as it functions alongside, but not necessarily instead of, the 

criminalization of drug use; however, there are critics who argue that this strategic turn has 

obscured the role of structural factors in addiction and drug related harm, by framing addiction as 

a simple consequence of substance use and resultant neurological changes (C. B. R. Smith, 

2012). The institutional enactment of harm reduction as a public health intervention remains in 

tension with those who see it has a platform for broader structural change (Roe, 2005). In 

reframing this movement, advocacy work has been taken up by professionals – researchers, 

nurses, and doctors – who have often focused merely on the expansion and proliferation of 

medicalized harm reduction initiatives (Roe, 2005). Professionals, who have “[wrung] their 

hands [at] the injustice and inequality that necessitates [harm reduction]” (Roe, 2005, p. 247), 

have recently begun adding the weight of their authority to the calls of drug users for 

decriminalization (e.g., Brown, 2017; CBC News, 2018; Grauer, 2018). Despite the progress 
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harm reduction had brought and that decriminalization would entail, community, drug user, 

activist, and grassroots groups saw harm reduction and legalization as only a small part of the 

social change that was required (Roe, 2005; VANDU, 2010). Rather, their focus was on larger 

social, economic, and racial inequalities, which a narrow focus on “drug problems” masks (Roe, 

2005). Despite the incredible progress that can be attributed to harm reduction in Canada, both in 

terms of supporting the health and human rights of people who use drugs, reframing harm 

reduction in clinical terms, and directing advocacy towards technocratic solutions and drug 

policies is inherently limited in its ability to attend to the holistic personhood of people who use 

drugs. This approach therefore fails to attend to the fundamental rights and needs of 

marginalized drug users, including the need for safe housing, food security, freedom from 

discrimination, and adequate income, by presupposing the causes of drug related harm to be 

within drugs and how they are used.  

 Reframing addiction in biomedical terms and obscuring the role that human rights and 

structural factors play in drug-related harm is one way that harm reduction positions itself as 

“value-neutral” and “amoral” on drug use and drug users. Hathaway (2001) explores how this 

“value-neutral” stance came about as a result of a need to emphasize factors, such as the cost-

effectiveness, health benefits, and humanitarian aspects of harm reduction within the political 

climate of the time (Hathaway, 2001). Roe (2005) points out that taking a “value-neutral,” “non-

judgemental” stance on drug use makes harm reduction equally non-judgemental of the systems 

that create the conditions for risky drug use and drug-related harms (Roe, 2005). He also argues 

that reframing addiction in pathological terms merely shifts hierarchical authority from a 

criminological to biomedical locus of power (Roe, 2005; C. B. R. Smith, 2012). As a result of 

the medicalization and institutionalization of the drug user-led activist movement, harm 
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reduction can be seen as a safety net, but not as a strategy for addressing root causes (Miller, 

2001). Miller (2001) argues that by taking this pragmatic standpoint and failing to address the 

sources of harm to drug users, be they legal, social, or economic, harm reduction enables society 

to continue causing these harms and does little to improve the situation for drug users (Miller, 

2001). Rather, harm reduction acts as a means for the state to bring “hard to reach” drug users 

and criminalized communities under the authority of biomedical and social institutions as a 

means to improve health, save money, and maintain “public order” (Roe, 2005). In this context, 

Roe (2005) discusses how drug user groups that assert more political goals than are acceptable 

within the re-framed harm reduction paradigm are denied service partnerships and resources 

from funders (Roe, 2005). Truly addressing sources or root causes of drug-related harm requires, 

according to Ezard (2001), a framing of harm reduction that encompasses “vulnerability 

reduction.” What she means by this term is that in order to reduce drug-related harms, such 

harms must be understood and explored as being the result of factors at the individual, 

community, social, and structural levels (Ezard, 2001). Such factors may include, but are not 

limited to, processes of poverty, marginalization, criminalization, stigmatization, structural 

violence, racism, and colonialism (Ezard, 2001; Miller, 2001; Pearce et al., 2008). Ezard (2001). 

Ezard (2001) believes that the best approach to addressing structural factors is to invoke “human 

rights” since this discourse has often been successful in spurring governments into intervening. 

Such an intervention could take many forms for Ezard (2001), from ensuring equitable access to 

appropriate care for drug users, educational programs, providing people with adequate shelter 

and food, and reconciliation programs (Ezard, 2001). But calls to emphasize human rights within 

harm reduction were criticized for being more of a rhetorical strategy, rather than a coherent plan 

or something that is possible in practice (Keane, 2003). Keane (2003) suggests that among harm 
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reduction’s most valuable traits are its “value-neutrality,” which the above critics take such issue 

with, because “value-neutrality” allows harm reduction to exist and function within societies 

where discourse surrounding drug use and drug users remains highly moralized and divisive 

(Keane, 2003). She further believes that invoking human rights as a means of intervening in this 

discourse would not be as effective as the amoral, humanitarian approach that led to harm 

reduction’s initiation (Keane, 2003).  

 The complexity and nuance of the argument over harm reduction’s framing is perhaps 

best encapsulated by the case of Insite. As I discussed above, Insite’s emphasis on “health” 

within a biomedical framing of addiction afforded it some degree of value-neutrality and helped 

to appease politically unfriendly critics; however, once Insite’s trial period – granted by the 

Liberal Federal government – expired, the Harper Conservatives refused to renew Insite’s 

exemption from the Controlled Drugs and Substances Act granted by the Minister for Health 

(Lupick, 2017a). This political action sparked a lengthy legal battle that concluded with the 

Supreme Court of Canada’s decision that Insite should maintain their exemption and remain 

open as closing it would be a violation of peoples’ rights by denying them health services 

(Supreme Court of Canada, 2011). This case demonstrates the impossibility of separating 

“rights” and “health” within harm reduction. The harm reduction paradigm is an inherently 

rights-based approach to drug use, as long as prohibition continues to stigmatize, criminalize, 

and harm people who use drugs. The question of which tenet of harm reduction is emphasized 

and how it is implemented remains. Is harm reduction about drug users’ health, their rights, or 

merely their right to “health?” 

 This is an important question, one which has arguably been answered by the praxis on 

which harm reduction has been carried out in Canada. It is clear that this value-neutral, disease 
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prevention approach to harm reduction has been very effective in helping harm reduction attain 

its place within public health policy. Through their position of authority, medical professionals, 

researchers, and public health advocates have contributed towards a discursive and political shift 

whereby drug use and addiction are considered a biomedical, rather than a criminal, issue (Roe, 

2005; C. B. R. Smith, 2012). While harm reduction literature generally argues that the adoption 

of a “complete harm reduction approach” would provide solutions to social costs and problems, 

Roe (2005) argues that by ameliorating the worst effects of institutions of prohibition, harm 

reduction merely alleviates them of responsibility for their harms (p.247). While some of the 

harm caused by unjust structures has been reduced, circumstances for low-income drug users in 

Vancouver have become more dire. Homelessness has increased, social assistance rates have 

remained inadequate, and a confluence of gentrification, lack of investment by private owners, 

and neglect by all levels of government has resulted in the only form of housing available to the 

city’s marginalized drug users decaying to the point of inhabitability (Carnegie Community 

Action Project, 2016; CBC News, 2017; MacLeod, 2017; Swanson, Mugabo, & Chan, 2018). 

Within this context, overdose deaths from fentanyl have reached crisis levels. Over 1,400 people 

died in British Columbia in 2017, with 366 of those deaths occurring in Vancouver (BC 

Coroners Service, 2018). This death rate may provide evidence to Miller’s (2001) argument that 

harm reduction, while providing crucial healthcare, dignity, and saving lives, has enabled the 

state to continue perpetuating harm in many diverse forms on marginalized people who use 

drugs. In order to understand how the drug user-led movement for harm reduction became 

institutionalized, it is important to explore broader influences on public health and to understand 

how they impacted its implementation of harm reduction. 
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A Complicated Alliance: Exploring the Influences of Public Health on Harm Reduction  

 This section will explore parallels between the new public health and harm reduction 

movements. I will first provide an overview of the new public health movement and the effect of 

the rise of neoliberal ideology on its implementation. I then explore parallels between public 

health and the harm reduction movements, as well as some of the contradictions that arose within 

the maturation of these paradigms. Finally, I demonstrate some of the consequences of enacting 

harm reduction through risk-mitigating individualized interventions.  

 Harm reduction’s transformation from social movement to public health intervention in 

Canada occurred concurrently with the maturation of the “new public health” movement. At 

times, harm reduction has been held up as a model of the new public health approach, 

demonstrating both the potential and the limits of this movement (Rhodes, 2002). The new 

public health movement developed out of a recognition that previous approaches, which had 

largely focused on individual lifestyle interventions and improving access to health care, had not 

significantly reduced inequalities in health (Irvine, 2006; Robertson, 1998). The principles of the 

new public health are outlined in the Ottawa Charter for Health Promotion and include five 

principles: developing personal skills; reorienting health services to improve access, availability, 

and use; strengthening community action; creating environments supportive of individual and 

community health; and creating public policies supportive of health (WHO, 1986). Broadly 

speaking, this movement is based on the concept of “social determinants of health,” which 

recognizes that factors outside of health care, such as poverty and poor housing, negatively 

impact health (Robertson, 1998); however, this “radical agenda for public health” (Potvin & 

Jones, 2011, p. 245) was undercut due to budget cuts that accompanied the rise of neoliberalism 

in the 1990s, and the resultant “meteoric ascendancy” of population health discourses (Labonte, 

1997, p.7). Population health is a broad concept, developed by health economists, which draws 
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parallels between health and economic growth (R. G. Evans & Stoddart, 1990; Robertson, 1998). 

Similar to health promotion, it is based on the idea that systemic differences in health arise from 

differences in region, occupation, education levels, and social status (Labonte, 1997), however, 

population health’s “evidence-based” approach, which draws connections between various 

“inputs,” “variables,” and health “outcomes” (Labonte, 1997, p. 12), can cause the political 

consequences of economic inequalities to become “neutralized” (Robertson, 1998, p.157). As a 

result, Robertson (1998) argues that this model reveals its positivist epistemology and is 

ultimately a return to a reductionist epidemiological understanding of health. Population health’s 

framing and assumptions allowed it to fit well with rising neoliberal ideologies. It favoured a 

quantitative approach offered by epidemiology, which links social categories and behaviours 

with health outcomes, as opposed to health promotion’s broader support for social justice and 

ecological sustainability (Labonte, 1997). Furthermore, population health’s “evidence-based” 

approach matches the language of economists and the market (Labonte, 1997), and its 

proponents have advocated for money to be diverted from health care to more “wealth 

producing” sectors as a means of producing greater overall health (R. G. Evans & Stoddart, 

1990; Robertson, 1998). Labonte (1997) argues that the population health approach allows social 

determinants of health to be identified, it but does not necessarily provide a means of addressing 

them. In contrast, health promotion espouses values of community participation, empowerment, 

and social justice to address health inequities (WHO, 1986). It takes a community-based 

approach, which attempts to involve individuals and communities in conceptualization, 

prioritization, and intervention on their health (Robertson & Minkler, 1994). By prioritizing 

population health’s data driven explanation of health over health promotion’s process oriented 

commitment to social justice, public health avoided challenging the underlying relationship 
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between health inequality and the way society is organized (Hancock, 2011; Labonte, 1997). The 

new public health movement’s shift towards population health allowed governments to avoid 

action to change social, political, and economic factors which created the inequalities underlying 

the social determinants of health (Hancock, 2011). The unfulfilled promise of the new public 

health movement is important to understand with relation to the development of harm reduction. 

Exploring how neoliberalism influenced public health to turn towards population health 

approaches may be useful in understanding public health’s role in harm reduction’s transition 

from a grassroots movement into an individualized, apolitical, amoral, and humanitarian 

intervention. Moreover, the clinical approaches common to dominant forms of harm reduction 

have been understood to represent sites of surveillance and governance of drug users; a critique 

consistent with other critiques of the broader sterilization of the new public health movement 

itself (Labonte, 1997; Petersen & Lupton, 1996; Raphael, 2000). 

 Harm reduction’s transition towards institutionalization shares many similarities with the 

progression of the new public health movement since they share common influences. When it 

began in the late 1980s, the new public health movement represented a supposed and unrealized 

shift away from a focus on individualistic models of care and behaviour change, towards social 

and environmental change (Rhodes, 2002; WHO, 1986). In this way, Rhodes (2002) sees the 

principles of health promotion as outlined in the Ottawa Charter (WHO, 1986) as being the same 

as the principles of “effective harm reduction” (Rhodes, 2002, p.85). He reminds us that the new 

public health and the harm reduction movements are “parallel social movements” (Rhodes, 2002, 

p.85, emphasis in original). Through their historically and conceptually similar origins, 

epidemiology came to hold a prominent position in both public health and harm reduction during 

the 1990s. Some have even argued that the influence of neoliberal economic and political 
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environments caused public health and epidemiology to become synonymous due to the rise of 

population health (Labonte, 1997; LeBesco, 2011; Petersen & Lupton, 1996). In relation to harm 

reduction, population health’s influence can be seen in the crucial role that epidemiologic studies 

had in justifying the continued existence and operation of Insite in Canada (Lessard, 2011; 

Supreme Court of Canada, 2011; Wood, Tyndall, Montaner, & Kerr, 2006). The dominance of 

epidemiology within harm reduction research has been criticized for de-personalizing and further 

marginalizing drug users by reducing them to mortality and morbidity statistics (Miller, 2001). 

This practice can be seen explicitly with reference to people who live in the DTES (Masuda & 

Crabtree, 2010). Alongside epidemiological analyses of harm reduction’s effectiveness at 

preventing disease and reducing “public disorder,” cost-effectiveness and cost-benefit analyses 

have taken a prominent place in the discourse justifying harm reduction (Roe, 2005). Here, the 

argument has been made that harm reduction saves taxpayer money by reducing the burden that 

treatment for injection drug use related infections, such as HIV, places on the healthcare system 

(Andresen & Boyd, 2010; Hathaway, 2001; Jozaghi, 2014a; Pinkerton, 2011). Unsurprisingly, 

the population health paradigm itself stemmed out of a critique of healthcare spending (Labonte, 

1997). The influence of a neoliberal funding environment is also evident in Vancouver Coastal 

Health’s (VCH) Second Generation Health Strategy, which further individualized healthcare and 

service delivery in the DTES at the cost of defunding social justice oriented programs (Masuda 

& Chan, 2016). This strategy’s focus on biomedical, quantifiable interventions rather than 

community and social justice approaches demonstrates how public health has come to be forced 

to account for and quantify the effect of their programs within a neoliberal framework (Masuda 

& Chan, 2016; McGregor, 2001). By exploring the anarchist, grassroots origins of harm 

reduction, Smith (2012) argues that the “amoral” positioning and institutionalization of harm 
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reduction within the context of the War on Drugs represents an “insidious neoliberalism, 

disguised as progressive practice, played out on the stage of public health” (C. B. R. Smith, 

2012, p. 214). The concurrent development of public health and harm reduction, under the 

influence of neoliberalism, have manifested in similar discourses and practices being prioritized 

over – and at the expense of – other, more radical, community-based, and political approaches. 

As a result, harm reduction has come to function as simply one arm of a larger population health 

apparatus, which, while it prevents diseases and deaths, may be limited in its ability to support 

broader changes. 

 It is important to remember Hancock’s (2011) and Labonte’s (1997) arguments that the 

prominence of epidemiology within the “new public health” has allowed governments to avoid 

confronting inequality in society. Harm reduction, as an extension of public health and a parallel 

movement, can similarity be seen to obfuscate underlying inequalities. Temenos (2017) argues 

that the institutionalization of harm reduction should be understood with more nuance. She 

discusses the contradictions within harm reduction and drug policy activism by exploring the 

institutionalization and medicalization of harm reduction’s radical activist roots through its 

“post-political” framing. She defines a “post-political” understanding of governance as one that 

reframes debate over what should be governed into debates over how to order and police lives 

(Temenos, 2017, p. 585, emphasis in original). In the case of harm reduction, she recognizes the 

place that public health has come to hold by assuming the role of technical expert and governing 

force over harm reduction within neoliberal contexts. She explores how this technocratization of 

harm reduction enables, rather than forecloses, a “radical politics of public health” (Temenos, 

2017, p. 595). It allows harm reduction to be imported into conservative societies through 

institutional, rather than activist, means and helps work to expand the provision of services for 
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drug users. She further argues that by promoting drug users’ rights to dignity, to engage in 

society equitably, and to exercise more control over their lives, public health engages in 

“properly political” action by changing the terms of debates over policy strategies and outcomes 

(Temenos, 2017). Public health’s enactment of harm reduction may well enable a radical politics 

of public health; however, the neoliberalization of public health and subsequent 

institutionalization of harm reduction causes it to be arguably limited by the circumscribed scope 

of public health’s political capacity and individual locus of intervention. The prioritization of 

individualized care has resulted in harm reduction being theorized by many academics as sites of 

state control over drug users. 

 Harm reduction is one way in which individualized care is prioritized by public health. 

Through it, people who use drugs are constructed as passive patients enrolled into a medical 

system of supervised care and self-management. This approach is informed by the 

neoliberalization of the new public health movement and perpetuates the discourse of drug use 

and addiction being a “health” problem (Roe, 2005). These discourses, which have been 

informed and shaped by dominant public health actors in both academia and government, is one 

in which “risk factors” frame the discussion. Risk factors in this sense often refer to individual 

behaviour, such as injecting practices, but rarely recognize the larger context in which risks 

occur, despite the earlier new public health movements’ earlier emphasis on environmental 

factors (Rhodes, 2009). Harm reduction’s emphasis on individual behaviour change is indicative 

of its place within new public health as a mode of “surveillance medicine” where individuals, in 

this case some of Canada’s most marginalized and vulnerable people, are impelled into taking 

responsibility for their own health as a condition of service use (Bourgois & Schonberg, 2009; 

Miller, 2001; Tammi & Hurme, 2007). As such, harm reduction interventions have come to be 
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understood as sites of governmentality; places, practices, and policies wherein the state exercises 

disciplinary power to exercise control over “hard to reach” drug users. Harm reduction 

interventions have allowed people who use drugs to be understood as citizens who carry the 

responsibility and ability to take care of their own health (Fischer, Turnbull, Poland, & Haydon, 

2004). Through such interventions, public health acts to “responsibilize” drug users to become 

reflexive and self-aware of their “risk taking behaviour” through behaviour change messaging 

around “safe” injecting practices (Fischer et al., 2004; Miller, 2001; Roe, 2005). Some of these 

same critiques also have been applied to public health more broadly (Labonte, 1994; LeBesco, 

2011). Fischer et al. (2004) argue that supervised injection sites can be understood as sites of 

surveillance and governmentality whereby drug users are constructed as “normalized” citizens 

responsible for managing the constant “risk” they face. They explore the different subject-

positions that people who use drugs occupy upon using a supervised injection site, moving from 

agents of “risk” due to using drugs, to being a “client” who is eligible for the service and is 

offered a wealth of educational resources (Fischer et al., 2004). Furthermore, they compare the 

very structure of supervised injection sites to Foucault’s panopticon due to the way users inject 

in booths surrounded by mirrors, which allow staff to monitor and supervise them from a raised 

platform (Fischer et al., 2004, p. 361). There are also some who have conceptualized harm 

reduction interventions like methadone maintenance as a form of biopower. Biopower draws on 

Foucault’s conceptualization of disciplinary power to understand how the state’s mechanisms of 

control result in a self-disciplinary gaze through which “responsible” citizens regulate their own 

bodies and behaviours (Bourgois & Schonberg, 2009, p.18). Bourgois and Schonberg see 

methadone maintenance as a form of biopower as the cravings and withdrawal symptoms from 

methadone are the same or stronger than those associated with heroin, but without the euphoria 
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of heroin use (Bourgois & Schonberg, 2009, p.280). Furthermore, fear of intense withdrawal is a 

factor facilitating patient compliance with the stringent and invasive requirements that must be 

met to receive a dose of methadone (Bourgois & Schonberg, 2009). They see methadone 

maintenance as the state’s attempt to reform “unproductive bodies” and control “misuses of 

pleasure” (Bourgois and Schonberg, 2001 as cited in Keane, 2009). Through public health’s 

enactment of harm reduction as “low threshold” care, the state can exercise control over drug 

users to make them responsible for their own health, thereby diffusing and alleviating the state’s 

responsibility to care for them (Fischer et al., 2004; Petersen & Lupton, 1996; Roe, 2005). 

 By placing harm reduction within the genealogical context of the new public health, I 

have sought to provide an overview of how harm reduction has come to be institutionalized, and 

how individualized harm reduction interventions have been theorized as sites of governmentality. 

This critique is important as the contemporary and seemingly perpetual overdose crisis may 

arguably be seen as an inevitable consequence of the neoliberalization of public health. 

Neoliberalism has stripped public health of its impetus and ability to attend meaningfully to 

social determinants of health or societal inequities; it has resulted in a bureaucracy more 

concerned with preventing death and disease than promoting health and wellness. It has failed to 

support community resources and action meaningfully and, by becoming enrolled within a 

biomedical model of care, has clinicalized and institutionalized harm reduction’s radical, 

democratic philosophy and movement towards the liberation of drug users. The erosion of public 

health’s, and collaterally harm reduction’s, capacity and will to attend to underlying inequalities 

and social determinants of health has resulted in a model of harm reduction that obscures larger 

structural factors by alleviating some of their consequences without challenging them.  
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Re-Theorizing Harm Reduction in the Downtown Eastside: Towards a “Therapeutic 

Riskscape” 

In the final section of this literature review, I will explore the “risk environment,” a 

theory that attempts to impel recognition and action on broader socio-structural causes of drug 

related harm. I will also discuss how the DTES has been theorized as both a “risk environment” 

of drug-related harm, and a “therapeutic landscape” with counter-hegemonic healing potential. 

By exploring these apparently contradictory understandings of place, I will demonstrate the need 

for and value of a new theoretical framework, a “therapeutic riskscape,” in understanding and 

supporting grassroots responses to the overdose crisis. 

At a most basic understanding, harm reduction has come to encompasses a set of 

interventions intended to help mitigate the risks that people take when they use drugs. These 

interventions necessarily occur in places, generally in environments where illicit drug use and 

related harm is known to occur. Such places are conceptualized by Rhodes (2002), a public 

health sociologist at the London School of Tropical Medicine and Hygiene, as “risk 

environments.” This theory explores places where drug use happens as a social or physical 

spaces in which a variety of factors interact to increase the chance of drug related harm (Rhodes, 

2002). The risk environment theory is based on an understanding that context plays a role, not 

only in the social construction of individuals’ perception of what constitutes “risk,” but in the 

role socio-structural environments play in mediating risk-taking. Further, it makes a political 

intervention by “shifting the unit of analysis and agent of change from individuals, and 

individual risk behaviours, to environments” (Rhodes, 2002, p.88). This shift, according to 

Rhodes (2002), puts the responsibility for harm on the socio-political situations, environments, 

and structures in which people live, rather than on people who use drugs. 
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Rhodes (2002) sees risk environments as comprising four types of environment (physical, 

social, economic, and policy), and two levels of environmental influence (micro and macro). He 

emphasizes that these levels and types of environment all interact and intersect in complex ways 

and serve as a heuristic or analytical tool for the framework (Rhodes, 2002). By understanding 

and intervening in these environments, Rhodes hoped to create “enabling environments” by 

making situational or structural changes that remove obstacles and maximize harm reduction 

effects (Rhodes, 2002). “Enabling environments” have often been taken up to mean changes in 

the environment to merely make it more conducive to individual behavioural change (Moore & 

Dietze, 2005). Crucially, Rhodes emphasizes that a “risk environment” approach makes space 

for “non-health” and “non-drug” interventions as it recognizes and emphasizes wider structural 

conditions and inequities that lead to harm and present opportunities for intervention. By turning 

towards “non-health” interventions, Rhodes intended to facilitate alliances between other social 

movements as a means of promoting health (Rhodes, 2002). He also saw drug-related harm as 

intimately linked with other social, economic, and health inequities and argued that making 

connections visible between societal inequalities and drug related harm was a step in creating 

structural and environmental change (Rhodes, 2002). As a result, a “risk environment” lens 

recognizes the limits of harm reduction interventions (e.g., needle exchanges, supervised 

injection sites, opioid replacement therapy, etc.), if they are not accompanied by changes in the 

broader social, physical, economic, and policy environments. A risk environment approach then, 

would recognize the importance of broader “collective action, self-organisation, policy lobbying, 

micro-economic and poverty alleviation initiatives” (Rhodes, 2002, p.92). Risk environment 

approaches demonstrate an understanding of harm reduction, not as it is often defined and 

conceptualized as an individual level, behavioural intervention, but as a philosophy of rights-
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seeking change aimed at improving the rights and health of communities and people who use 

drugs. Despite this recognition of the importance of collective action and self-organizing at the 

origins of this “social science for harm reduction” (Rhodes, 2009), little attention has been given 

to fostering alliances or collective action as a means of intervening in risk environments, 

reducing harm, or promoting health.  

Instead, risk environment literature has broadly focused on describing varying levels of 

risk (e.g., micro-, meso-, and macro- environmental factors) and positing solutions to each. A 

risk environment approach has been used to explore how Australia could create “enabling 

environments” by understanding how social and environmental barriers to behavioural choices 

could be removed, and how barriers to risk-taking behaviours could be erected (Moore & Dietze, 

2005; Tawil, Verster, & O’Reilly, 1995). It has also been used to advocate “enabling 

environments” for HIV prevention by facilitating “safer environments” for survival of sex 

workers in the DTES (Shannon, Kerr, et al., 2008; Shannon, Rusch, et al., 2008). The risk 

environment has been employed to conceptualize the production of harm that results from 

changes to the political-economy (Rhodes, 2009), including how global shifts in drug supplies 

affect how drugs are used and how they contribute to varying levels of harm (Ciccarone, 2005; 

Ciccarone & Bourgois, 2003). It has also been used to conceptualize drug users’ relationships 

with drug markets and dealing (W. Small et al., 2013). Unsurprisingly, police practices have 

gained attention in their role of producing risk environments, both due to police crack downs (W. 

Small, Kerr, Charette, Schechter, & Spittal, 2006) and regular searches and detainment of users 

(Werb et al., 2008). Finally, single room occupancy hotels (SROs) in Vancouver have been 

conceptualized as “overdose risk environments” (Bardwell, Fleming, Collins, Boyd, & Mcneil, 

2018, p. 2), and have been found to be strongly associated with HIV infection and “all forms of 
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illicit drug use” (Shannon, Ishida, Lai, & Tyndall, 2006, p.113). Each of these descriptions of 

various risk environments, overlapping in Vancouver’s DTES in many cases, provides insightful 

and useful entry points in understanding barriers to harm reduction at various levels. Further, 

they encompass a wide range of suggestions for change at both micro and macro social, physical, 

economic, and policy environments. But, by merely describing or predicting risk environments 

and suggesting necessary socio-structural changes, “risk environment” approaches may 

inadvertently understand “risk” to occur within the context of drug use, rather than in one’s 

relationship to structural conditions. By exploring “risk” as a by-product of drug use and other 

behaviours, and attempting to impel outside public health assistance to change conditions of drug 

use, a risk environment approach may efface the capacity of resilient communities to self-

organize to reduce harms. 

Duff (2007) argues that risk environments have focused too broadly on structural 

conditions and have taken the nature of the drug-use contexts they attempt to describe for 

granted. This approach, he argues, has caused risk environment literature to miss the opportunity 

to properly theorize or to conceptualize specific contexts and thus to develop contextual 

transformations through ecological or “enabling environment“ drug policies (Duff, 2007). He 

points towards theorizing drug use contexts as assemblages of relations, encompassing spatiality, 

embodiment, and social practice as a means of furthering specificity in intervening in drug use 

contexts (Duff, 2007). Duff (2009) takes an approach to “enabling environments” that moves 

beyond merely removing barriers to behavioural changes. He identifies how urban environments 

can support organic and grassroots work that produces “enabling environments” for harm 

reduction by fostering cultures of resilience and perseverance (Duff, 2009). Duff (2009) 

recognizes that a risk environment lens alone tends to focus mostly on identifying and reducing 



 27 

ecological factors and processes that lead to risk, rather than identifying existing processes and 

relationships conducive to health and building upon them. He argues that by exploring the 

concept of enabling environments, local-specific, organic resources of volunteer and peer-based 

networks could become “a natural resource for harm reduction policy and practice” (Duff, 2009, 

p.207). Furthermore, Rhodes (2009) admits that the tendency to champion “large-scale macro-

social change” (p.198) within political-economic approaches to risk environments has tended to 

stultify community-level action. It is likely that Rhodes (2009) is referring to interventions at the 

community level, rather than grassroots community action, as risk environment literature has 

tended to focus on interventions that “outsiders” such as policy-makers and public health 

professionals can implement to mitigate harms in drug use – rather than supporting the affected 

community’s self-determination and capacity to care for one another. A notable exception to this 

is the recommendation by Shannon et al. (2008) for public health to support peer-networks 

among survival sex workers. The risk environment literature attends almost exclusively to 

reducing negative aspects of a practice by making socio-structural conditions which lead to drug 

harm visible; and Duff’s (2009) understanding of enabling environments urges public health to 

build on existing resources and relationships in specific contexts to strengthen harm reduction 

interventions. But neither of these frameworks contends with the possibility that the very places 

wherein structural and environmental conditions have been described as “risky” can also be 

conducive to healing.  

The relationship between place and well-being has been conceptualized as a “therapeutic 

landscape.” This concept originated out of the study of exceptional places that had become 

known for their histories as “healing places” (Gesler, 1993, 1996). Gesler emphasizes the 

importance of human–environment interactions in landscape formation and understanding 
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healing and health in a holistic sense. Therapeutic landscapes, according to Gesler, are “physical 

and built environments, social conditions, and human perceptions [that] combine to produce an 

atmosphere which is conducive to healing” (Gesler, 1996, p.96). This concept has evolved to 

explore a variety of “everyday” landscapes. For instance, Wakefield and McMullan (2005) found 

that residents of a Hamilton, Ontario, a city stigmatized for being unhealthy and environmentally 

harmful, produced counter-discourses to hegemonic narratives; instead emphasizing the natural 

beauty that has been conserved in the area. Even residents of the supposedly “bad,” 

industrialized areas made efforts to distance themselves, if only by a block, constructing positive 

images of the areas through notions of pride, inclusion, affection, and loyalty to their neighbours 

(Wakefield & McMullan, 2005, p.306). Following from this perspective, Conradson (2005) has 

argued that therapeutic landscapes are best approached as a relational phenomenon, where 

experiences of healing places can be understood as the result of complex person–environment 

interactions that are not necessarily fixed or inherent in place, but rather through people’s 

relations to place (Conradson, 2005). Masuda and Crabtree (2010) brought this relational 

approach into a politicized research context, finding that residents of the DTES experience the 

stigmatized neighbourhood as a potentially therapeutic landscape. Their research demonstrates 

how various discourses in biomedical and mainstream media literature contribute to a consensus 

view that the DTES is a site of disease incubation that puts nearby neighbourhoods at risk 

(Masuda & Crabtree, 2010, p.660; Woolford, 2001). Residents of the DTES who participated in 

the research provided counterhegemonic narratives, emphasizing the public and social nature of 

the neighbourhood’s streets and parks, the opportunity to afford to live in their own private space 

in a single room occupancy hotel despite the often hazardous conditions of these buildings, and 

the potential for solidarity among community members and organizations (Masuda & Crabtree, 
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2010). These findings demonstrate the possibility for areas perceived to be “risky,” unhealthy, 

disordered, and disease-ridden to provide landscapes of sanctuary and healing for marginalized 

residents of the city. Interestingly, the many institutional spaces of harm reduction did not 

explicitly emerge as an aspect of the DTES that residents found to contribute to their healing.  

Spaces of addiction treatment and harm reduction have begun to receive some degree of 

attention with relation to “therapeutic landscapes” (Mcintosh, 2016; Wilton & DeVerteuil, 2006). 

In some cases, these same places found to contribute to healing were also found to be spaces of 

governmentality (Wilton & DeVerteuil, 2006). Furthermore, there is already some overlap in 

thinking regarding the relationship between risk environments and therapeutic landscapes. Duff’s 

(2010, 2011) framework of “enabling places” builds on his previous work of expanding the 

neglected “enabling environment” that is theorized to be the obverse of a risk environment. In 

this framework he draws on therapeutic landscapes and other social theories to conceive of 

enabling places as diverse actor-networks “facilitating access to enabling resources and 

supporting the development of novel agencies or capacities” (Duff, 2011, p.149). These 

resources may be considered as networks of social, affective, and material resources which 

mitigate risks, support health and well-being, and create health promoting places (Duff, 2010). 

Duff discusses how resources like needle exchange or peer outreach can be conceptualized as 

enabling to the extent that they “facilitate the realization of particular enabling, or health 

promoting practices, in particular places” (Duff, 2010). Duff also explains that this framework is 

meant to avoid reifying particular places as either risky or enabling, but rather to attend to 

diverse risk and enabling processes at work in place (Duff, 2010). He explains that identifying 

existing enabling resources in places of drug use may mobilize a “culture of harm reduction” 

whereby discrete interventions are made more effective and health more broadly is promoted. 
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Applications of this enabling places framework include exploring how live-in harm reduction 

initiatives like managed alcohol programs act as enabling places for harm reduction and recovery 

(J. Evans, Semogas, Smalley, & Lohfeld, 2015), and the role of enabling places in mental illness 

recovery (Duff, 2012). 

Despite Duff’s (2010) emphasis on the “enabling places” framework attending to both 

risky and enabling processes in places, this has not been taken up in meaningful ways. 

Furthermore, attention to detrimental structural factors and their relationship to existing 

protective aspects of place has not been rigorously integrated in enabling places literature. Little 

attention has been given to not only how risk environments and therapeutic landscapes can exist 

in dialectic, but how certain protective aspects of a social and physical place may intervene in 

risk producing structures and environments. I propose the framework of a “therapeutic 

riskscape” as a means of exploring these tensions and attending to the possibly that both risk 

producing structures and locally produced healing can exist concurrently in place. A therapeutic 

riskscape framework conceptualizes places of drug use by making visible the specific socio-

structural conditions that permeate and exacerbate the harms of drug use in this context, while 

also emphasizing the therapeutic potential that may emerge out of grassroots and organic 

responses to adverse conditions. By returning to the risk environment’s tendency to focus on 

structural issues in conjunction with enabling places attention to existing community resources, I 

wish to understand how organic community-driven responses to drug-related harm intervene in 

structural determinants of health, human rights, and well-being. This approach is not to 

romanticize the experiences of poverty, marginalization, or oppression that many people who 

live and occupy places of drug use have experienced. Rather, it is to (re)affirm communities’ 

potential for self-determination, which, while therapeutic in and of itself, may also lead to more 
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effective, broader, and longer lasting reduction of harm if well-supported. To this end, a 

therapeutic riskscape theoretical framework would promote alliances between public health and 

community self-organizations to collaboratively identify and build upon existing “enabling” 

facets of place, including community, resilience, acceptance, and solidarity, to foster rights- and 

health- based responses to structural and environmental conditions. 

In this chapter, I have argued that that structural harms and the counterhegemonic 

possibility of healing exist concurrently in the DTES. I have proposed that these seemingly 

oppositional understandings of the neighbourhood can and should be brought into conversation 

with one another. Within this thesis, I shall demonstrate that there exists a dialectic and recursive 

relationship between risk environments and therapeutic landscapes in the DTES. My case study 

of the TORO program demonstrates this relationship, and contributed to the development and  

expansion of the therapeutic riskscape (Figure 1) theory.  

 

 

Figure. 1. The therapeutic riskscape. 
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TORO builds upon the DTES community’s legacy of innovative, grassroots responses to 

oppressive structural conditions. In doing so, it reduces the harm of a volatile drug supply, not 

only through the distribution of naloxone, but by fostering protective aspects of place, such as 

community. While community building can be a health promoting process in and of itself, 

TORO’s peer-led processes allow it to be further mobilized to intervene in negative socio-

structural conditions. TORO is representative of the therapeutic riskscape and reveals the 

potential for concurrent oppressive and healing processes to not only coexist in place, but 

demonstrates the recursive relationship between such processes in the DTES.  

A risk environment approach to harm reduction attempts to counteract the 

individualization of responses to issues of drug use and drug-related harm. In challenging policy 

makers and public health experts to act upon socio-structural conditions, it may dismiss the self-

determination of resilient communities to care for one another. Therapeutic landscapes have been 

used to conceptualize the potential for healing aspects of place to exist within marginalized 

spaces of drug use, poverty, and neglect. By combining these theories, and drawing on aspects of 

enabling places’ emphasis on organic resources, I have proposed a therapeutic riskscape as a new 

theoretical framework for understanding my research. In Chapter Five, I explore the recursive 

relationship between harmful and healing processes in the DTES, as revealed by TORO. TORO 

supports grassroots responses to structural risk environments by mobilizing community 

responses and promoting protective aspects of place. Through participant observation, key 

stakeholder interviews, and deeply community-embedded fieldwork, I explore the place of 

TORO in the therapeutic riskscape to understand its role supporting peer-based responses to the 

overdose crisis and promoting health and well-being.  
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Chapter Three - Methods 

Gaining insight on harm reduction through research on the Tenant Overdose Response 

Organizers (TORO) program would likely not have been possible without the ethical and 

methodological approach I took to this project. The research process started with moving to 

Vancouver in May of 2017 and would continue for fifteen months. This chapter provides an 

overview of the methods and procedures taken throughout this research project. It discusses and 

explains some of the methodological and ethical reasons for taking these approaches. First, I 

describe how I entered the community and began my year-long process of fieldwork. I then 

discuss the case study methodology I took to this project. Next, I describe my methods of data 

collection, which included participant observation and semi-structured interviews. I explore how 

conflicting ethical paradigms came into tension through my project and discuss how I attempted 

to navigate these issues. I then discuss the techniques I used to conduct data analysis, including 

the role of participant observation in of making sense of conflicting perspectives. Finally, I 

explore how my social location may have influenced this work, and how gatekeepers helped me 

to bridge differences. 

Study Setting, Community Entry, and Relationship Building 

This research project took place in Vancouver’s Downtown Eastside (DTES), the original 

city centre for settlers and a neighbourhood that has a storied history tied to the city’s industries, 

immigration, colonialism, racism, substance use, and displacement. Even today, remnants of this 

history remain, challenging the city to recognize and reconcile with its complicated past. The 

DTES neighbourhood has long been home to some of Canada’s most marginalized residents. As 

a result, it has gained infamy through a variety of stigmatizing labels, from “Canada’s skid row,” 

“the poorest postal code in Canada” (Masuda & Crabtree, 2010, p.659), “Hell” (Shore, 2017), 

and “the epicentre of the [overdose] crisis” (Bains, 2017). It has also problematically been 
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conceptualized within academic literature as a site of disease incubation and spread, reifying 

intense stigma against residents who find refuge there (Masuda & Crabtree, 2010). The DTES 

has often been perceived as being one of the most over-researched neighbourhoods in Canada. 

This research, often comprising well-intentioned attempts to expand or evaluate harm reduction 

interventions, has possibly contributed to the increasingly medicalized care available for 

community residents (Carnegie Community Action Project, 2018; Masuda & Chan, 2016). 

Subsequently, DTES community members have understandably become research weary and 

researcher-wary (VANDU, n.d.; Ward, 2017). For decades, the DTES has been the site of an 

intense, and in recent years accelerating, struggle against encroaching gentrification (Burnett, 

2014; Carnegie Community Action Project, 2016; H. A. Smith, 2003). Gentrification has 

resulted in the privately-owned single-room occupancy hotel (SRO) housing stock rapidly 

disappearing, both through upscaling and building closures. Gentrification, in conjunction with 

revanchist policies and decades of neglect tied to neoliberal ideologies, has diminished both the 

habitability and availability of this crucial housing resource for people living on low income 

within the increasingly unaffordable city of Vancouver. A study by the Carnegie Community 

Action Project (CCAP) found that the average rent in privately-owned and run SRO hotels 

increased by $139 in 2017 to $687 a month – completely negating the Province’s recent $100 

increase in social assistance rates (Swanson et al., 2018). While SROs have deteriorated, 

landlords have evicted tenants – often targeting people who use drugs due to their increased 

vulnerability – and renovated in order to charge exorbitant rents to the middle class (Swanson et 

al., 2018). Unsurprisingly, homelessness has increased as SRO housing has become scarcer and 

less habitable. The “point in time” homeless count in 2017 found a 30% increase in 

homelessness since 2014 (BC Non-Profit Housing Association & M. Thomson Consulting, 
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2017) and CCAP estimates that 1 in 18 people who live in the DTES are homeless (Swanson et 

al., 2018). Despite these deteriorating conditions, members of the DTES have, over many years, 

conveyed through community reports (Carnegie Community Action Project, 2018) and academic 

research (Masuda & Crabtree, 2010) that the neighbourhood nonetheless offers its inhabitants a 

strong sense of community and refuge from an otherwise hostile city. The DTES thus represents 

a politicized and challenging neighbourhood for a novice researcher to attempt to understand and 

to represent. As I am an outsider, the neighbourhood’s history of activism and innovation 

relating to harm reduction makes conducting critical research on the topic methodologically 

challenging. 

Given my lack of familiarity with the context of the DTES, lived experience of drug use, 

and experience of harm reduction, I undertook an extended period of fieldwork. I had never 

visited or worked in the DTES before. Furthermore, I do not have a history of drug use, I have 

not accessed or worked for harm reduction services, and I have not lived in an SRO hotel. In 

these ways, and many others, I am an “outsider” to the experiences of some people who would 

eventually participate in my research and to the topic of my research itself. “Outsider” is used to 

describe a researcher who does not share the same lived experiences or oppression as the people 

with whom or on whom they are seeking to conduct research. Some assume that such an external 

gaze comes with a positivist understanding of objectivity (Narayan, 1988; L. T. Smith, 1999). 

Outsider is often contrasted with the term “insider,” indicating someone who has “epistemic 

privilege” due their experiences of the same oppression (Narayan, 1988). The relative merits, 

drawbacks, politics, and ethical concerns of conducting research as an outsider were hotly 

debated for many years within feminist and decolonizing research circles (Alcoff, 1991; Bridges, 

2001; Kobayashi, 1994; L. T. Smith, 1999). One of the key issues brought up in these debates is 
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the power inherent in research that comes from representing people who are different from you, 

as it can risk re-inscribing groups of people as “other” (Alcoff, 1991). Another important 

consideration relates to your ability as an outsider researcher to connect with and understand the 

perspectives of your participants (Code & Burt, 2000). These issues are part of the reason I came 

to spend six months volunteering in the community before formally beginning my research. 

First, it was important for me to get to know the context of my research as intimately as possible 

within the time constraints of a Master’s degree in order to understand what I was observing, and 

to attempt to represent the perspectives of my participants accurately and fairly. Second, by 

seeking an in-depth understanding of the context of my research, I hoped to increase the 

likelihood that I would be able to relate to and at least attempt to understand the perspectives of 

my participants, many of whom have had vastly different life experiences than I have had. 

Furthermore, by building relationships with community members and participants, I hoped to 

build rapport and trust with people, which may have eventually been conducive to people 

offering me feedback on my ideas when I was not understanding correctly. Ultimately, spending 

over a year in the field, embedded in the context of my research, was an attempt to allow me the 

chance to expand my interests, build relationships, and gain at least a slightly more grounded 

understanding of the context and significance of harm reduction in the DTES.  

I arrived in the DTES in May of 2017 by way of an existing relationship between my 

supervisor and the DTES SRO Collaborative, which had in part been facilitated through a 

SSHRC funded project focused on human rights and place-based branding in the DTES (Franks, 

Masuda, & Kobayashi, 2016; Wideman & Masuda, 2018). The DTES SRO Collaborative acted 

as my “gatekeeper” to the field. Gatekeepers play a critical role in entering into research contexts 

as they can shape how you are perceived by the community, the locations and people you have 
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access to, and the relationships you can build (Campbell et al., 2016). Having the Collaborative 

act as my gatekeeper to the neighbourhood granted me access to many privately-owned SRO 

spaces that I would undoubtedly not have entered had my arrival been mediated by any other 

organization. When I arrived in Vancouver, my focus and interest was on harm reduction. 

Specifically, I was interested in exploring peoples’ experiences of medically supervised injection 

sites in comparison to peoples’ experiences at peer-run overdose prevention sites. By arriving to 

the DTES nearly three months before writing my thesis proposal; becoming better acquainted 

with the concurrent difficulties, marginalization, resilience, and community of people in the 

neighbourhood; and occupying SRO spaces in various capacities, my interests broadened and 

shifted. My volunteer work involved supporting both the SRO Collaborative’s anti-eviction 

advocacy and the relatively new and understaffed TORO project by going along with tenant 

leaders and organizers to “door knock” in SROs to talk with tenants, assist them with fighting 

evictions, and inform them of upcoming overdose response workshops in their buildings. I also 

assisted with organizing volunteers and conducting surveys of tenants in the soon-to-be 

condemned Balmoral hotel to contribute to the Collaborative’s efforts to ensure all tenants 

avoided homelessness. I became interested in housing through my volunteer work with the 

Collaborative, as well as in the ways the Collaborative was employing harm reduction within 

SRO spaces. My volunteer work also allowed me an opportunity to understand local 

terminology, which would eventually assist in building rapport with interview participants and 

assist in my comprehension of TORO’s workshops. As my fieldwork and research progressed, 

my relationship with the SRO Collaborative shifted slightly. Throughout the summer I was just a 

volunteer, but in the Fall of 2017 my role began to also encompass that of a research assistant. At 

this time, the Collaborative embarked on a community-based participatory action research 
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project in partnership with my supervisor and other academics at Queen’s University, Simon 

Fraser University, and the University of Northern British Columbia. My role as a research 

assistant in this project, in conjunction with my continuing volunteer roles, helped me to 

maintain deep relationships and a daily presence within the Collaborative throughout my 

fieldwork. Through my role in the Collaborative, I was able to build relationships with the 

Community Organizers running their TORO program. I presented my proposed research to the 

Collaborative’s Board of Directors in October of 2017 in order to ensure the research was ethical 

and that it would be useful to them. I attempted to make myself and my research as useful as 

possible to the Collaborative and their TORO program, while recognizing that my research 

project was not necessarily participatory in nature. In November 2017, I began another volunteer 

role with the TORO program; helping to carry materials to and from workshops, assisting at 

workshops, and taking notes for their TORO meetings. I will discuss below the complexities of 

fulfilling this volunteer role as well as conducting participant observation.  

 Throughout my fieldwork, my observations and experiences have been mediated by 

gatekeepers. Being vouched for, first by my supervisor to the SRO Collaborative, then by the 

Collaborative to DTES community members and the TORO Community Organizers, then by the 

TORO Community Organizers to TOROs and SRO tenants, helped me to establish a sense of 

trust with people with whom I was working. It granted me access to spaces where I was able to 

gain a more in-depth understanding of aspects of the DTES community, and helped me to gain 

perspective on the role and importance of harm reduction in the community – not just as a 

program, but as a discourse and ultimately a grassroots movement. In the next sections, I will 

explore how I conducted this research and how I approached the project.  
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Case Study 

The case study approach, exploring one manifestation of a broader phenomenon (Baxter, 

2016), is well suited to my research about the TORO project, which is one manifestation of a 

wider history, discourse, and culture of harm reduction in the DTES. A case study methodology 

involves exploring a particular instance or phenomenon in order to understand it, its nuances, and 

the contextual influences on the phenomenon in-depth (Baxter, 2016). Case studies are well-

suited for the study of places such as specific neighbourhoods and for testing, generating, and 

expanding theory (Baxter, 2016; Flyvbjerg, 2006). They can be used to get a close look at 

situations, practices, and phenomena and to explore unfolding views of the situation or emerging 

practices (Flyvbjerg, 2006). These aspects of case study approaches to research are particularly 

salient for my project due to the unique context of the DTES in relation to harm reduction, the 

overdose crisis, and housing advocacy, all of which intersected in important and interesting ways 

throughout my research.   

 Despite the relatively unique nature of the context of TORO, both in Canada and 

globally, my findings are not inherently limited to this case alone. Case study methodology is 

often criticized for not being generalizable and thus not a worthwhile pursuit or approach 

(Flyvbjerg, 2006). Flyvbjerg (2006) argues against this position with the logic that if something 

is “true” in one case, then it must be true in others. He also argues that case studies are well-

suited to disproving existing theories, or as he understands it: finding a black swan when all 

swans were believed to be white (Flyvbjerg, 2006). This openness to the unexpected is an 

important aspect of case study methodology due to TORO’s unique and innovative approach to 

harm reduction, as well as what my findings reveal about the wider politics of health and rights 

that have been associated with the harm reduction paradigm over many years. Furthermore, case 

studies may operate in a “theory-testing” mode where a researcher emphasizes deductive logic to 



 40 

support or disprove theoretical positions or hypotheses, but they are also important tools for 

inductive analyses, including expanding or generating theories (Baxter, 2016). In my project, I 

intended to do both; test and expand on theories relating to harm reduction and public health, and 

leverage my fieldwork toward an expansion of the “therapeutic riskscape” framework. Case 

study approaches are also accused of leading to a “bias” towards verification of the researcher’s 

preconceived notions (Flyvbjerg, 2006). According to researchers who have conducted case 

studies, intensive experience in “the field” tends to lead towards expansion or rejection of the 

researcher’s initial ideas and assumptions, and not simply to their confirmation (Flyvbjerg, 

2006). This perspective appears to be rooted in understandings of “fieldwork” where the research 

begins upon entering “the field,” and ends upon leaving it. In my project, I spent many months in 

the community before attempting to generate ideas or theories relating to my project, allowing 

both a greater understanding of context and background to my case study itself. 

Case study approaches often involve the use of multiple methods as a means of 

triangulation to reach “trustworthy” conclusions about the case (Groenewald, 2004). I used two 

methods: participant observation and interviewing. Originally, I also intended to perform a media 

analysis to aid in explicating the politics of harm reduction and the overdose crisis in Vancouver, 

but due to time limitations I was unable to complete this. But, I believe that the unique nature of 

the political climate of the overdose crisis was at least partially revealed through my interviews. 

Participant observation took place both during TORO workshops and TORO bi-monthly team 

meetings. These observations were supplemented by on-going volunteer and research assistant 

work for the SRO Collaborative through which I interacted extensively with key TORO leaders. 

Continuing my volunteer work and being embedded in the SRO Collaborative as both a 

volunteer and a research assistant throughout the duration of my project, allowed me to better 
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understand the shifting place of the TORO project within the organization. I also conducted key 

informant interviews with people who occupied a variety of positions and played various roles in 

the program. By using multiple methods and interviewing a variety of stakeholders, I was able to 

engage in a process of triangulation, which assisted me in exploring and analyzing different 

perspectives on my case study (Baxter & Eyles, 1997; Tracy, 2010). 

Participant Observation 

Participant observation has its roots in anthropology and is often thought of as the means 

through which ethnography occurs and as a way to explore a different “culture” (Crang & Cook, 

2007). It has been adapted to help geographers explore the meanings of places in everyday life 

(Kearns, 2016). Crang and Cook (2007) draw on Geertz’s (1998) off-hand description of 

participant observation as “deep hanging out” to define the process (Crang & Cook, 2007; 

Geertz, 1998; Wogan, 2004). This simplified description captures the method as I employed it 

well. While I had been superficially involved with TORO during my pre-research fieldwork, I 

made an effort to not get too involved due to a desire to avoid further muddying the already 

murky waters relating to when research starts and when ethics clearance is needed. While I was 

involved in TORO during my pre-research fieldwork, I did not recruit participants or attend 

TORO workshops prior to receiving ethics approval for my project. I was mostly involved in 

providing assistance to the Community Organizer running the program, door knocking to 

advertise workshops that would occur later that week, and shadowing Community Organizers on 

their rounds to provide support and supplies. This occasional involvement with the program 

helped me establish relationships and discuss the feasibility of conducting a research project with 

TORO’s leaders. Once I received the clearance for my project via Delegated Review by Queen’s 

General Research Ethics Board (GREB) on October 31st, 2017, I formally began collecting data 

and hanging out with TORO. 
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I conducted participant observation in two settings. The primary focus of my 

observational study was the naloxone training workshops that TORO holds in SRO hotels. I also 

attended and observed TORO’s bi-monthly (twice a month) team meetings, TORO’s weekly 

drop-in sessions, assisted with pre-workshop preparation, and occasionally attended TORO staff 

meetings. Over seven months, I attended 29 TORO workshops in SRO hotels, 13 TORO bi-

monthly team meetings, and regularly attended TORO’s weekly drop-in sessions. In total, I spent 

well over 100 hours conducting direct participant observation of TORO workshops, meetings, 

and drop-ins. This approximate total does not include time spent volunteering with the SRO 

Collaborative, which assisted in providing background and context. In all my participant 

observation endeavours I was conscious of a variety of factors that may have influenced both my 

observations and how I was perceived by those around me, including my social location, how I 

presented myself, how I built relationships, and how and when I recorded “data” (Crang & Cook, 

2007).  

Navigating Ethical Obligations in a Dynamic and Challenging Fieldwork Environment 

I collected observational data in various ways throughout my fieldwork, in each instance 

navigating complex ethical obligations. The most salient instance of ethical complexity came 

from conducting participant observation during TORO’s overdose response workshops in 

privately-owned SROs. I had to manage both relational and procedural perspectives on ethics 

concurrently. First and foremost, I sought to conduct research that was ethical in the eyes of the 

SRO Collaborative, the TORO Community Organizers, the TOROs, and the SRO tenants at 

workshops. My awareness of the prevalence of extractive and arguably unethical research that 

occurs in the DTES, led me to want to mitigate the potential for SRO residents to feel “observed” 

or “studied” by an outsider researcher. Furthermore, I wanted to ensure that everyone who was 

present at workshops was well-aware of who I was, what I was doing, why I was doing it, what 
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data I was collecting, and I wanted to provide them with an opportunity to decline their consent 

to my presence at the workshop. I needed to find a way to communicate all these conditions 

without preventing people from attending the workshops, disrupting or changing the workshops, 

or placing an extra burden on TORO staff. While managing these concerns, many of which 

comprise both relational and procedural ethical obligations, I had to ensure that I had procedures 

in place that would allow me to meet institutional ethical standards for consent in settings where 

survival, and not providing consent to a student researcher, was a paramount concern.  

I attempted to manage these complex ethical obligations in a few ways. First, I added a 

brief statement to the reverse of the flyers that TORO distributed throughout hotels the day 

before they held a workshop. This notice was intended to provide tenants who may be 

uncomfortable with a researcher’s presence at a workshop with prior knowledge about the 

research project, by ticking a procedural box in a low-barrier and non-threatening way, while still 

hopefully encouraging attendance at TORO’s workshop. Second, in collaboration with my 

supervisor, TORO, and SRO Collaborative Community Organizers, we imagined a consent-

seeking process where TORO staff would introduce me to tenants prior to workshops, read a 

brief letter of information aloud, and provide tenants with the opportunity to indicate 

anonymously (by circling “yes” or “no” on the letter of information) whether they consented to a 

researcher observing the workshop. These letters would be returned to a TORO Community 

Organizer, who would then communicate to me whether people had consented or declined. We 

decided that should one person object, I would immediately leave. We hoped that due to the trust 

they had in TORO, by having TORO staff introduce me at workshops, we would mitigate the 

possibility for tenants to be uneasy or reject my presence, while still fulfilling my obligations to 

inform people of the research. The materials I originally prepared to use in this process and 
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aspects of the process itself, however, were unsuitable for the nature of TORO workshops. The 

letter of information and pre-workshop flyer I created were praised by the ethics committee for 

their use of plain language; however, when I shared these materials to TORO Community 

Organizers, they suggested I should rewrite them to cut down to bare essentials and remove 

complications. This instance demonstrates the importance of relationship building and 

community expertise in fieldwork. I was fortunate that the SRO Collaborative and TORO 

Community Organizers had an intimate understanding of the context and difficulties working in 

it, and were patient with my lack of familiarity. Once I corrected the materials (including pre-

workshop flyer and participant observation letter of information) and they were re-approved in 

an amendment (Appendix C) to my GREB application, I attended my first TORO workshop.  

The workshop was much more fluid and dynamic than I had initially imagined, making 

seeking full informed consent from the whole group in a structured setting the way my consent-

seeking procedure imagined extremely difficult without disrupting the delivery of overdose 

response education and supplies, or changing the relationship between TORO staff and tenants. I 

noticed that during the workshop, TORO staff and I were preoccupied with ensuring that 

participants were aware of who I was and what I was doing, rather than delivering naloxone 

training and taking research notes, respectively. Once again, I sought an amendment (Appendix 

D), this time, to approve a poster version of my letter of information, which I would put on the 

walls near workshops in an attempt to inform people who passed through or who were not at the 

formal “start” of the workshop about my presence. Throughout the research process, the 

introductions and explanations facilitated by the TORO Community Organizers helped to ensure 

that tenants were comfortable and understood the research. Their comfort is evident in the fact 

that no SRO tenants objected to my presence at workshops, and many seemed interested in 
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talking to me about the project. While it is possible that tenants did not feel they could reject my 

presence at workshops due to power imbalances, my experiences in the community suggest that 

tenants would have no problem speaking their mind to me or to the TORO Community 

Organizers if they did not want me there. Eventually, TORO shifted its approach to include 

“building walkthroughs” in order to engage tenants one-on-one and to reach tenants who may not 

be comfortable in a group setting. Once this approach occurred, I sought another amendment 

(Appendix E) in which I explained that to introduce myself as a researcher to each individual 

SRO resident would hinder the potential for relationship building between the TORO 

Community Organizers or TOROs. At this point, GREB gave me clearance to attend and observe 

TORO walkthroughs without SRO residents necessarily knowing I was a researcher, as long as 

my observations were limited to the approaches taken by TORO staff. This shift allowed me to 

witness TORO walkthroughs in a more natural way, and it also helped me to be more useful to 

TORO as I was not concerned with collecting data during the walkthrough. I will discuss data 

collection further below. 

I am indebted to the TORO Community Organizers who assisted me with navigating this 

process. Ultimately, their ability to vouch for me within TORO workshops and TORO meetings 

was the most important measure in ensuring that my research was ethical and I was able to do 

research at all. Their expertise and their grounded community knowledge helped to make my 

participant observation more transparent. Their extra labour introducing me before workshops 

and vouching for me was critical in facilitating this research project. Without their continuous 

support and willingness to accommodate my convoluted procedures, this research would not 

have been possible. Navigating procedural ethical obligations in an environment where 

relationships are of paramount importance was challenging and meant I had to rely on the 
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relationships that my gatekeepers had built in order to reduce the likelihood that people would be 

uncomfortable. I had to fulfill institutional requirements, while ensuring that in doing so I did not 

raise barriers for tenants, many of whom have had prior traumatic or complicated relationships 

with institutions, participating in naloxone training workshops.  

Data Collection: Workshops and Walkthroughs 

Data were collected during workshops by taking field notes. Before the workshops began, 

I first assisted by helping TORO to bring a fold up table, food, naloxone kits, and harm reduction 

supplies into the building. I would then either help with door-knocking to invite tenants to the 

workshop, or help set up the workshop with a Community Organizer. Once TORO Community 

Organizers had introduced me and we had sought and received consent from tenants who were 

present, I began collecting data about the workshop. I took notes as openly and transparently as 

possible, meaning that I actively wrote in a notebook throughout the workshops, unless I was 

asked to take on another task (e.g., hand out food or assist with the training session). I did so in 

an attempt to ensure that workshop participants knew and understood that I was doing research. 

Occasionally, I found that having my notebook out led workshop participants to approach me 

and to ask about my research or what I was doing, which gave me a chance to explain my 

research more fully, ask if they were okay with me continuing to observe, and to chat about harm 

reduction. In some instances, like building walkthroughs, I did not collect data in a notebook as it 

could be detrimental to the relationship building that TORO is based on. In these cases, I instead 

helped out with whatever aspect of the walkthroughs I could, including distributing food, helping 

TORO staff with their efforts to collect data on tenants’ characteristics and service needs, and 

assisting with naloxone training. When I participated in building walkthroughs, attended TORO 

drop-ins, or made incidental observations through my volunteer work with the Collaborative, I 

recorded my observations and reflections afterwards. Data collected from workshops included 



 47 

observations of interactions between TORO and tenants, descriptions of how naloxone training 

was delivered and presented, techniques used by TORO staff to build relationships with and 

provide education to tenants, and conversations that occurred within the group pertaining to harm 

reduction and many other topics.   

Data Collection: TORO Bi-Monthly Meetings 

 In TORO’s bi-monthly (twice a month) team meetings, I once again straddled the line 

between volunteer and researcher. During these meetings, I joined the circle of TOROs with my 

computer on my lap in order to take notes for the meeting. I originally attempted to take two 

types of notes during the meeting: “research” notes and meeting minutes. In the end, it was not 

possible to take “research” notes (i.e., observations of the meeting events, interactions between 

people, discussions of harm reduction or TORO, etc.). Instead, I prioritized the meeting minutes 

as TORO Community Organizers had requested I take these and indicated that the notes were 

useful to them. My meeting minutes were an attempt at an almost word-for-word record of all 

the meetings and discussions. My notes helped TORO Community Organizers to write reports to 

funders to provide updates on deliverables, progress, and challenges. I still intended to draw on 

these notes for my research so we ensured that all TOROs consented to my continued presence 

and to being included in the note-taking at the meetings by using the procedures described above. 

In all meetings, I made sure to introduce myself as a researcher and made it clear I was taking 

research-related notes as the meeting went. In some cases, I also recorded reflections on the 

meeting afterwards.  

Key Stakeholder Interviews 

 I conducted a total of 15 semi-structured, individual interviews with key stakeholders in 

the TORO project. These stakeholders included TOROs themselves (n=8), TORO Community 

Organizers and staff members (n=4), and official stakeholders, including representatives from 
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funding and partner organizations (n=3). Interviews lasted between 26 minutes and 83 minutes, 

with the average interview length being 55 minutes. I employed purposive sampling when 

recruiting participants. In some cases, participants approached me asking to be interviewed and 

in other cases I recruited people as a result of my participant observation or other interview 

findings. With respect to my interviews with TOROs, I sought out interviews with TOROs who 

had been involved with the program for a relatively long time, whom I knew were involved in 

the program in particular ways (i.e., having received housing related support or become involved 

in SRO Collaborative-related activities through TORO), or who represented different 

experiences of the program (i.e., the majority of TOROs are men so I made an effort to recruit 

women and gender-diverse TOROs for interviews when possible). The program works in 10 to 

15 SRO hotels at a time, with one or two TOROs in each building, meaning there are usually 

around twenty people involved in the program. I did not collect, nor do I report on, demographic 

characteristics of my participants due to a hesitancy to be seen extracting identifying information 

from participants. Furthermore, due to the close-knit community of TORO, even reporting a 

participant’s gender is an ethical concern as it could lead to their identification. I did not refuse to 

interview any TOROs who wished to talk to me. I sought interviews with all TORO staff and 

official stakeholders who were involved in the origins of the TORO program. The majority of 

participants were recruited through personal relationships. I provided TOROs with the option to 

be interviewed, distributing letters of information to those who were interested, and following up 

with them later, either the same day or a later date. Other participants, mostly funding partners, 

were recruited through email and received a copy of the letter of information and consent form 

before making an appointment to do the interview.  
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 Before each interview, participants were: read the letter of information aloud; reminded 

they could refuse to answer any question or withdraw at any point up until two weeks after they 

received the transcript; given a list of DTES counselling and support resources; and asked to sign 

a consent form. TOROs and TORO Community Organizers who live in SROs in the DTES 

received a $20 honorarium as a recognition of the value of their time and knowledge. Interview 

locations were chosen by participants and mostly occurred in semi-public spaces like the 

Carnegie Community Centre and a variety of coffee shops, but some occurred in private spaces 

like the SRO Collaborative’s offices, the participant’s office, and in one case, the participant’s 

SRO room. These interviews were audio recorded and loosely followed tailored semi-structured 

interview guides, which were developed prior to the research process starting. I created three 

similar, but slightly different, interview guides, which were intended to help me to probe deeper 

into each stakeholder’s specific area of expertise relating to the program. Taking a semi-

structured approach also allowed me to discuss topics that arose organically in interviews with 

participants (Dunn, 2016) and to probe more in-depth into themes and perspectives that emerged 

as novel or important through my participant observation or other interviews. As the research 

progressed and areas of interest emerged, I tweaked and updated the interview guides to prompt 

myself to delve deeper into these topics. This formed a process of triangulation where I was able 

to gather diverse perspectives on important aspects of the program, events, and processes as they 

occurred throughout my fieldwork. As with any method of data collection, my positionality 

influenced my interviews and participant observation in several ways.  

My positionality may have influenced how I was perceived by interview participants, the 

topics discussed in interviews, the questions I asked, and the answers participants provided. 

Tarrant (2013) discusses how her positionality influenced her research across lines of difference, 
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causing her to shy away from topics and questions she was uncomfortable with. My positionality 

likely had differing effects on my relationships with participants based on their own life 

experiences and roles in the program. Despite my extended time in the community and my 

attempts to understand local terminology, my lack of lived experience of drug use, harm 

reduction, poverty, and SROs undoubtedly influenced my interviews and research. For example, 

at the end of an interview with a TORO who had invited me into his room, he remarked on some 

of the different experiences we have both had.  

I: Is there anything you’d like to add? 

P: No. I think it’s cool that you came and did my interview here [in my room]. Get to see how we 

get to live down. Probably different from where you’re used to for sure. Where do you live at? 

 

Furthermore, many of the TOROs I interviewed reacted defensively to the final question of the 

interview. For this question, I explained that some people have argued that harm reduction acts 

like a band aid or safety net, but may not necessarily be a solution to underlying issues, and then 

asked participants to reflect on this assertion. Some TOROs unequivocally told me that harm 

reduction is the solution as it keeps people alive for another day, perhaps to seek treatment, and 

they asked whether, if I was a drug user, wouldn’t I want a safety net? If I had a history of drug 

use, perhaps I would not have asked this question, or I may have realized that this question could 

be perceived as a threat to people who use drugs due to the history of sentiment amongst people 

who see criminalization as the only valid approach. On the other hand, my positionality likely 

had a very different effect on my interviews with funding partners. I had not met the majority 

people who managed funding for the TORO project before I interviewed them. In these 

interviews, I introduced myself as a Master’s student interested in harm reduction and health 

promotion. I did not, for example, discuss the extent to which I had been embedded with the 

SRO Collaborative and the TORO project. The effects of this framing may be evident in some of 
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these interviews as funding partners attempted to explain the dynamics and difficulties that 

people face in privately-owned SROs, and urged me to get in touch with the SRO Collaborative. 

This suggestion indicates to me that they did not assume I had been inside SROs or attended 

TORO workshops. It is perhaps because of my positionality as a student that my interviews with 

funding partners were fairly candid and open, especially regarding difficulties they perceived 

with the SRO Collaborative running TORO. Their perception of me may have reduced the 

likelihood that I would be perceived as someone who may have a critical orientation toward 

public health practices in relation to housing advocacy and harm reduction. My positionality 

influenced the interviews I conducted in various ways depending on who I was interviewing and 

my relationship to them. As a result, it had an influence on the data I was able to collect through 

my interviews, and also on my understanding of the data. 

Data Analysis 

Interviews were transcribed verbatim and uploaded into Dedoose, an online data 

management system. Participants were given the option to receive a transcript of their interview 

to verify it, in order to allow participants to review their statements, provide additional 

explanation or context, omit certain sections they did not intend to share, or to reconsider and 

withdraw from the study. Of the 15 people who participated in interviews, 11 of them opted to 

receive a transcript. Of those, nine participants received their transcripts. Two participants 

indicated they wanted to receive their transcripts but did not due to changes in their 

circumstances and role with TORO, meaning I was unable to track them down to give them their 

transcript. Three transcripts were returned to me with edits, including some for clarification, 

some to remove identifying information, and some to remove sections of the interview that they 

deemed to be compromising.  
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 Transcripts were read multiple times and coded in Dedoose. Throughout the analysis 

process, I followed a “general inductive approach” to data analysis (Thomas, 2006). This 

approach maintains an awareness of the research objectives, but allows the data to guide the 

research findings. For the initial rounds of analysis, I used in vivo coding, an approach which 

emerged out of grounded theory. In vivo coding involves applying labels to excerpts of data that 

are low-inference, are intended to capture participants’ perspectives, and remain as close as 

possible to participants’ own words (Charmaz, 2006). This process acted mostly as a form of 

data reduction for me, allowing me to focus in on the most salient and important aspects of the 

interviews for the purposes of my research. By coding long statements with my interpretation of 

the essence of the participants’ explanations and keeping that interpretation in their words, I 

hoped to avoid creating redundant in vivo codes and to contend with diverse and conflicting 

perspectives. These initial rounds of in vivo coding produced approximately 760 codes, which I 

then exported from Dedoose, printed, and cut out by hand. I began a process of manually re-

coding and sorting these codes into categories. Organizing the data by hand and laying them out 

spatially allowed me freedom to visualize the entirely of my data set at once and to manipulate it 

as categories and themes emerged. This second round of analysis involved organizing the data 

into three broad themes using both latent and manifest coding; exploring both surface level 

descriptions of events and practices and themes that were present implicitly and explicitly. It was 

an inductive and deductive process, meaning that the categories were influenced by my research 

objectives but arose directly from my findings. By sorting codes into categories, I was also able 

to explore similarities and differences across groups of stakeholders. These categories were 

labeled based on my interpretation of their meanings or contents (e.g., The importance of the 

community organizing process is more analytical, whereas Comparisons between TORO and 
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Insite represents condensing various perspectives on the topic). Approximately 60 categories 

emerged from the data, in part due to conflicting perspectives among participants from different 

backgrounds and roles in the program. These categories fell broadly under three themes: 1) 

TORO’s processes and how it produces changes in peoples’ lives and the environment; 2) harm 

reduction’s relationship to health, politics, rights, and advocacy; and 3) TORO’s significance as 

harm reduction. In a third round of analysis, these 60 categories were manually reorganized to 

reflect connections, overlap, and differences between themes. This process also helped me to 

condense my findings into 40 categories by combining groups with significant overlap. Finally, 

as both a necessary step and a process of confirmation, each in vivo code was organized into its 

corresponding category in Dedoose, which were then grouped according to the abovementioned 

themes.  

 Throughout this process, I maintained an awareness of my research objectives and 

theoretical constructs, but by using in vivo coding, taking a generally inductive approach, and 

conducting multiple rounds of coding and analysis, I attempted to allow my findings to emerge 

directly from the data. This process allowed me to explore the ways in which my theoretical 

framework and findings interacted, and helped me to build new theories. It also provided greater 

nuance and depth to my understanding of my findings by creating space to explore divergent 

perspectives between groups of stakeholders. For example, within the theme of 3) TORO’s 

significance as harm reduction, two conflicting sub-categories emerged: one being a perceived 

separation between TORO and the SRO Collaborative (encompassing perspectives from both 

funding partners and some TOROs), and another being the ways in which TORO is helping to 

grow the SRO Collaborative’s capacity (encompassing perspectives of Community Organizers 

and some TOROs). By exploring the tensions and contradictions between various perspectives, I 
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was able to explore my findings in more depth to understand how these contradictions impacted 

the program and their significance with relation to the harm reduction paradigm. In such cases, 

where conflicting ideas or understandings of a phenomenon emerged, my extensive experiences 

in the field and conducting participant observation helped me to reach conclusions about how 

TORO fits into the Collaborative. While my field notes had been useful throughout the research 

process as a way of informing interview questions (for example, as a result of my observations, I 

began asking TOROs and Community Organizers about what they perceived the role of food to 

be during workshops), I did not subject them to the same level of rigorous analysis as the 

interview transcripts. Field notes were not coded, but they were read through multiple times. I 

used Dedoose’s “memo” function to reduce these data and to draw my attention to certain 

sections of my observations related to interesting events, common occurrences, or instances that 

may be reflexively important. They helped me contextualize the processes I was observing, 

reflect upon their significance, and inform my investigation going forward.  

 Data analysis is a process that is inherently influenced by the researcher’s subjectivity, 

positionality, and objectives. While taking a general inductive approach (Thomas, 2006) was an 

attempt to allow findings to emerge from the data, it is still a value-laden process as I had the 

power to make decisions, code sections of interviews I thought were pertinent, and sort data into 

categories as I saw fit. In order to increase the credibility or dependability of the research, I used 

member checking in various ways (Tracy, 2010). I shared my findings with the SRO 

Collaborative and TORO in multiple ways throughout the research. I shared hunches and 

emerging findings with TOROs and TORO Community Organizers throughout my fieldwork, 

attempting to create space for them to correct me if I was mistaken and to discuss my ideas in 

more depth. I also shared a full draft of my results chapter with the SRO Collaborative and 
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TORO program. Finally, on July 17th, 2018 I shared a summary of my findings with the TOROs 

during a bi-monthly team meeting at the SRO Collaborative’s offices through an oral 

presentation and a pamphlet handout. By seeking the perspectives of those actively involved in 

attempting to push the limits of harm reduction within a public health intervention, I hoped not 

only to improve the trustworthiness of my findings, but also to be transparent about the research 

and share knowledge I had gained through this project with those who could use it to further the 

TORO program.  

Reflexivity: “Middle classness” and the Role of Gatekeepers in Working Across Difference 

 Throughout this chapter, I have attempted to be reflexive about a variety of factors, from 

my difficulties managing ethical obligations during participant observation, how my positionality 

may have influenced interviews, and its role in data analysis. In this section, I will attempt to 

discuss in more detail some of the ways that my positionality may have influenced how I was 

perceived by DTES community members, as well as some of the complications of conducting 

community-embedded, activist-oriented research.  

 Reflexivity has sometimes been dismissed as “narcissistic and egotistical” (England, 

1994, pg. 244), a self-indulgent process of placing a thin veil between the researcher and 

“objectivity” by merely stating certain biographical information and leaving the reader to 

decipher the relevance of this information to their reading of the research (Alcoff, 1991). 

England (1994) argues that reflexivity is, rather, a self-critical introspection and self-conscious 

analytical scrutiny of the self-as-researcher and of the research process (England, 1994, p.244). 

Alcoff (1991) believes that reflexivity should be a collaborative process with informants in 

which aspects of the researchers’ own positionality may be revealed to them. Positionality is also 

a relational and dynamic construct which is constantly changing in relation to particular people 

and contexts (Kerstetter, 2012). Furthermore, England (2006) believes that being reflexive is not 
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the same as being truly transparent because researchers can never fully locate themselves in their 

research or fully understand their positions in webs of power (England, 2006; Rose, 1997). 

Throughout my project, I sought to take an approach to reflexivity that involved both an 

introspective and a collaborative approach, wherein I discussed these issues with people in the 

community and I attempted to be aware of the various processes and practices that constructed 

and re-constructed my differences from participants, and influenced my research. First, to 

dispense with the list of autobiographical characteristics, I must recognize that my position as a 

young, white, educated, middle-class man grants me an incredible amount of privilege, including 

the freedom to move to Vancouver for a year to pursue this research topic. I do not draw 

attention to these factors as a means of reifying hegemonic power hierarchies, but to provide an 

entry point into a more in-depth discussion of how these factors influenced my perceptions, how 

I was perceived, and ultimately my findings.  

In the months prior to my formal participant observation, my volunteer work had taken 

me into various SRO hotels. In these buildings, renowned for at times being spaces of violence 

and exploitation, I noticed that I was able to pass freely without much threat. When I discussed 

this situation with the SRO Collaborative, they suggested that perhaps my “middle classness” 

was a protective factor; that since I didn’t look like “part of the scene,” I didn’t look like 

someone who could be exploited or assaulted without consequences (Fieldnotes, May 24, 2017). 

While this is a remarkable indictment on police apathy towards low-income residents, it 

simultaneously provides an important insight into how I was perceived, and was a factor I 

remained vigilant to. Kearns (2016) discusses his decision to wear older clothes in an attempt to 

blend into fieldwork situations involving psychiatric patients at drop in centres to reduce the 

chance he was regarded as yet another health professional. Despite good intentions, such a 
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decision may also be seen as an attempt to somehow obfuscate positions of privilege. I rejected 

the possibility that choosing to wear old or second hand clothing could help me blend into SRO 

spaces or build relationships with TOROs. As my fieldwork progressed, it became evident to me 

that even if I had tried to blend in by obscuring my differences from DTES residents through 

clothing, it would have failed, because my “middle classness” was not solely a result of my 

clothes; it was embodied and enacted unconsciously. This presentation occurred in a couple of 

ways. First, on a few trips into SROs I was asked if I was a cop. When I asked a DTES resident 

with whom I had a good relationship why he thought people might see me as a police officer, he 

told me that it was because I looked young and healthy. Second, I twice received comments 

about my teeth. Once, during a TORO workshop, a tenant told me I have nice teeth and that I 

“look like I’ve never done a drug in my life” (Fieldnotes, March 7th, 2018). In another instance, a 

man asked to use my phone to call someone and said the same thing. These experiences 

demonstrate to me that attempting to cover up my “middle classness” would have been 

disingenuous, dishonest, and that people would have clearly seen through any attempts I made. 

Rather than attempt to change my appearance in some way in order to fit in, I relied on the 

relationships and trust that my gatekeepers had built with people to help me access spaces and 

build my own relationships. 

The effectiveness of TORO acting as my gatekeeper to naloxone training workshops and 

to TOROs was demonstrated on countless occasions. During one TORO workshop, a tenant I 

had met and talked to during previous workshops began to tell to me about some of his struggles 

with trauma and addiction. As we were talking, someone pointed out to him that I wasn’t a drug 

user. The tenant replied “yeah, but he’s understanding and has compassion or else he wouldn’t 

be doing this” (Field notes, December 13, 2017). I believe that this tenant’s perception is the 
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result of his relationship with the TORO program and the TORO staff, demonstrating the critical 

role they played in helping me navigate complex environments and work across differences. My 

relationships with the TOROs were also mediated by the SRO Collaborative and TORO 

Community Organizers. Some TOROs would eventually come to participate in interviews with 

me, others would share experiences or thoughts during workshops or drop-ins, and all were 

included in the research through my note taking at meetings. I had to gain their trust in order to 

facilitate open and honest conversations with them about the program and about harm reduction. 

TORO Community Organizers were key as they welcomed me as a volunteer and helped me 

build relationships with TOROs by getting me to do various tasks with them, such as door 

knocking together, delivering food, or making “harm reduction kits.” Through their efforts, I 

became deeply embedded within TORO through my volunteer role, and I was able to build 

relationships with TOROs as a result of the Community Organizers explicitly and implicitly 

vouching for me. Throughout the research process, the lines between my role as TORO 

volunteer, researcher, and friend sometimes seemed blurred. From sharing drinks with TOROs 

and Community Organizers after workshops; being a confidant and attempting to provide 

emotional support to various people; hanging out as TOROs bought, sold, and used drugs; and 

once training a tenant in how to use naloxone. It became less clear where research started and 

ended. The last instance in particular – training someone myself – felt strange. In this case, a 

TORO Community Organizer instructed me to do the training because they “wanted to see how 

much I had absorbed [from watching previous workshops]” (Field notes, February 9th, 2018). 

Afterwards, I questioned how I could do research on an intervention that I was embedded in to 

the extent that I had delivered the training, but also realized that the training itself was only part 

of the program. The very fact that I was entrusted to train a tenant to use naloxone, under the 
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very close supervision of TORO, speaks to the program’s ethos of acceptance and leadership 

development. During one of the final couple of TORO bi-monthly meetings I attended, I 

introduced myself as “not really a TORO, but a student doing research on the program” and I 

was told by some TOROs that I should be “an honourary TORO because [I’m] always at 

everything” (Field notes, April 24th 2018). This comment demonstrated to me that, through the 

SRO Collaborative and TORO as my gatekeeper, the open, compassionate, and empathetic 

relationships they have built with TOROs and SRO tenants extended to me by association and 

helped mitigate the various embodied and enacted differences between myself and other people.  

I have sought to provide a more in-depth examination of the complexities of conducting 

research across lines difference, as well how gatekeepers can mediate these differences. I have 

also attempted to discuss some of the challenges that come with research as community-

embedded as mine was. Research such as this wholeheartedly rejects the possibility for detached, 

neutral objectivity and instead favours an examination of the multiple embodied, enacted, and 

relational subjectivities that arise through fieldwork. Had I attempted to play the role of a neutral, 

outside observer I doubt that I would have been accepted into the TORO group to the extent that 

I was. Rather than put up some kind of façade of distance, I was able to become a part of the 

TORO program’s attempts to achieve safer SROs, and contribute both practically, and hopefully 

with my research, to the struggles to achieve these ends (Kobayashi, 1994). 
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Chapter Four - Results 

The methodological approach I took to my research granted me unique access and insight 

on the Tenant Overdose Response Organizers (TORO) program. It also granted me the 

opportunity to share people’s reflections on the program and contribute to telling part of TORO’s 

story. This chapter begins by discussing the context of my research, starting with the overdose 

crisis entering the public light in 2016. I recount how the context of the overdose crisis led 

marginalized tenants of single room occupancy (SRO) hotels to begin organizing harm reduction 

for one another. I discuss how the Downtown Eastside SRO Collaborative Society (DTES SRO 

Collaborative) mobilized to develop these efforts into the TORO program, including how the 

program’s community organizing approach impacts people involved in it, and its role in building 

community and relationships in SROs. Next, I explore how the SRO Collaborative’s politicized 

housing advocacy orientation led to tensions between the program and its funding organizations. 

In this section, I attempt to reconcile with diverse perspective on the TORO program and harm 

reduction. Finally, I explore the ways in which TORO has helped to support the SRO 

Collaborative to build its organizational capacity and mobilize towards reducing harms at the 

intersections of marginalized housing and drug use.  

Introduction: The Arrival of Fentanyl and a Facebook post 

 The overdose crisis in the Downtown Eastside (DTES) became apparent to the broader 

public towards the end of the year in 2016. Overdose deaths had been rising in British Columbia 

since mid-2013, but the spike in overdose deaths in 2016 can be attributed to an increasingly 

fentanyl-contaminated drug supply (BC Coroners Service, 2018). In 2016, 235 people died in 

Vancouver from an overdose. It was the deadliest year on record up until then (BC Coroners 

Service, 2018). Amidst the panic that accompanied the arrival of fentanyl and the resultant 

overdose epidemic, drug users and the DTES community began organizing themselves to care 
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for one another – forcing an eventual governmental response. They started illegal overdose 

prevention sites (OPS); tents in alleyways, parking lots, and parks run by activists, drug users, 

and volunteers where people could come to have their drug use “witnessed” to ensure they don’t 

die (Lupick, 2017b). These OPS’s included two unsanctioned sites opened by the newly formed 

Overdose Prevention Society (Lupick, 2016). Eventually, these OPS’s and other innovative harm 

reduction strategies would receive funding to continue saving lives. In December of 2016, the 

City of Vancouver approved a 0.5% increase in property taxes intended to raise emergency funds 

to combat the overdose crisis. This tax increase raised approximately $3.5 million, much of 

which went to fund first responders and front line workers (Little & Lye, 2017). Some of the 

funds were set aside to allow innovative harm reduction interventions and responses to the crisis 

to be funded. Around the same time the City approved the property tax increase, a Community 

Organizer with the DTES SRO Collaborative made a Facebook post.  

The DTES SRO Collaborative is a relatively new non-profit organization. It was started 

in the wake of the DTES Local Area Planning Process in 2014. This process paved the way for 

increased gentrification and the further loss of single room occupancy (SRO) hotels in the DTES, 

where SRO housing had been becoming increasingly unaffordable, inhabitable, and unsafe for 

years (Carnegie Community Action Project, 2012; Wideman & Masuda, 2018). The DTES SRO 

Collaborative’s goal is to help the low-income community organize to fight back against the 

gentrification of the DTES by maintaining the SRO housing stock and improving living 

conditions in the remaining SRO hotels. In its short tenure, the Collaborative has engaged in 

multiple building campaigns to improve conditions for SRO tenants, including restoring heat and 

hot water to some hotels and ensuring that all tenants of the condemned Balmoral hotel were 

rehoused. They have also launched a class action lawsuit against a family that owns multiple 
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SRO hotels for the deplorable and unsafe conditions in their buildings. The City of Vancouver is 

named a defendant on this lawsuit due to its failure to enforce its own bylaws related to housing 

standards of maintenance. In December of 2016, considered by some to be the height of the 

panic of the overdose crisis, the SRO Collaborative was organizing tenants in two of the largest 

privately-owned SROs in the DTES and noticed that some tenants had artistically spray painted 

messages like “You can get narcan here” on their doors and that tenants were taking it upon 

themselves to distribute naloxone kits and revive their neighbours (TORO Community Organizer 

– 0202). Naloxone, which is distributed under the brand name Narcan, is an opioid antagonist, 

meaning it can be used to reverse overdoses. Naloxone was deregulated in September of 2016, a 

policy change which allowed people to access this life-saving tool without a prescription (BC 

Ministry of Health, 2016). The SRO Collaborative Community Organizer took pictures of the 

SRO tenants’ doors and posted them on Facebook, where a public health nurse saw them. The 

nurse contacted the Community Organizer and asked for help getting into the SRO hotels as soon 

as possible to hold workshops and train tenants to use naloxone to respond to an overdose. This 

was the start of what would become the Tenant Overdose Response Organizers (TORO) 

program. 

 Shortly after the Facebook post and the initial naloxone training workshops with the 

nurse, the DTES SRO Collaborative secured a small grant from the City’s Opiate Emergency 

Fund to begin a six-month trial overdose prevention program. Implementing this intervention 

was made possible due to the crisis context and the clear need to intervene in privately-owned 

SROs. Opioid crisis funding gave the funders the ability to be “nimble, quick, and flexible” 

(Funding partner – 0301) with the distribution of their funds. Furthermore, privately-owned 

SROs have presented a challenge to the City and Vancouver Coastal Health (VCH) for years. 
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These institutions have been unable to start meaningful outreach and support services in these 

buildings, but confidential information gathered by the BC Coroner’s office demonstrated to the 

City and VCH that tenants of privately-owned SROs were at a high risk of dying from overdoses 

due to using alone.  

 The data from all sorts of partners was just saying they’re [privately owned SROs] high 

risk environments … the Collaborative had a network in place that was able to access these 

buildings that traditional institutions had not been able to access. So, it was about getting 

something done as immediately as possible in a crisis context to address that. (Funding Partner 

– 0302) 

 

Due to both the flexibility offered by the Opiate Emergency Funding and the 

Collaborative’s uniquely grounded expertise in private SROs, TORO has been able to develop an 

overdose prevention project unlike any other harm reduction intervention. But, the program’s 

effectiveness is difficult to quantify due to the nature of the crisis and the environments in which 

it intervenes. As a result, a qualitative evaluation was commissioned by the City to be completed 

by the British Columbia Centre for Substance Use (BCCSU). This evaluation explored the 

acceptability, feasibility, and the implementation of the TORO program (Bardwell et al., 2018). 

With TORO, the SRO Collaborative took their tenant and community organizing philosophies 

and applied them to their new harm reduction program. The Collaborative began recruiting SRO 

tenants to become “TOROs,” tenants who would be provided with specialist education to help 

them train their neighbours to respond to overdoses using naloxone. Eventually, the City’s 

Opiate Emergency Funding for TORO’s six-month trial ended, and despite only a promising 

draft of results from the BCCSU evaluation being available at the time, VCH began funding the 

entirety of the program and helping it to scale up. 

Community Organizing and Leadership Development 

The Collaborative’s new harm reduction intervention is based on holding overdose 

response education workshops in privately-owned SROs. Before TORO, there had been a glaring 
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paucity of social services, health services, or outreach into these buildings despite the highly 

marginalized and vulnerable people who live in them. Privately-owned SROs are often 

considered to be a housing of “last resort before homelessness” (p.5), and house a wide variety of 

people who use drugs, and people with mental health difficulties (Housing Vancouver, 2017). 

They sometimes become spaces of refuge for people who cannot or choose not to access 

sanctioned harm reduction services, including people with mobility impairments or who 

otherwise have trouble injecting themselves. Many SROs are also home to gangs with the power 

to exploit vulnerable tenants through the building’s criminalized drug and sex work trades. In 

some cases, owners and managers of these buildings are rumoured to benefit financially from the 

exploitation of their tenants and thus are purported to have a vested interest in keeping anyone 

with power to support or organize tenants out. The SRO Collaborative has been able to leverage 

both the insider status of their TOROs and their newfound association with Vancouver Coastal 

Health to gain entry into these buildings. They are able to explain to landlords and managers that 

they are merely delivering an overdose prevention program to help keep their (rent paying) 

tenants alive amidst the overdose crisis. But, the intervention goes beyond merely holding 

naloxone training workshops due to TORO’s community organizing ethos:  

 The workshops are critical. They’re the actual service which is so important because we 

want to make sure we can empower people to save people’s lives. But having it take and be 

something that has longevity and that impacts people’s lives beyond just giving them the 

practical [harm reduction] support, that all comes from the Collaborative’s community 

organizing model, which is all about community building within a space. (TORO Community 

Organizer – 0201) 

 

A Community Organizer described this community organizing process as “building 

authentic relationships with people, nurturing leadership development, bringing people together 

to grow the capacity of a group, and helping the group to solve problems they want to tackle” 

(TORO Community Organizer – 202). Within TORO, this process involves finding tenants in a 
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privately-owned SRO who have the potential to be leaders in their building. TORO’s 

Community Organizers look for people who are active or past drug users, who are involved in 

the drug use scene in their building, and who have an interest and a desire to provide harm 

reduction care for their neighbours. In many cases, people who are hired as TOROs have already 

been doing harm reduction work by supplying their neighbours with clean needles, distributing 

naloxone, and responding to overdoses. A Community Organizer described this process as 

building upon existing capabilities: “We’re trying to activate leaders that already have these 

skills to care and support their community, but haven’t been given the respect, the chance, the 

resources, or the support necessary to take on these roles” (TORO Community Organizer – 

0201). The SRO Collaborative’s community organizing approach involves TORO staff 

providing a plethora of support for their TOROs. As a TORO staff member explained, their role 

is to provide “wrap around” support for the tenants involved in the program (TORO Community 

Organizer – 0201). This was a crucial aspect of the program because:  

 In order for [the TOROs] to be able to successfully do good work, they need other 

aspects of their life to have security. My role is to try to bring more security and support to build 

up leadership capabilities within people and to connect them together with other folks to break 

isolation and build community. (TORO Community Organizer – 0201). 

 

This support is especially important due to the multiple barriers facing TOROs in their everyday 

lives. TOROs at any time may face a confluence of addiction, poor housing conditions, poverty, 

and other traumatic experiences - all while attempting to cope with the stress of living amid the 

overdose crisis and the continuous grief caused by neighbours’ and friends’ overdoses. In order 

to cope with these conditions and provide harm reduction support to their neighbours, TOROs 

need “support to blast away the obstacles in their life preventing them from doing the most they 

can as a TORO” (TORO Community Organizer – 0202). For some TOROs, being supported by 

the program is as simple as having a number to call after they respond to an overdose. 
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It helped me a lot because it gives me the support I need for the emotional [side of things] 

because it’s pretty traumatizing when somebody dies on ya. [TORO staff] offer all kinds of 

support just by talking, just by being there, and you know? Like having a phone number to call is 

very important, right? It’s very important, yeah…People don’t realize how much [responding to 

an overdose] weighs on ya, cause it does. It weighs lots on you, you know? Even if you don’t 

realize it’s weighing on you, it weighs on you, on your psyche, right? (TORO – 0003) 

 

Others described the importance of having support in dealing with relationships with building 

managers, landlords, and finding new housing.  

 [Including support and outreach is] awesome, that’s so awesome. Because then we have 

their financial backing and their expertise in the field. So, they’re just being a leg to stand on. 

It’s nice to have a number to call when you’re in need, right?... I had some help from the TORO 

representative yesterday. She came and helped me look into finding a new place where I can 

live… I’m gonna do most of the work myself and then she’ll be there to follow up and back me if 

I need it. (TORO – 0001) 

 

Some TOROs described the non-judgemental, wrap-around support they receive from the 

Collaborative as being helpful in making them want to continue to be a part of this program: “It’s 

really good, it’s really helpful in like making me want to continue to come, right? It’s been really 

helpful, really supportive and just the attitudes of everybody makes it so I want to continue, 

right?” (TORO – 0008). The community organizing process and the wide range of support 

included in TORO due to its association with the SRO Collaborative are crucial in facilitating the 

peer-based delivery of harm reduction services in marginalizing, isolating, and oppressive 

environments. Another important piece of this community organizing process involves 

community building within the program and between TOROs.  

1.1 “It’s a peer-run, peer-led family in the Downtown Eastside trying to take care of their 

community and each other:” Community Building and the TORO Family  

As a part of the community organizing process that the SRO Collaborative takes to 

delivering its harm reduction intervention, it brings TOROs together twice a month to meet, 

catch up on what’s happened in each building, and learn about new situations, resources, or 

skills. These meetings have also included “Honouring Ceremonies” where each TORO’s work is 
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recognized and praised. On top of this, TORO also holds optional weekly drop-ins in a 

community-friendly space. TORO consistently grounds these meetings and their work in a 

connection to Indigenous culture, spirituality, and ways of knowing. In some cases, this involves 

simply a territory acknowledgement at the beginning of workshops or meetings, and in others it 

may include a song sung by TORO’s Indigenous Facilitator or an activity which helps connect 

TOROs to the land and to culture (e.g. providing feathers or making dream catchers and cedar 

bundles). TOROs described how these meetings helped them to get to know one another and find 

out about situations in other buildings: “[The meetings are] just a conversation circle, like “hey, 

what’s up? How’s everybody?” It’s good. I welcome the idea of chilling out for an hour or two 

hours and slowly getting to know people on different levels” (TORO – 0004). 

 Meetings always start with a “check in” where TOROs go around in a circle, introduce 

themselves, and provide an update on the situation in their building and how their last two weeks 

have been. This allows TOROs to introduce themselves and learn from each other’s experiences. 

It allows them to “find out what’s going on with everybody” and find out whether the same 

things are happening in each of their buildings (TORO – 0003). The meetings and the process of 

“checking in” often involves processing loss, grief, and traumatic events that TOROs may have 

experienced in the last two weeks. One TORO described the experience of finding out about the 

death of a close friend due to an overdose during a TORO meeting: 

 P: My last meeting was pretty heartbreaking actually. I found out my friend didn’t make 

it. But I didn’t know that and everybody else knew. And it was a real shock. I was very 

emotional.  

I: Was it okay finding out in that space? Like did you feel like people were there to support you? 

P: Oh, yeah, that was the best place I could have found out. Being in a controlled environment 

and having to not react was perfect. Really happy about that. Glad it went the way it did cause if 

it was a normal everyday circumstance I wouldn’t have kept so much under composure, right? 

I’d have just freaked out… I feel the support there, too right? So, that’s good. (TORO – 0001)  

 

Other TOROs discussed how the meetings provided a space to process emotions at times. 
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 P: I’ve had like full on blow out of tears where it’s just unstoppable. I don’t why or where 

it’s - it touches something, somehow. So, it can get quite emotional. 

I: When that happens, how do people react? 

P: [TORO staff] opens her heart out like full on like she tends to basically to make sure you’re 

okay and whatnot. She wants to just like talk you through it so you’re not bottling it up and such 

which is a good thing but I’m pretty locked down. But yes, unstoppable at times. 

I: Have you noticed how other TOROs react when things like that happen? 

P: It’s definitely not a negative feeling. Everything’s very positive. Like it’s cool to just let loose 

or whatever if you have to. (TORO – 0004) 

 

The mutual and emotional support that TOROs experience in these meeting spaces helps to 

foster a sense of belonging and family within the group. 

 You know, not every meeting is a happy one but there’s still memorable moments, you 

know? And even though we may not know the person that our TORO member has like lost or 

whatnot, we still feel a part of their loss and you’re there for them. Because we are a group, we 

are interconnected, and you know, being interconnected is being supportive. (TORO – 0005) 

 

This sense of interconnectedness and supportiveness permeates the whole program. TOROs are 

rarely asked to leave the “TORO family,” instead they are provided with support to help them to 

meet their obligations to the program and fulfill their duties. In cases where TOROs’ life 

situation changes, including in cases of eviction or finding new housing in non-profit run hotels 

(which do not fall under the program’s purview), they have the opportunity to remain a part of 

the family. This is facilitated through the role of “Mobile TORO,” a designation for TOROs who 

are no longer living in privately-owned hotels, but still receive support from the Collaborative 

and can still attend workshops and do outreach or training work to receive small cash honoraria. 

The inclusive atmosphere of the SRO Collaborative means that TORO staff are not regarded as 

bosses or employers, but rather as peers and family members. 

 It’s a family sort of feel, you know? Like I can pick up a phone and be like “yo [TORO 

Staff] or [TORO staff]” and just feel like a family situation. Like a good family situation. You 

have backing, or you can bounce ideas off each other, and you get positive feedback or 

whatever. So, it’s definitely unique in that manner. They’re always there for you too - like at any 

time. (TORO – 0004) 
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Fostering this sense of family and community within the TORO group stems from the 

community organizing ethos of the program. This process generates an atmosphere where 

TOROs feel comfortable sharing intimate details of their lives, asking for support, and providing 

their feedback and ideas. Gender may also play a role in facilitating this atmosphere. TORO 

Community Organizers, many of whom are women, provide extensive emotional support and 

care to TOROs, the majority of whom are men. A few TOROs noted in interviews that TORO 

meetings and drop-in sessions are rare opportunities for them to interact with women, and 

suggested that differences in gender may be a factor in Community Organizers offering unique 

perspectives on some issues. TOROs also to offer one another extensive mutual support and 

make efforts to be there to support one another through difficult situations. 

The sense of family and support within the TORO group help it to be not only a peer-

based program, but a peer-led one where TOROs can see the changes they want to make come to 

fruition, both within the program and within their homes. This is an important aspect of the 

program from the staffs’ perspectives, who emphasize that there is only one “non-peer” involved 

in the entire program and that peers co-facilitate and direct the process. TORO Community 

Organizers also make extensive efforts to structure the program around the desires and needs of 

the TOROs. This has included abandoning a typical routine of working Monday to Friday, 9am 

to 5pm, and instead working from Tuesday to Saturday, 11 a.m. to 7 p.m. A TORO Community 

Organizer explained that this change was made in order to better meet the needs of TOROs and 

provide them with safe spaces to hang out on the weekend (TORO Community Organizer – 

0204). The weekend drop-in sessions create spaces for TOROs to hang out with one another, 

take part in art-making projects, cook for each other, and engage in activities led by the TORO 

Indigenous facilitator that connect them to Indigenous lands and cultures. These activities have 
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included healing circles, making dream catchers, singing, and drumming. TORO staff also 

described their efforts to ensure that each peer is able to engage in the program in the way that 

best suits their strengths and skillset. 

 We give people the opportunity to engage in whatever level they’re comfortable at…We 

have TOROs who are more artistically inclined and creative and want to do art so we look at 

ways to incorporate that, and other people really love doing naloxone training so we’ll try to 

send them off to do more trainings in other buildings. (TORO Community Organizer – 0204) 

 

In turn, TOROs described feeling a sense of self-determination and found meaning within the 

program: 

 

 I just like doing TORO things because I feel like my voice matters and like that I have a 

huge part in my own - basically I’m the master of my own [destiny]. Like basically as much as I 

wanna put in, its gonna come back to me, right? Like if I wanna put like all my efforts in then I’ll 

get all my efforts back. I just feel like I’m in control and that I matter, which is something that I 

haven’t really felt for the last couple of years, right? (TORO – 0008) 

 

 The ideas provided by TOROs shaped the direction of the program and caused it to 

expand to not only supporting TOROs to distribute naloxone in their buildings, but other harm 

reduction supplies like needles, cookers, and condoms. The peer-led community organizing 

process also caused TORO to open the naloxone training workshops within SROs to TOROs 

who did not live in those buildings to come help and hangout. Finally, this community 

organizing approach is critical in taking the support and leadership development aspects of 

TORO and translating them into the changes that TOROs want to see in their homes. 

1.2 Community Organizing for Harm Reduction in Privately-Owned SROs  

 In the previous section, I’ve detailed the community organizing and community building 

processes which occur within this harm reduction intervention and how they have influenced the 

program and the TOROs. This community organizing process is important to understand, as it is 

central to delivering an overdose response education program in privately-owned SRO buildings 

due to the roles that TOROs play in delivering this intervention. A TORO staff member 

explained how the community organizing process relates to this harm reduction intervention: 
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 I think that the role of a Community Organizer is to do a lot of emotional support for 

your tenant leads [TOROs] so that they’re capable of organizing their building, of supporting 

their building, and in this case supporting their building with harm reduction. (TORO 

Community Organizer – 0201) 

 

By supporting TOROs and building community and equitable relationships within the program’s 

processes, TORO is able to deliver their intervention in a way that moved beyond merely the 

naloxone training workshops, the provision of naloxone kits and harm reduction supplies, and 

referrals to other health services. 

During my research, TORO held two kinds of interventions in SROs. The approaches it 

used to reach out to tenants changed depending on various factors, including how established the 

program was in the building, the physical space of the SRO (i.e. whether there was enough space 

in a common area to gather), the kinds of relationships that existed within the building, and the 

nature of the building’s inhabitants (i.e., some buildings generally house more opioid users, some 

buildings are more chaotic than others etc.). Most TORO interventions during my fieldwork took 

a workshop format but, towards the end of my participant observation, TORO transitioned to 

taking a “building walkthrough” approach. Walkthroughs involved more one-on-one outreach, 

designed to help TOROs get to know other tenants in the building, reach people who may not be 

comfortable attending group sessions, and eventually build the relationships and networks 

necessary to help TOROs to bring isolated tenants together in workshop formats (TORO 

Community Organizer – 0202). Since I was unable to observe very many of these walkthroughs 

and TOROs did not discuss them much in interviews, I will focus on the workshops. 

1.2.1 Creating Spaces of Learning, Community, and Connection in SROs 

 The primary style of TORO intervention that I witnessed were naloxone training 

workshops. These workshops involve setting up a folding table in a common area of a building, 

usually a hallway, and knocking on every tenant’s door to invite them to attend the training 
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session. This invitation always involves a promise of some sort of food. TORO uses food in 

multiple ways. Primarily, food is used to entice tenants to attend the workshop and increase 

turnout (TORO Community Organizer – 0203). People who live in SROs generally experience 

varying degrees of food insecurity (Miewald & Ostry, 2014) and the offer of free food without a 

long line up can act as a good incentive to leave the relative security of their rooms. Food also 

acts as a way of connecting with tenants during the workshops and producing a calm, 

welcoming, and familiar atmosphere within the training session. As one TORO Community 

Organizer explained: 

A lot of people in SROs don’t have food in their fridges so it’s a good way to get people 

to feel comfortable and safe and to open up and be like “wow somebody’s feeding me and giving 

me beverages, somebody actually cares, somebody actually gives a shit.” And that gives them 

the opportunity to open up and to start having conversations which lead into harm reduction. So, 

for me, I think it’s really important to not just go into buildings with an agenda [focused on] 

harm reduction and training people how to use naloxone, but [to]knock on a door and make that 

connection. (TORO Community Organizer – 0204) 

 

Once tenants have been offered food and drinks, workshops often begin with a territory 

acknowledgement and casual conversation before the training session. Community Organizers 

also occasionally use door-knocking, outreach, and workshops to gather information about 

tenants. They gather information as part of a process of “mapping” the building and power 

relations within it in collaboration with TOROs in order to better understand the environment, 

target outreach to tenants who may be isolated or using alone, and gather information for the 

Collaborative. Gender may play a role in door-knocking and encouraging tenants to attend 

workshops. Some TOROs noted that they struggled with inviting tenants to the workshops or 

doing outreach because they believed some tenants may be wary of opening their doors to men 

due to the ever-present possibility of assault or theft. Since many of the Community Organizers 

are women, this may help TORO navigate this potential barrier. Through its peer-led approach 
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and prioritization of connection and community building during naloxone workshops, the 

program separated itself in the minds of TOROs from other health and harm reduction 

interventions.  

 With Insite you go there and staff is staff and there’s a big barrier there. With TORO, I 

feel more like a peer than an employee, you know? I think there’s more of an equality. Like I’m 

more likely to open up and share honestly in that sort of environment than I am when I feel like 

I’m almost, not looked down on, but like…you know what I mean I think? (TORO – 0002) 

 

 We actually provide the workshops and make it like that much more fun than everyone 

else. I mean there is no competition, but [they’re]more fun than you’d expect. [If TORO wasn’t 

run by the SRO Collaborative] it would be like a cardboard cut-out program where it wouldn’t 

be as personable. Basically, [harm reduction interventions] have to make you part of the cure 

and you have to go get the things [supplies]. It [would] probably [be] more of a self-based issue. 

(TORO – 0001) 

 

 These quotes demonstrate how the Collaborative’s approach makes TORO distinct from 

other health and harm reduction interventions that TOROs have encountered. The differences in 

the atmosphere generated by TORO at their workshops contribute to the affective and relational 

changes it makes in SROs. 

1.2.2 Building Relationships and Reducing Harm 

Rather than individualizing the issue of overdose response in SROs, TORO fosters 

connections between tenants and a sense of community within buildings, which in turn can help 

build networks between drug users and reduce harm. Due to the fentanyl-contaminated drug 

supply, one of the key ways for drug users to stay safe is not to use alone and instead to “peer 

witness” with one another, basically staggering their drug use in pairs or groups. For some 

TOROs, despite this common public health messaging, their environments are not always 

conducive to being able to do this. 

 [TORO] definitely gets the word out like saying don’t use alone and such. But due to the 

lack of friendship within the building, people are still using alone. So even though the word 

“don’t, don’t, don’t use alone” [is out there] everybody [still does.] … Like if you had trust [in 

your neighbours] you could have like 15 people [using together] but it doesn’t work that way, 

unfortunately. (TORO – 0004) 



 74 

 

Despite the difficulty of building trusting relationships in to the point where peer witnessing 

could be possible in some buildings, this TORO also discussed the role that the program may be 

playing in starting to build a sense of community within their building.  

 [The workshops have] kind of a short-term community feel. So, people actually get out 

and actually have a conversation with one another. Instead of screaming through their doors like 

“fuck you! Fuck off!” you know? It’s kind of good that way. Like I said, for a short period of 

time and then it goes right back to the negativity afterwards. Basically, once the food is gone and 

stuff then it just picks right back up. It’s kind of funny, actually. (TORO – 0004) 

 

While this TORO found that the workshops generated a sense of community for only a short 

period of time, others described how attending the workshops had helped build more lasting 

community in their hotel and helped tenants build relationships with one another.  

 I think [TORO] has drawn people within the building together. Like in a sense we’re like 

the people that are regulars to our monthly training programs, [who] show up and see familiar 

faces so you get to know people. So, its brought a sense of inner building community together… I 

find that there’s more of an inner building bond with those people. Like you see them and you 

say hi and you know them a bit better. (TORO – 0005) 

 

Some TOROs noticed that since the program started bringing tenants together in workshops in 

their buildings, tenants have been more likely to build relationships with one another, and 

ultimately to use together. 

 There’s a lot of loners that close their door and they stay by themselves a lot [in my 

building], right? But by knocking on their doors and stuff, just by talking to people… there’s 

definitely community building. Cause everybody in the building gets to know each other, you 

know? They’re not using alone anymore. [They’re using] with their door open, letting somebody 

know that they’re there using, right? … And there’s not as many people ODing in the hallways 

or in the washrooms…Like I said people leave their door open and don’t use by themselves, 

those are the differences I’m noticing. (TORO – 0003) 

 

 P: For myself, I’ve formed some relationships with some people [in my building] and I 

know that as a result like I’m less likely to use alone.  

I: Have you noticed that other people have started to do that too? 

P: Um, I’m not sure but I think that people are starting to use together more in my building. 

Yeah, if I think about it, I think that is the case. 

I: Do you think that has something to do with TORO, or do you think it’s like a general trend? 
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P: No, TORO has played a part in that in getting people knowing one another through the 

[training workshops] that we had down there. (TORO – 0002) 

 

Furthermore, some TOROs identified the workshops as helping to reduce stigma against 

injection drug users. They discussed how bringing people together to provide education on the 

overdose crisis and training to use naloxone builds understanding amongst tenants who do not 

use drugs, or who don’t use certain drugs.  

 People are more understanding. Like the alcoholics are more understanding of the 

needle users now cause of the [workshops] that [TORO] does, right? They’re more 

understanding now. Because they’re showing them that we’re not so bad, right? We’re people 

too, right? (TORO – 0003) 

 

The program’s potential to reach people who do not use drugs was something I witnessed 

firsthand at a training workshop in a building when a tenant, who had avoided the workshops for 

months due to a fear of needles, overcame this fear with the support of the TORO Community 

Organizers and decided to join in and learn to use naloxone in order to save a neighbour if need 

be. The consistency with which TORO holds workshops in buildings helps to build rapport and 

trust between the TOROs, TORO staff, and tenants, which lead to conversations about issues 

beyond overdose prevention. These conversations involve discussions of housing conditions, 

supported tenants in navigating opioid agonist therapies, and assist some people with processing 

grief and loss. Breaking down barriers between tenants and recognizing the broad factors that 

impact their lives can potentially be attributed to the community organizing processes through 

which TORO worked. 

 A lot of these tenants, sometimes they’re very isolated and don’t have a lot of other 

contacts. So even someone coming and asking how their day is going and seeing if they wanna 

have some food or just like connecting with them over their mutual addiction struggles or using 

[drugs] with them - like these are all things that end up happening when you get TOROs to 

intentionally reach out to other people in their space and realize they’re all going through 

common struggles that can unite them. And that they’re actually safer together than they are 

apart. (TORO Community Organizer – 0201) 
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By intentionally reaching out, building relationships between tenants, and fostering a sense of 

community within SROs, TORO helps reduce the stigma that surrounds drug use and the 

overdose crisis. TORO is further able to build some sense of solidarity amongst SRO tenants, 

which may reduce some negative aspects of living in SROs and work towards reducing some 

aspects of the harms of the overdose crisis. 

 It is important to recognize that TORO’s process – everything from supporting TOROs, 

to building relationships and community amongst SRO tenants – does not necessarily “count” as 

a part of the program’s deliverables. As TORO is funded by VCH to deliver a health and harm 

reduction intervention, they have to account for the effectiveness of the intervention. TORO and 

other harm reduction interventions must demonstrate that they are delivering on their objectives 

in specific and cost-effective ways. In TORO’s case, they record and track each naloxone kit 

they handed out, each kit they refill, all the other harm reduction supplies they distribute, and all 

the referrals they make to other community health services. So, while the community organizing 

processes and community building that results from it may strengthen TORO’s ability to 

implement its intervention and achieve its deliverables, these aspects of the program are 

somewhat tangential to the actual naloxone training and distribution from the perspectives of 

their funders. Furthermore, there appeared to be conflict between the program’s community 

organizing ethos and the need to demonstrate its effectiveness through specific deliverables. 

TORO Community Organizers appeared to occasionally struggle with the task of fulfilling their 

public health deliverables without shaming or stigmatizing SRO tenants who were uninterested 

in the program, harm reduction, or overdose prevention. When tenants were simply uninterested 

in learning to use naloxone, TORO staff did not take umbrage with them or attempt to impel 

them to learn. Instead, TORO staff attempted to bring these tenants into the training session to 
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get some food and foster connections between them and their neighbours. Conversely, there were 

also instances where, in order to emphasize the importance of certain aspects of the naloxone 

training, TORO would invoke urban myths. For example, it occasionally drew on rumours of a 

hospital ward full of brain-dead drug users in order to emphasize the importance of giving rescue 

breaths when responding to overdoses. Despite being tangential to fulfilling certain deliverables, 

the community organizing aspects of the program are integral to the functioning and 

effectiveness of TORO. They allow the program to have an impact that goes well beyond simply 

providing education and giving out naloxone kits in privately-owned SRO buildings. 

Beyond Health Intervention: Restoring the Political Work of Harm Reduction 

The “more than harm reduction1“ aspects of TORO come out of the organization that 

runs it. The SRO Collaborative’s mandate is to use community organizing as a means of 

mobilizing tenants to exert their rights for improved housing conditions in SROs, in part by 

working to reposition privately-owned buildings into not-for-profit management or ownership. 

Part of this mandate includes strong components of advocacy with and on behalf of SRO tenants. 

Their advocacy often takes the form of assisting with legal actions in the case of illegal evictions, 

but it has also involved campaigns to restore heat and hot water to buildings, tactics to reduce the 

power of landlords over their tenants, and tenant organizing to improve the physical structures, 

spaces, and habitability of SRO buildings. The Collaborative’s prioritization of advocacy 

oriented, rights-based work has occasionally brought them into conflict with the organizations 

funding the TORO program’s. The crux of this issue stems from vastly different understandings 

                                                 
1 As some funding partners pointed out, harm reduction must be viewed as not only a clinical intervention but as a 

humanistic approach to drug use: one whose ethos may be therapeutic in and of itself. By “more than harm 

reduction,” I am not referring merely to the affirmation through human and services connections that can occur 

when people who use drugs are treated as people who deserve rights, health, and healthcare. “More than harm 

reduction” in this context refers to aspects of TORO that are contributing towards changing social and physical 

environments to create spaces wherein more meaningful and lasting responses to the overdose crisis are possible.  
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of both the place of TORO within the SRO Collaborative, and the place of advocacy within harm 

reduction and public health. 

2.1 “You’re not an advocacy program, you need to just provide health services:” The SRO 

Collaborative and TORO are Distinct 

People who were involved in funding the TORO project all emphasized that the TORO 

program was a separate, distinct entity from the SRO Collaborative due to the fact that TORO 

was a health intervention.  

 It was challenging, and again it gets back to like the SRO Collaborative’s mandate and 

trying to focus on this program as being housed in that organization, but as a distinct program 

… we constantly needed to reiterate to them that strategically the way they need to approach this 

is that “we’re a non-profit that’s doing this program and that this TORO program is not the SRO 

Collaborative.” Like we needed to be clear about the different activities they did and what can 

and can’t be funded. Which isn’t to say that you can’t do any activism and fulfil your mandate: 

absolutely. But that’s not what’s being funded with this program. What’s being funded with this 

program is training drug users in naloxone distribution so that they can save their own lives and 

the lives of their friends. So, this is a particularly health [focused] intervention and what isn’t 

being funded is for the Collaborative to hire a bunch of people to go in there to launch lawsuits 

against the owners of the building because the plumbing isn’t working. (Funding Partner – 

0301) 

 

 In terms of was there tension between having a sort of tenant organizing approach versus 

this health intervention? There were tensions, but I think there was a lot of communication about 

the TORO program supporting more of a health intervention and an overdose crisis response, 

and not about organizing tenants or helping to support legal actions against owners. They were 

different projects. (Funding Partner – 0302) 

 

The tension between the SRO Collaborative and funders of the TORO project stemmed from 

disparate ideological understandings of health and harm reduction. Funders and official 

stakeholders all understood TORO and harm reduction to primarily or exclusively be a “health” 

intervention, focused on reducing death.  

 What the SRO Collaborative does away from the TORO project was more advocacy 

related. But, the TORO project particularly was I think more health focussed… And the 

involvement of VCH staff kind of really made it clear that it was about expanding this harm 

reduction tool, expanding the access to naloxone to spaces that it might not have gotten before. 

(Funding Partner – 0302) 
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 They’re both [housing advocacy and harm reduction] about getting people their basic 

health and human rights for sure. Whereas harm reduction tends to be more focused on a health 

mandate. (Funding Partner – 0301) 

 

This perspective on harm reduction as primarily a health intervention was particularly evident 

due to the context of the overdose crisis funding being used for TORO. 

 These are overdose emergency funds that are meant to save lives in a crisis and we don’t 

want – although we all know like health is holistic and housing is a huge part of it - these funds 

are meant to prevent more dead people this year, and so we don’t necessarily want to be 

spending the health funds for the broader work of the SRO Collaborative. (Funding Partner – 

0303) 

 

The hesitancy from official stakeholders around providing overdose prevention funding 

to a housing advocacy oriented non-profit organization appeared to stem from three sources: the 

Collaborative’s relationship to the City and landlords, a belief that advocacy would hinder 

service delivery, and the segmentation of the bureaucracies attempting to address the overdose 

crisis. 

2.2 “It’s tough to fund a non-profit whose mandate is to sue you and advocate against your 

policies:” The Perception that the SRO Collaborative is too Political to do Harm Reduction 

Part of the hesitancy amongst funding partners to provide funding to the SRO 

Collaborative to run the TORO program was due to the SRO Collaborative itself. They were 

concerned with its history of agitating against what the Collaborative perceived to be the slow-

moving and ineffective approaches taken by the City of Vancouver to address the long-standing 

housing crisis in the DTES. These efforts have included a lawsuit against the City, bringing a rat-

infested mattress from an SRO to City Hall and asking whether the Mayor would sleep on it, and 

occupying the Mayor’s office to demand housing for tenants of the Balmoral hotel when it was 

condemned in June of 2017. Funders emphasized that “it wasn’t the program that was 

controversial, it was the organization running it, so it was complicated to fund them” (Funding 
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partner – 301). This hesitancy came from preconceived notions about what the Collaborative was 

and their relationships to landlords. 

 The SRO Collaborative is like a pre-existing advocacy organization and they’ve been 

somewhat controversial. They go and yell at the Mayor and stuff and they’ve been involved in 

some stuff with some landlords who really don’t like them, you know? And a lot of the landlords 

don’t like them cause they have pushed the landlords quite a bit and nobody else is really doing 

that work. So, I think everybody’s a little more skittish than they need to be. (Funding Partner – 

0303) 

 

This relationship with landlords due to the advocacy work of the Collaborative was the 

second reason official stakeholders were hesitant to fund the SRO Collaborative to run the 

TORO program. 

2.3 “I think some landlords were concerned with people being organized, the tenant 

organizer component:” Advocacy Could Hinder Harm Reduction Service Delivery 

Funders were concerned that mixing advocacy with the delivery of a harm reduction 

program would impede TORO from being able to enter into the spaces it needs to in order to 

deliver the intervention. So, while the Collaborative’s advocacy work and unique expertise was 

recognized as indispensable to delivering a harm reduction intervention in privately-owned 

SROs, it was also paradoxically seen as a barrier. 

 I think that TORO is a really effective health service. When it comes to advocacy for 

housing reform, I think that needs to happen also, absolutely. I don’t know if mixing the two 

together in such a close program is a great idea. I wouldn’t want the advocacy to hinder or get 

in the way of the urgent need to distribute naloxone into the spaces and it possibly could in 

particular buildings. (Funding Partner – 0302) 

 

The Collaborative’s advocacy work was seen as a potential hindrance in their ability to deliver 

harm reduction services. But, rather than change policies or pursue legal mechanisms to remove 

this barrier for the Collaborative and TORO, the funders believed that intervening with a less 

political organization could be a solution. 
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 I think that trickiness of the advocacy work [the Collaborative does] and the risk there 

maybe makes a more traditional service providing organization a better fit for delivering the 

program. (Funding Partner – 0301) 

 

This funding partner’s perception that SRO Collaborative’s advocacy work could hinder the 

intervention and put the program and people at risk mostly stemmed from incidents at one 

building. This building’s landlord had a particularly strong aversion to their tenants providing 

support or overdose response training to one another. As a result, the landlord harassed and tried 

to evict any tenants involved with TORO. This abuse was compounded when the landlord found 

out that the SRO Collaborative was running the program. The landlord attempted to block the 

program from entering the building, something that TORO and SRO Collaborative Community 

Organizers saw as an affront to the building’s tenants’ rights. The Collaborative began 

organizing a legal response to these issues in order to fight for the tenancies of their TOROs who 

were threatened with illegal eviction, but their funders did not support these efforts. Instead, the 

program’s funding partners attempted to impel the landlord to allow the TORO program to work 

in their building by threatening to fine the landlord under the authority of the Medical Health 

Officer for blocking a health service from the building. After this threat failed, the funders urged 

the SRO Collaborative to abandon the building and to move the TORO program to one of any 

other privately-owned SRO where the life-saving intervention was urgently needed.  

 The [funders] said “there’s so many places you need to be, why are you focussing here?” 

and we were like “people deserve the service.” So, we did not get the support from [the funders] 

(TORO Community Organizer – 0202)  

 

The SRO Collaborative rehoused their evicted TOROs, but they were disappointed by 

their funders’ lack of political will to support them or to use legal mechanisms which could have 

helped keep the program in the building, and in doing so help keep tenants in that building alive. 

TORO reluctantly moved on with the belief that more could have been done, not only to 
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maintain their TOROs’ tenancies but to make that particular building safer for everyone, 

including drug users. 

 We definitely shouldn’t be stopped and scared away by a slumlord trying to control all of 

their tenants and the way that things run [in their building] … Because why should we let 

managers and slumlords control people’s access to health and community services? We 

shouldn’t. Like sometimes you need to go around those things. (TORO Community Organizer – 

0201) 

 

This incident spawned discussion amongst the funding partners that perhaps TORO ought to be 

run by an organization with a more explicit focus on “health.” 

 This concern that sort of got raised about this stuff happening at the [SRO building 

name] and then there was this question of “should [TORO] be run by an organization that’s 

seen as more health-y or neutral? (Funding Partner – 0303) 

 

Funders were concerned that connecting TORO to the Collaborative’s advocacy work had the 

potential to put tenants at risk and to impede the program, but this incident was the only time 

throughout my fifteen months of fieldwork where a landlord had such a strong opposition to the 

TORO program providing support and services to their tenants. Ultimately, the TORO program 

was not taken away from the Collaborative and given to a more “neutral” health service provider 

in the DTES due to the Collaborative’s unique positioning and expertise in working within 

privately-owned SRO buildings. 

[The SRO Collaborative] has so much knowledge about what’s going on in those buildings that 

[they] just understand it much better than I think [other non-profits] do. (Funding Partner – 

0303) 

 

 Furthermore, after this incident, the SRO Collaborative became increasingly careful 

about which roles and tasks each person played in order to prevent landlords from linking the 

TORO program to the SRO Collaborative. 

2.4 Segmentation of Responses to the Overdose Crisis  

 The final reason for a perceived and desired separation between harm reduction in the 

form of TORO and advocacy in the form of the SRO Collaborative from the perspective of the 
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funders was due to the bureaucracies of the institutions where they worked. Funders saw TORO 

as a health intervention, but the fact that it is run by a housing advocacy non-profit organization 

made the program:  

 Inherently more complicated because it was cross-sectoral. It has to do with housing, 

homelessness, the overdose crisis…So, it was kind of two separate worlds and obviously two 

worlds where in Vancouver they’re the two biggest policy issues, right? Homelessness and 

housing, and the overdose crisis are like the two most complicated, challenging, intricate 

problems that we have that all of us in different organizations are trying to figure out. So, it was 

just a really complicated project. (Funding Partner – 0301) 

 

 So even though it was kind of controversial for reasons we can get into, I still felt 

[funding the SRO Collaborative to run TORO] was worth the risk in some ways because of the 

health care… I wasn’t in the housing department, that’s a totally separate department. (Funding 

Partner – 0301) 

 

Furthermore, the institutions that were involved in funding the TORO program are also subject 

to neoliberal accountability practices. In this context, this meant that Opiate Emergency Funding 

had to go toward preventing overdoses, and the funding partners needed to account for the 

effectiveness of their distribution of funding. Due to the context of both the overdose crisis and 

the environments TORO intervenes in, this is difficult to quantify. 

 Even with naloxone kits distributed, we know how many naloxone kits are distributed out 

there, [but] we don’t know how many lives have been totally saved with those because some of 

those happen in overdose prevention sites, some of them happen behind closed doors, and a lot 

of things] are unknown which is really challenging and can make it hard to create business cases 

for a lot of these different kind of projects. (Funding Partner – 0302) 

 

Bureaucracies and their accountability practices are not equipped to deal with an 

organization like the SRO Collaborative running what they see as purely a “health” intervention 

due to the inherently more comprehensive, rights-based approach to health that the Collaborative 

had.  
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2.5 What is the Place of Advocacy in Harm Reduction? Defining Acceptable Targets for 

and Means of Advocacy 

 While the Collaborative’s community organizing process that it took to TORO is a 

holistic, political process wherein advocacy is instrumental to its success, the Collaborative’s 

ability to advocate on a larger scale for TOROs and SRO tenants in general may have been 

hindered by running a harm reduction intervention due to two factors, funding and access.  

 After the incident with the landlord described above, the Collaborative made a clear 

effort to remove any association between the TORO program and the Collaborative. This 

included changes to their logo to ensure that the DTES SRO Collaborative was not credited as 

connected to the program. It also meant that I had to change some of my consent-seeking 

processes to no longer introduce myself as “a volunteer with the SRO Collaborative” but as “a 

volunteer with TORO,” in order to disguise the organization who was behind TORO’s identity 

from landlords. As one Community Organizer explained, “we sort of do have to stay on fairly 

good terms with landlords in order [for TORO] to stay in the buildings.” (TORO Community 

Organizer – 0202). The SRO Collaborative could not, for example, use TORO as a means of pre-

emptively mobilizing tenants to demand repairs or improvements in their building. 

 While Community Organizers were confident that efforts to improve SRO habitability 

would eventually become a larger part of their work with TORO, they also saw barriers to taking 

this kind of action. Beyond merely angering landlords and causing TORO to lose access to the 

buildings, they believed it may also cause them to lose their harm reduction funding.  

 Right now we have a lot of freedom to do what we want, and I think that’s just because 

[the funders] are like “as long as you deliver these health things, like we’re gonna turn a bit of a 

blind eye.” But, if [the housing advocacy] became more public, I think that it would threaten our 

funding, yes. Because they would probably question how it relates to the health deliverables of 

the service. (TORO Community Organizer – 0201) 
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This Community Organizer’s understanding of their funders’ perspectives was slightly 

complicated in my interviews with funders. When I asked about the place of advocacy within 

harm reduction, all participants who were involved with funding the TORO program invariably 

supported advocacy as a key component of harm reduction.  

 None of this stuff came about, not Insite, not needle exchange, not suboxone, not NAOMI, 

none of this stuff came out without a fight. So, I don’t see it [advocacy] as separate from harm 

reduction. None of this stuff happens without a fight. (Funding Partner – 0303) 

 

 I think that the history of harm reduction has been one of advocacy and activism…I think 

that people providing harm reduction services need to advocate for that. (Funding Partner – 

0302) 

 

 Participants with the authority and the means of deciding what is and is not acceptable 

advocacy within harm reduction programs saw advocacy for harm reduction as a crucial 

component of the paradigm. While funders discussed the importance of attending to upstream 

social determinants of health and factors underlying addiction as an important component of 

harm reduction, they emphasized that these determinants (e.g., social isolation, early childhood 

care, housing) were much more complicated, difficult to address, and difficult to measure. 

Despite their theoretical support for advocacy, funders did not appear to see advocacy for things 

that were not explicitly drug use related, like advocacy for improved housing conditions, as an 

appropriate component of a harm reduction intervention they were involved in funding.  

 So, it’s a lot of the work [in harm reduction] is like “oh wow we wouldn’t have to do this 

work if people could just get a regulated substance that they knew what was in it” and so you 

end up doing drug policy advocacy. So, the SRO [Collaborative’s] work is a little, like it’s 

upstream but it’s like way upstream in some ways. It’s kinda like “well, people don’t have decent 

places to live and that probably doesn’t help with their use.” Yeah, it’s a little off to one side I 

guess. (Funding Partner – 0303) 

 

On the other hand, the Collaborative saw health, housing, and the overdose crisis, not as separate 

problems, but as intimately linked and related. 
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 [Harm reduction] is totally a band aid unless you’re dealing with the systemic reasons 

why people are dealing with addiction in the first place. Yes, harm reduction’s a way in to 

connect with people, but if you’ve got nothing else happening to change the system for people, 

then it is just a band aid. It’s just not going anywhere. (TORO Community Organizer – 0202) 

 

 I think it’s amazing that the SRO Collaborative is able to see the connection between 

harm reduction and housing. And since TORO is a project of the SRO Collaborative, it’s fighting 

for people’s rights as a whole. (TORO Community Organizer – 0204) 

 

The benefits of addressing the intersection of housing and drug-related harm concurrently is 

borne out by the experiences of some TOROs: 

 It all plays a part. It’s like one big web, right? One thing directly affects the other. I’ve 

noticed that since, A) I’ve gotten housing and B) gotten on the hydromorphone [opiate agonist 

treatment] program, my life has improved 100%. There’s no doubt. The difference is night and 

day. (TORO – 0002) 

 

 The Collaborative and their TOROs’ holistic and comprehensive understanding of health 

and drug use meant that while their funders continued to emphasize and demand a separation 

between the SRO Collaborative’s work and the TORO program, the Collaborative and some of 

the TOROs saw housing advocacy and harm reduction as one and the same.  

Mobilizing Harm Reduction for Advocacy Work and Environmental Changes 

While TORO’s funding partners saw an advocacy organization as merely a vehicle for a 

harm reduction and “health” focused intervention, the Collaborative has been able to leverage its 

status and authority as a health service delivery organization to facilitate advocacy work and 

expand its reach as a relatively new organization. The TORO program provided funding which 

allowed the Collaborative to hire their first full-time staff members and rent out their first private 

office space. Furthermore, Community Organizers also saw what has been referred to as the 

controversial “advocacy element” of the program as one of the keys to the program’s success due 

to the Collaborative’s reputation for standing against the oppressive and marginalizing 

environments it was intervening in.  
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3.1 “If TORO was divorced from the goals of the Collaborative, it wouldn’t have the same 

agency or teeth that it has:” Advocacy Strengthens a Harm Reduction Intervention 

Through its connection to the SRO Collaborative, TORO staff sees the program as having 

the ability to change environments in a way that it could not if it were being run by a health 

service delivery organization. This is because TORO allows the SRO Collaborative to gather in-

depth intelligence and information about the buildings, including physical conditions, social 

networks within them, landlord tendencies, and power players within the building’s drug trade.  

 I think that private SROs need to be approached in a different way than other buildings 

that have supports…I think with the SRO Collaborative being able to do this work, it allows 

people to create their own spaces, you know what I mean? And not feel like their lives are being 

dictated [to them.] (TORO Community Organizer – 0204) 

 

The Collaborative also see the TORO program as being able to participate in their mission of 

repositioning the ownership of privately owned buildings into non-profit hands.  

 I just don’t think that the Portland Hotel Society would be able to get in the buildings the 

way we do, and I think that if they did, the knowledge that they [gathered] wouldn’t contribute to 

any to the Collaborative’s goals, which is to reposition the ownership of these buildings into 

community hands. They don’t share the same mandate. So, I think that [because] TORO is under 

that mandate, give the program a lot more power to participate in repositioning these buildings. 

(TORO Community Organizer – 0202) 

 

My research revealed the possibility for the TORO project's harm reduction intervention 

to contribute towards environmental changes and increase the capacity of the SRO Collaborative 

in four ways. First and foremost, TORO provides a platform for the Collaborative to sustain its 

ability to access buildings. Second, it allows the Collaborative to build relationships with tenants 

and facilitated a community organizing process. Third, it helps the Collaborative build 

relationships with landlords. Finally, the Collaborative has been able to mobilize TOROs and the 

TORO project in small but significant ways in order to make SROs safer and contribute towards 

systemic changes. 
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3.2 “I was getting into buildings that I had never been in before:” Gaining and Sustaining 

Access 

Getting access to a building may seem like a paltry feat and peripheral to the tasks of 

providing harm reduction or improving conditions, but my fieldwork prior to beginning my 

research demonstrated otherwise. Entering SRO buildings before the TORO program was well 

established in them often involved waiting for someone to leave and then sneaking in before the 

door had closed. It also involved some degree of deception of the manager or landlord as they 

were largely unwilling to allow outsiders, perhaps particularly middle-class outsiders with the 

power to report conditions and abusive practices, into their spaces. With the TORO program, the 

SRO Collaborative has been able to leverage the “health-y” or neutral aspects of overdose 

prevention service delivery in order to explain the reasons for their presence in buildings. They 

have also been able to hold large tenant gatherings in hallways without interference from 

building managers or landlords, something that in many buildings had previously been actively 

prohibited by closing common rooms and evicting tenants who attempted to organize their 

neighbours.  

Furthermore, gaining access to a building encompasses more than simply entering 

through the front door or holding a tenant gathering in the form of a naloxone training workshop. 

For the Collaborative, it also involves supporting a “tenant lead,” a TORO, who becomes the 

eyes and ears of the Collaborative in the building. The tenant’s life, health, and well-being often 

become increasingly stabilized by the support and community built around them within the 

TORO program, which in turn allows them to provide support and assistance to their neighbours. 

As a result of the context of this program, this support is often in the form of harm reduction and 

overdose prevention, but in some cases, it has included referrals to overdose outreach support, 

housing support services, and eviction prevention for their neighbours. Having multiple TOROs 
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in place throughout privately-owned SROs has provided the Collaborative with a much better 

picture of the conditions and situation in each building. In turn, this has helped them to prioritize 

their work and to strategize future actions.  

 The Collaborative is trying to improve the living conditions for SRO tenants, and this 

[harm reduction intervention] is definitely helping. It’s not the first thing that we wanted to do, 

but somebody needs to do it - it’s clearly a need. And it’s helping us get to know all the tenants 

and the landlords, which will help us once we layer in some habitability campaigns. We’re 

totally getting to know the whole cast of characters through TORO. (TORO Community 

Organizer -0202) 

 

By helping the Collaborative sustain their ability to access privately-owned buildings 

where non-tenants are often prohibited, TORO has helped the Collaborative to expand its already 

extensive arsenal of privately-owned SRO-related knowledge. This knowledge is critical in 

helping the Collaborative to strategize their approaches to buildings and prioritize targeted 

advocacy work. Beyond merely helping SRO Collaborative Community Organizers, a role that 

in some cases is synonymous with TORO Community Organizers, enter buildings, knowledge is 

also gathered through the relationships TORO has built with tenant “insiders.” 

3.3 Building Relationships and Activating Tenants 

The TORO project helps the SRO Collaborative to build relationships with a broad range 

of SRO tenants and thus expand their reach as a relatively new organization. I witnessed the 

importance of relationship building and trust through my fieldwork prior to commencing 

research. One of the tasks I took on as a volunteer for the SRO Collaborative over the summer of 

2017 was to assist in organizing tenants in the Balmoral hotel, which was being condemned by 

the City due to unsafe and uninhabitable conditions - causing all the tenants to be evicted. This 

task was challenging for the SRO Collaborative, not only because of the crisis context in which 

occurred, but because of the inherent lack of trust that many SRO tenants had towards outside 

assistance. At first, some tenants expressed their hesitancy to trust the Collaborative’s help due to 
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past experiences trying to get support from institutions and social services and being let down. 

With the TORO program, the SRO Collaborative is able to have face-to-face contact with tenants 

in many SROs at least once a month. It provides an opportunity for the TORO Community 

Organizers to build relationships with tenants, provide support for various issues, and 

demonstrate their commitment to following through with people. This trust-building has the 

potential to dramatically alter the ability of the SRO Collaborative to mobilize and organize 

tenants in the future, due to the trust and the relationships that are needed in order to attempt to 

confront landlords. 

 TORO is laying groundwork, even just like informing people about their rights and just 

encouraging people to think about things differently. Just to be like “you actually have potential 

to make things happen in your space” cause a lot of people feel really hopeless and they’re 

afraid to do anything. So, I think that it’s laying the foundations to help people get to the point 

where they can do things like challenge their landlord on maintenance issues and stuff like that. 

But that can only happen when that foundation of trust and knowledge is there, you know? 

(TORO Community Organizer – 0201) 

 

 While some TOROs were unaware of what or who the SRO Collaborative was at the 

beginning of my research, as my research and the program progressed, more and more 

participants appeared to be aware of what the Collaborative did, and became increasingly 

interested in their housing situations. TORO’s bi-monthly meetings often revolve around 

conditions in peoples’ buildings. According to at least one tenant, this makes even the act of 

talking about conditions and situations in their SROs “less taboo” (TORO Community Organizer 

– 0204). It also allows the Collaborative to hold eviction prevention workshops for the TOROs to 

help them learn their rights as tenants and maintain their housing. Some TOROs see the work 

they are doing and the work of the Collaborative, not as separate entities, but as intimately 

related. 

 TORO helps people stand up and have a voice. It’s the same as tenant rights, right? 

Letting people know that they have rights and they’re not just some like whatever. It makes them 
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feel empowered so it’s really important and I think that the two are really good together because 

it’s hard to [separate them.] (TORO – 0008) 

 

 I think the housing crisis is just as huge an issue as the fentanyl issue is. And that being a 

part of the TORO project, I think is great! I mean, you know, it solely being about overdoses and 

whatnot, [would be] awesome and all, but you know, having the extra, you know? Cause like 

housing issues go hand in hand with drug issues and mental health issues, you know? They’re all 

intertwined in this weird little spider web and so you know, I feel that us being a part of helping 

people find homes as well as helping people, you know, respond to overdoses is equally 

important. (TORO – 0005) 

 

It is clear that, while funders would prefer to keep housing advocacy and harm reduction 

separate, the SRO Collaborative, the TORO program, and TOROs themselves do not see this as 

possible. To them, housing advocacy is a form of harm reduction by intervening at the root 

causes of harmful drug use. 

3.4 “A common theme with managers is they’re really grateful for the supports:” Building 

Relations with Landlords and Managers 

The TORO program also helps the SRO Collaborative to build relationships with 

landlords and managers. Not only has TORO helped to “wear down the resistance of managers 

and landlords to having other people in their buildings, and get them used to the idea of other 

eyes and ears in there” (TORO Community Organizer – 0202), it has also helped to build some 

degree of cooperation - or at least tolerance - between the SRO Collaborative and landlords. This 

has occurred due to the continued presence of TORO in SROs and has helped TORO 

Community Organizers to rehouse TOROs in the event of evictions, which are an ever-present 

threat within the neighbourhood. In some cases, building managers and landlords draw on the 

relationships they have with TORO staff to ask them for recommendations to help them fill 

recently vacated rooms. The Collaborative views these newfound cooperative relationships with 

landlords as potentially conducive to improving habitability in SROs.  
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 We’ll be able to say “Hey, [landlord’s name], this tenant has got an issue, they haven’t 

had a working sink in two years and the landlord will go “okay” and they’ll fix it. They’ll know 

who we are and have a bit of a relationship ahead of time. (0202) 

 

These relationships with landlords are further conducive to growing the capacity of the 

SRO Collaborative and enabling them to improve conditions for SRO tenants. 

3.5 “People aren’t running around like chickens with their heads cut off looking for narcan 

anymore:” Improving SRO Living Conditions 

Finally, the SRO Collaborative has been able to mobilize TORO in small but significant 

ways to not only improve SRO housing conditions and safety, and also to pursue systemic 

changes. One way that TORO helps to improve SRO environments is by reducing the stress that 

the overdose crisis causes for SRO tenants. TOROs described the experience of an overdose at 

the beginning of the overdose crisis as being extremely stressful, with lack of education and 

availability of naloxone being a key factor this stress. 

 [When there’s an overdose] usually you hear someone bellow “OD!” or “I need 

Narcan!” you know? So originally, when the crisis first came about everybody knew that there 

was narcan, but nobody knew how to administer it. And the stress levels were through the roof, 

right? Cause the narcan kits weren’t so easily available, so you’d be running two blocks down 

the street and it gets stressful cause you don’t know what’s happening back [home] with that 

individual. So, as time has gone on, narcan is [now] everywhere in this neighbourhood. I know a 

good number of people who keep it on their body. The stress levels have definitely come down 

from a couple of months ago anyways. (TORO – 0004) 

 

The same TORO described how they felt differently about responding to overdoses in their 

building since TORO became established: 

 If you have everything you need [to respond to an overdose] brought to you, you’re just 

like “yeah this is wicked!” The last thing you’re wanting to do is put on your shoes in the pissing 

rain to go out to get some stuff to save your buddy that stole your dope [laughs]. It’s funny how 

horrible that sounds but that’s basically the gist of it [laughs]. (TORO – 0004) 

 

By training tenants to respond to overdoses, distributing ample naloxone kits, and 

designating one or two central locations for tenants to get naloxone kit refills and help with 

responding to an overdose, TORO has helped change overdoses from traumatic, stressful events, 
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to manageable situations. TOROs described the role that the naloxone training workshops play in 

bringing an awareness into the building of what naloxone is and how it works. They also 

described their roles as providing support and first response in the event of an overdose, but only 

when other tenants didn’t have it under control. 

 TORO in my own words, is somebody that responds to overdoses in an SRO when nobody 

else wants to do it [laughs,] you know? A lot of people get panicked by it, they panic, you know? 

But then there’s a lot of people who come knock on my door asking for a kit and they’ll take care 

of it themselves, right? I ask them if they’re trained right away and most of them say yes, but if 

they don’t know what they’re doing then I’ll go [help]. (TORO – 0003) 

 

 This happened actually last night. I stepped out into the hallway with my kit in my hand 

and I was like ready to [respond to an overdose] and there were already two people and they 

were already dealing with it. I just kind of took a step back and I watched, and they were doing 

everything perfectly. They were using the mask, everything was fine, right? So, that’s really cool 

and to me that means what we’re doing is working cause people are more confident when they’re 

giving narcan, right? (TORO – 0008) 

 

By providing tenants with the resources, abilities, and confidence to revive their friends and 

neighbours, TORO has helped to reduce some of the stress of the overdose crisis within SROs. It 

is also clear from these descriptions that this stress applies not only to people who are directly 

responding to the overdose, but to all other tenants nearby.  

 Furthermore, the SRO Collaborative’s focus on housing conditions and community 

organizing has led them to implement some changes that TOROs wanted to see made in their 

buildings. Many privately-owned SROs do not have needle disposal facilities, despite the high 

concentration of people who use drugs within them. Because of this, it is not uncommon to see 

used needles in the hallways or bathrooms of some buildings. TORO attempted to work with 

VCH and some building owners for many months in order to try to get needle disposal boxes 

implemented in SROs. When this process meandered and went nowhere, TORO took action and 

implemented a solution that a tenant had devised. This tenant had grown tired of seeing used 

needles scattered around their building, so they bought an empty five-gallon paint bucket, glued 
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the lid on, and used a bike lock to attach it to the bathroom in their building. When this tenant 

became involved in the TORO program, they taught the TORO staff how to make these 

makeshift “rig buckets.” In turn, the TORO Community Organizers turned this idea into an art-

making workshop and worked with TORO’s during a weekly drop-in session to make buckets 

for their own buildings. TOROs then installed them in their building’s hallways and bathrooms 

with bike locks to give people a place to safely dispose of their used needles. While this project 

was not repeated due to prohibitive costs, it demonstrated some of the environmental changes 

that were made possible by the peer-leadership philosophy embedded in the continuing 

connection between TORO and the SRO Collaborative. The changes TORO has been able to 

make within SROs go beyond providing practical harm reduction support and improving the 

habitability of the building. The TORO program is grounded in Indigenous cultures and ways of 

knowing, and the Community Organizers seek to provide culturally-relevant care and support to 

SRO tenants and TOROs whenever possible. This has included reaching out to buildings where 

deaths have occurred to ensure that tenants are aware of upcoming healing circles, smudges, and 

remembrance ceremonies. TORO’s Indigenous Facilitator also provides outreach and support to 

TOROs and tenants who ask for their help, whether that be through a conversation, smudging 

with them, brushing them off, or smudging their room. By seeking to make changes in the 

hotel’s habitability and providing tenants with culturally-relevant support and resources, TORO 

makes changes in SROs that are environmental and affective. 

Finally, the Collaborative is able to use TORO not only to teach people about tenants’ 

rights, thus helping them to maintain their tenancies, but also to prompt TOROs to care enough 

about their environments and their neighbours’ living conditions that they join ongoing class 

action lawsuits. The Collaborative currently supports a class action lawsuit at two buildings 
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owned by the same landlords. One TORO became aware of the class action lawsuit through their 

involvement in the program and found out they were looking for a tenant to lead the lawsuit at 

their building. Through TORO, they had built strong relationships with members of the SRO 

Collaborative and felt confident that the Collaborative would support them if they took it on. The 

trust TORO helped the SRO Collaborative build with this tenant helped them feel comfortable in 

taking on the class action lawsuit in their building, which the tenant knew could potentially lead 

to violent retaliation by their landlord. They described how this trust, coupled with the poor 

conditions and health hazards of their building made them want to be a part of the lawsuit. 

 [I got interested] just by seeing what the other [TOROs and members of the SRO 

Collaborative] were doing [with the lawsuit]. They needed somebody as the representative of the 

people in [my] building and nobody else was going to step up. So, after being there over four 

years I thought maybe I should do something. (TORO – 0007) 

  

 Through TORO’s connection to the SRO Collaborative, it is able to do much more than 

deliver a clinical harm reduction intervention. Despite their funding partners’ attempts to restrict 

TORO from explicitly being connected with the SRO Collaborative and keep the program solely 

about “health,” it has clearly led to diverse improvements in SROs which address the intersection 

of this marginalized form of housing and drug use. The SRO Collaborative’s holistic perspective 

on health and rights, coupled with the inherently political community organizing process it takes 

to its work and its grounding in Indigenous ways of knowing, allows TORO to do both; to reduce 

death and promote health.  

Conclusion 

 Through the community organizing process that the SRO Collaborative takes to 

delivering their harm reduction intervention, they have been able to go beyond the scope of 

overdose death prevention. TORO supports the tenants who were involved in the program, helps 

them to form a peer-led family, which in turn is translated into community and relationship 
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building within SROs. The relationships built at TORO workshops are sometimes conducive to 

supporting peer-witnessing, a key component of preventing fentanyl-related overdose deaths, and 

reducing stigma against people who use drugs.  

 Funders of the TORO project saw, or hoped to see, a distinction between TORO and the 

SRO Collaborative due to the Collaborative’s political housing advocacy orientation, the 

possibility that their advocacy could paradoxically impede the service delivery components of 

TORO, the bureaucratization and neoliberalization of public health institutions, and a 

(re)defining of what kind of advocacy is acceptable within harm reduction.  

 Despite funders’ perceptions, the SRO Collaborative sees their work, TORO, harm 

reduction, and housing advocacy as intimately intertwined or one and the same. This connection 

has helped to strengthen the TORO program, and in turn has helped build and expand the reach 

of the SRO Collaborative. It has helped the Collaborative to sustain their ability to access SROs, 

provided a platform and funding for building relationships with SRO tenants, and contributed 

towards co-operative relationships with landlords. Finally, while potentially constrained by the 

tenuous and apolitical nature of their harm reduction funding, the Collaborative has been able to 

mobilize TORO to improve living conditions for SRO tenants, both by reducing the stress and 

trauma of the overdose crisis, and contributing towards physical, social, and structural changes. 

 By taking a community organizing approach to overdose response education, TORO 

represents a novel as a harm reduction intervention. It is an important innovation in the 

advancement of harm reduction as both a public health paradigm and an activist movement. It 

demonstrates that, while there are certain structural and institutional barriers to doing so, it is 

possible for harm reduction interventions to leverage the urgent context of the overdose crisis to 

break the molds of traditional health service delivery and to intervene in social determinants of 
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health that have long been relegated to the backburner of public health priorities. Furthermore, 

through its political, community building, holistic processes, TORO intervenes in the social, 

physical, and structural environments of the overdose crisis by building upon known therapeutic 

aspects of the DTES. 
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Chapter Five - Discussion 

The Tenant Overdose Response Organizers (TORO) program represents the latest 

iteration of a storied history of grassroots, drug user-led harm reduction innovation in the 

Downtown Eastside (DTES). My thesis demonstrates how harm reduction interventions like 

TORO may lead public health to return to a commitment to social justice and political advocacy 

as means of addressing society’s worst public health crises. In the first section of this chapter, I 

will discuss the implications of broader public health discourse on harm reduction as it appeared 

to touch down and influence TORO’s emergency response to the overdose crisis. I will begin by 

summarizing the neoliberal turn within public health and harm reduction. I will then discuss the 

consequences of this shift in terms of the current overdose crisis and responses to it. Next, I will 

present a discussion of the limitations of this paradigm with relation to TORO, and explore 

potential opportunities that TORO represents to challenge the limits of dominant understandings 

of harm reduction. Finally, I will briefly explore how TORO fits into the ongoing 

demedicalization of harm reduction. 

In the second section, I will expand on the “therapeutic riskscape” framework developed 

in Chapter 2. First, I will reiterate my understanding of a therapeutic riskscape and how it may 

help to reconcile conceptualizations of the DTES as a landscape of both drug-related harms and 

place-based healing. I will then explore how TORO engages in and reproduces this therapeutic 

riskscape by supporting organic community resources that arise from within, and in adversity to, 

negative conditions. Further, I will describe how the work and resources developed by DTES 

community members counteracts adverse conditions by both reducing structural harms, and 

fostering healing from within the drug user community.  
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In the third section of this chapter, I will explore the methodological contributions made 

with my fieldwork, including how volunteerism facilitated research that navigates between both 

outside and in situ perspectives to gain insight on a unique harm reduction program. Finally, I 

will explore some of the limitations of my project and provide my conclusions and 

recommendations.  

“If you don’t deal with systemic issues, it’s not going anywhere:” Limitations of Neoliberal 

Approaches to Harm Reduction and Opportunities for Radical Change Within the 

Overdose Crisis 

Harm reduction, its aspirations, politics, and practices, have changed dramatically since 

its origins in Canada. These origins coincide, historically and conceptually, with many principles 

that developed within new public health movements (Rhodes, 2009), and in particular as they 

became outlined in the Ottawa Charter (WHO, 1986). The Ottawa Charter proposed a radical 

agenda for public health that was very much value laden and process oriented (Labonte, 1997; 

Potvin & Jones, 2011). The Ottawa Charter’s turn towards health promotion represented a 

marked contrast to prior public health approaches, which had focused on health care 

improvement and life-style based interventions – arguably obscuring some of the links between 

society and health (Crawford, 1980; Irvine, 2006). The Ottawa Charter outlined an understanding 

of health promotion as one with an “upfront affirmation that in order to increase health and the 

equity of its distribution, one must transform social conditions that shape the distribution of 

health” (Potvin & Jones, 2011, p.247). The behaviouralist approaches of pre-Ottawa Charter 

public health bear some similarity with dominant approaches in addictions research and 

treatment. These approaches broadly fall into three categories: disease, choice, and self-

medication models of addiction; all of which serve to individualize alcohol, drug use, and 

addiction issues (Lewis, 2016). Conversely, groups like the Vancouver Area Network of Drug 
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Users (VANDU) have championed a rights-based, collective, grassroots approach to drug use, 

called harm reduction. Harm reduction accepts that drug use is going to occur, and seeks to 

reduce the harms associated with it, rather than working to reduce the use of drugs themselves 

(Harm Reduction International, 2018). VANDU’s drug user-led, activist movement called for the 

implementation of a safe injection site in Vancouver to counter the rise of overdose and HIV-

related deaths in the DTES throughout the 1990s. The eventual implementation of Insite, 

Canada’s first supervised injection site, in 2003 represented a monumental victory for people 

who use drugs and for public health in Canada. The concurrent rise of neoliberal austerity 

measures, however, had marked effects on both the new public health movement, the harm 

reduction movement, and on the places and ways in which these movements intersected.  

Public health stakeholders, city officials, lawyers, and researchers all played key roles in 

supporting VANDU’s movement towards drug user liberation. During this movement, however, 

the onset of neoliberalism resulted in a turn within public health towards population health and 

epidemiological approaches (Labonte, 1997). This shift may have altered the nature of the 

support of public health could and would provide for harm reduction. With the rise of a strongly 

epidemiological gaze, public health became increasingly capable of identifying the importance 

and the effects of social determinants of health but, in contrast to the values espoused in the 

Ottawa Charter, became incapable or unwilling of meaningfully intervening in determinants of 

health, such as colonization, poverty, and housing (Labonte, 1997; Robertson, 1998). Alongside 

the movement towards population health and its data-driven, depoliticized analyses of 

“heterogeneities in health” (Robertson, 1998, p. 164), health promotion’s focus on participatory, 

community-based intervention was relegated in favour of monitoring changing population level 

trends (Labonte, 1997). This shift, from value-laden, social justice oriented, and participatory 
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health promotion approaches towards a politically neutral population health paradigm, 

potentially altered the nature of support that public health was able to offer the grassroots 

movement towards harm reduction. Even so, public health was an undeniable ally to the harm 

reduction movement, lending it legitimacy and providing evidence for its effectiveness. But, the 

role that public health played in the harm reduction movement eventually engulfed, and 

ultimately institutionalized, the potentially emancipatory, rights-based harm reduction movement 

(C. B. R. Smith, 2012). In doing so public health allowed harm reduction to function within a 

society very much still ensconced within a moral angst about the criminality of drug use and 

addiction (Keane, 2003). In its expression of evidence-based allyship, public health necessarily 

altered the nature of the harm reduction movement itself, adjusting its discourse to fit within a 

context of ongoing prohibition (as opposed to decriminalization) and neoliberal individualism (as 

opposed to social transformation). Public health leaders have called more explicitly for full 

decriminalization in recent months, but even in these calls, the motive given is often to stop the 

overdose crisis, rather than deal with the moral underpinnings of criminalizing drug use (CBC 

News, 2018; Lupick, 2018a; Thompson, 2018). Harm reduction has challenged criminalization 

only through place-specific exemptions – such as Insite – and provided a glimpse of alternative 

approaches to drug use, while still lending support to the continued importance of enforcement 

(Hathaway & Tousaw, 2008). Furthermore, public health accomplished the challenging feat of 

implementing a form of harm reduction that would align with the credibility that its “evidence” 

could provide toward the effectiveness of an intervention. Epidemiology provided public health 

with tools to evaluate the effectiveness of harm reduction interventions like Insite in terms of 

disease prevention, the number of overdoses reversed, its effect on “public order,” and in its cost-

effectiveness (Andresen & Boyd, 2010; Hathaway, 2001; Roe, 2005; Wood et al., 2006). It is 
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important to note that the achievement of these metrics, while undoubtedly important, do not 

necessarily represent the tenets of a drug user liberation movement as outlined by VANDU 

(VANDU, 2010). While public health championed some of the rights of drug users in its 

advocacy, it also leaned heavily on discourses of health and health care, framing harm reduction 

as a means of disease prevention. The effects of this discourse are evident in the historic support 

for harm reduction in Canada which provides care for people who inject drugs at supervised 

injection sites, and the lack of attention towards other methods of consumption (i.e. inhalation). 

McCann and Temenos (2015) reason that this may be due to the perception that injection poses a 

higher risk for infectious disease transmission and is therefore more “worthy” of medical 

intervention. While providing a safe place for drug users to inject, public health was able to 

argue they were not encouraging drug use, they were providing health care – and saving tax 

dollars. As a result, harm reduction was framed as a “pragmatic”, “value-neutral,” and “non-

judgemental” approach to drug use and people who use drugs (BC Ministry of Health, 2005, 

p.4). While many public health leaders have been heavily involved in political debates 

surrounding criminalization and harm reduction, the paradigm of harm reduction, as evident in 

its interventions, practices, and discourses, has arguably become a tool for the maintenance of 

some of the systems, structures, inequities, and injustices that are at the root causes of addiction, 

drug use, and consequent harms (Roe, 2005).  

The consequences of the institutionalization of harm reduction can be seen in the 

overdose crises of today; failure to attend to underlying antecedents of drug use and drug-related 

harms has arguably sown the seeds of Vancouver’s overdose crisis. Vancouver’s HIV epidemic 

in the mid-1990s has been attributed to “an extraordinary risk environment” (p.36) comprising 

of, but not limited to, the continuing and traumatic effects of colonization, the structural violence 
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of poverty, the concentration of services within the rapidly gentrifying DTES, single-room 

occupancy hotel (SRO) shooting galleries, the arrival of powder cocaine and heroin, and 

insufficient needle exchange (Ciccarone & Bourgois, 2016). Today’s overdose crisis can be seen 

a result of the failure, apart from the expansion of needle exchange and the implementation of 

supervised injection, to meaningfully attend to some of these very same structural factors and 

trends. These factors have arguably been further compounded by the potency of Vancouver’s 

housing crisis, which has seen conditions for people who use drugs worsen dramatically with the 

decay of SRO hotels and increasing rates of homelessness (CBC News, 2017; Swanson et al., 

2018). In Vancouver, home of harm reduction in Canada and the place where harm reduction 

philosophies and interventions have been most widely implemented, overdose deaths from 

fentanyl and related analogues have risen dramatically. In Vancouver alone, 366 people died 

from an overdose in 2017, an increase of over 100 from the year before (BC Coroners Service, 

2018). In the face of government inaction, drug users and activists once again took action, 

opening illegal overdose prevention sites (OPS) and organizing peer-based overdose response in 

SRO hotels. 

In December of 2016, the DTES SRO Collaborative noticed that SRO tenants were 

beginning to gather naloxone kits and organize themselves to respond to overdoses in their 

buildings. With the support of a public health nurse, the Collaborative began delivering naloxone 

training workshops in SROs to support these efforts. These workshops were the origin of the 

Tenant Overdose Response Organizers (TORO) program. The SRO Collaborative, alongside 

many of the OPS’s, received funding from the City’s Opiate Emergency Funding in order to 

continue supporting the work of drug users in their attempts to stem the bleeding of the crisis. 

While many OPS’s in Vancouver were a variation on a known entity, albeit ones that illegally 
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occupied public space and exploited legal grey areas to peer “witness,” rather than medically 

“supervise” drug consumption, TORO represented novel innovation within harm reduction. By 

taking a community organizing approach to their intervention, the process of TORO is inherently 

more political than merely the overdose response education with which it is tasked. The program 

supports leadership development, tenant organizing, community building, and self-determination 

among some of Vancouver’s most marginalized residents. It provides them with resources and 

comprehensive support which helps them to enact change on their lives, those of their 

neighbours, and the environments in which they live. Furthermore, the SRO Collaborative has a 

mandate to improve the habitability of the remaining privately-owned SROs and preserve this 

dwindling stock of low-income housing. Attempting to combine this housing advocacy 

orientation with their harm reduction project brought TORO and the SRO Collaborative into 

tension with their funders on multiple occasions.  

While the SRO Collaborative would prefer TORO to intertwine directly with their 

housing advocacy work, my research reveals how they have been constrained by – but have also 

resisted – the limitations of the dominant harm reduction paradigm’s politics, practices, and 

discourses. The limits of this paradigm, or at least the limits of public health to enact it, became 

increasingly evident as TORO and the Collaborative sought to impel their funders to support 

their broader “way upstream” (Funding Partner – 0303) housing advocacy work as a means of 

reducing drug harms. While funding partner stakeholders wholeheartedly supported advocacy 

work as a critical part of harm reduction, their perspectives appeared to mostly support advocacy 

for harm reduction rather than for changing the settings which create the conditions for harm in 

the first place. Advocacy for harm reduction is undoubtedly important; it has been critical in 

supporting innovative interventions which have saved countless lives. But, by focusing advocacy 
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on gaining public and political support for what essentially constitutes a medicalized approach to 

drug use (e.g. prescription heroin, drug checking, etc.), public health has neglected to advocate 

for societal and structural changes that underlie the antecedents of drug use related to social 

determinants of health, such as housing (Bowen & Mitchell, 2016; Damon et al., 2018; Shannon 

et al., 2006), poverty (Bourgois & Schonberg, 2009; Rhodes, 2009; Shannon, Kerr, et al., 2008), 

and colonialism (Ciccarone & Bourgois, 2016; Pearce et al., 2008).  

Recently, this trend may be changing with cities such as Vancouver and Toronto calling 

for the decriminalization of all drugs (CBC News, 2018; Thompson, 2018). But a “post-truth” 

ideological climate in which Ontario’s Ford administration has dismissed evidence from decades 

of harm reduction research (Ramlakhan, 2018; The Canadian Press, 2018) illustrates the limits of 

an evidence-based approach to advocacy for decriminalization. Decriminalization would 

undoubtedly be a major turning point in supporting the rights, health, and safety of drug users, 

but it must be accompanied by concurrent recognition of broader challenges and changes needed 

to achieve justice and equity for people who use drugs. While drug policy changes play a central 

role in VANDU’s Manifesto for a Drug User Liberation Movement, they exist alongside other 

important factors and processes, such as meaningful and democratic participation, housing, 

income, transportation, food security, and community safety (VANDU, 2010). The SRO 

Collaborative takes a similarly holistic perspective on the relationship between environmental 

factors, mental health, and drug use. In interviews, Community Organizers noted that harm 

reduction is completely necessary and will always be an important way to connect with 

marginalized people, but that it must be accompanied by larger systemic changes. The 

interviewees I talked to suggested that when opportunities presented themselves within TORO 

for public health to ally themselves with the SRO Collaborative’s work to improve the only 
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housing available to many marginalized drug users in the DTES, they refused. When confronted 

with some of the structural barriers to implementing a harm reduction intervention in privately-

owned SRO hotels – including a particularly abusive and oppressive landlord who sought to 

control their tenants’ activities and relationships – public health stakeholders attempted to impel 

the landlord to allow health services into the building by invoking the authority of the Medical 

Health Officer. When the landlord ignored this threat, TORO’s funders chose to avoid conflict 

entirely, urging the SRO Collaborative to abandon the hotel and re-focus their energy on another 

building. This decision highlights the limited scope on drug use interventions that harm reduction 

has come to hold. It attends to drug use and the harms of oppression and criminalization on an 

individual level, but it does not necessarily seek to change the physical, social, or structural 

environments in which addiction, drug use, and drug-related harms occur. Rather, harm 

reduction has become content with educating people on how they ought to cope with their 

ongoing criminalization and oppression in order to be remain alive, disease-free, and not 

“burden” the health care system. The case of TORO provides an example where the 

neoliberalization and bureaucratization of public health foreclosed it from lending support to 

political, grassroots housing advocacy. Housing advocacy and improving living conditions for 

people who use drugs would not “count” within public health’s structures as a worthwhile 

achievement, or “deliverable,” by an overdose response education program. TORO’s funders 

chose to attempt to ensure there was no connection between the “controversial” (Funding Partner 

– 0301) housing advocacy organization running TORO, and the TORO program itself. In this 

way, the TORO program’s funders attempted – largely successfully – to make TORO fit the 

mould of a “healthy or neutral” (Funding Partner – 0303) service delivery intervention.  
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Failure to comply with the demands of delivering a health service that was essentially 

expected to be neutral and apolitical nearly resulted in the removal of TORO from the SRO 

Collaborative. But health is not neutral, health is holistic, it is political, and it reflects social 

injustices (WHO, 2008). While health service delivery in the DTES may have recently become 

increasingly informed by neoliberal ideologies and depoliticized (Masuda & Chan, 2016), TORO 

represents an opportunity to look at a way of “doing” harm reduction that exceeds the confines of 

public health’s self-circumscribed scope. By taking a community organizing approach to the 

delivering of overdose response education, supporting the efforts of the community, and actively 

seeking opportunities to change social, physical, and structural environments, TORO both works 

within and stretches the limits of their harm reduction funding. The SRO Collaborative has been 

able to mobilize harm reduction in various ways to improve the lives of TOROs, improve SRO 

conditions, and grow their capacity as an advocacy oriented non-profit organization. It has 

facilitated a sense of community within the program and within SROs, and created spaces 

wherein relationships can be built which reduce isolation and drug-related harm. It has also 

helped the Collaborative gather on-going and in-depth information on the situations in various 

SROs, which may be leveraged when yet another SRO must be condemned for its inhabitability. 

Building relationships with TOROs and SRO tenants will allow the Collaborative to act swiftly 

and effectively to organize and advocate for the needs and desires of tenants when issues in 

SROs inevitably arise. TORO’s funding partners, however, were reluctant to support the 

Collaborative’s housing advocacy work, due to their perception that advocacy to improve 

marginalized and oppressive forms of housing is not a critical component of harm reduction. As 

a result, leveraging the relationships TORO has helped the Collaborative build to mobilize 

politicized tenant organizing movements within SROs may be detrimental to TORO’s funding. 
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TORO demonstrates the potential for ground-breaking interventions to arise from the overdose 

crisis and impels public health and harm reduction to refocus attention onto factors that underlie 

and permeate the overdose crisis. It also demonstrates the difficulties of spurring innovation 

within public health institutions whose prioritization of overdose reduction has elided the 

importance of promoting the social determinants of health as the only way to bring about lasting 

positive change for society’s most marginalized people.  

Exploring Contradictions of Harm Reduction’s (De/Re) Medicalization through a Peer-Led 

Overdose Prevention Program  

In the erosion of the importance of the social determinants of health, the individualized 

and medicalized paradigm of harm reduction intervention has been criticized elsewhere for its 

role in exerting control over people who use drugs, who are often framed as a “hard to reach” 

population (Fischer et al., 2004; Mugford, 1993). By providing low-barrier, non-judgemental 

care and taking a humanistic approach, harm reduction interventions provide an opportunity to 

connect with marginalized people and provide them with care, access to health services, and the 

option of entering into treatment or detox. By treating people who use drugs like people capable 

and willing to care for themselves, harm reduction confronts and deconstructs the image of drug 

users as “crazed addicts” which is so popular within “war on drugs” style propaganda. Instead, 

people who use drugs can be seen as health-conscious citizens, capable of and responsible for 

taking care of their own health (Fischer et al., 2004). Within the overdose crisis the ways in 

which harm reduction care is delivered is changing. No longer is harm reduction delivered 

almost exclusively by nurses, social workers, and other professionals in clinical environments. It 

is now drug users themselves who are tasked with delivering peer-based harm reduction 

interventions in tents, alleys, and SROs. This shift represents a complex development on the 

public health paradigm. I will explore some of the changes that the overdose crisis has impelled 
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within harm reduction by drawing on my research with the TORO and observations throughout 

my fieldwork.  

The overdose crisis arguably represents a demedicalization of harm reduction, in as much 

as the power to provide care, to reverse overdoses, and to educate is being dispersed. Specialized 

clinical knowledge is being transferred to people who use drugs, and the knowledge and skills of 

drug users are increasingly being recognized and valued as a crucial piece in stemming the 

overdose crisis. This shift has seen drug user peers staffing overdose prevention sites (OPS), 

educating their neighbours within TORO, and recently being permitted to assist with injections 

(Lupick, 2018b). Drug users’ harm reduction expertise has at last been recognized and, as a 

result, they have had increasingly specialized medical knowledge conferred on them. This shift 

has arguably altered the power imbalance inherent in providing and receiving care within the 

harm reduction paradigm, but it has also allowed a medicalized gaze to penetrate deeper into the 

community spaces of the DTES and for it to be cast within new places and environments. For 

example, TORO’s peer-based overdose response education has brought harm reduction into 

privately-owned SROs, allowing it to cross people’s doorsteps and enter their homes. My 

observations within SRO settings suggest that the workshops worked to momentarily clinicalize 

hallways, doors, and even rooms themselves. This process occurred in part through generic 

public health posters (e.g., maps showing locations of OPS, messages with attempts to humanize 

drug users, images showing safer injecting practices etc.), the stockpiling and provision of harm 

reduction supplies in TOROs’ rooms (e.g., needles, cookers, pipes, condoms, naloxone etc.), and 

through interactions between TOROs and residents that altered relationships in place. During 

workshops, some SRO tenants (TOROs and TORO Peer Community Organizers) become 

subjectified as quasi-medical experts with expertise and knowledge to deliver to their peers. In 
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turn, their peers and neighbours become constructed as responsibilized clients, themselves 

inculcated into the same roles as peer-experts charged with conveying safer drug use practices, 

providing medical equipment, and in some cases, delivering direct lifesaving interventions to 

their neighbours. While TORO attempts to resist these inequitable relationships by emphasizing 

connection rather than education, it appears almost impossible to entirely remove the service 

provider–client dynamic from a harm reduction program such as this. By occupying these 

positions and casting a quasi-medical gaze on SROs and SRO tenants, TORO allows harm 

reduction to penetrate deeper into private spaces, to clinicalize certain types of (stigmatized and 

criminalized) homes, and to some extent, to responsibilize even harder to reach, isolated tenants.  

The quasi-medical expert status of TORO peers and SRO tenants was often inscribed 

materially in various ways. For example, TORO peers and peer staff are granted a TORO T-shirt 

which sports a large medical cross interfused with cedar branches (to represent the program’s 

connection to Indigenous lands and culture) across the chest, and which reads “T.O.R.O: 

Certified Naloxone Trainer” on the back. TORO peers, SRO tenants, and diverse other DTES 

community members have also begun wearing the naloxone kits (themselves also emblazoned 

with a similar red medical cross) they receive from TORO and other programs on their belts and 

backpacks. The prevalence of these shirts and naloxone kits have been called a “symbol of 

shared experience” that demonstrates “the responsibility that [SRO tenants] feel for themselves 

and others” (Bardwell, Fleming, Collins, Boyd, & Mcneil, 2018, p.5). The increasing tendency 

of people to display their naloxone kits on their person was a topic that arose organically in a few 

of my interviews, with one TORO commenting on how the kits had become “like a fashion 

accessory” (TORO – 0003). Wearing narcan kits and TORO shirts can also be seen as the final 

frontier of the responsibilization of people who use drugs. Harm reduction has not only 
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succeeded in constructing drug users as responsible for their own health and well-being, but it 

has resulted in the embodiment of this responsibility and the extension of it to include caring for 

all those around them, at anytime and anywhere. In doing so, the overdose crisis and peer-based 

responses to it have impelled drug users to alter their very identities to demonstrate their 

capability and preparedness to enact their responsibility to save a life at any given moment.  

TORO training workshops, peer-based programs, and the widespread prevalence of 

naloxone are indeed lifesaving interventions. But it is worthwhile considering what these 

interventions do, and do not do, to the settings in which they work. Factors in SROs, such as the 

conditions of inhabitability and disrepair, violence against women and gender diverse persons, 

and exploitive building managers – to name a few, are invisiblized even while they surround the 

training workshop. While the SRO Collaborative has attempted to leverage TORO to intervene 

in these conditions, they have been deterred from using TORO to take action to change these 

settings by their funders. By not being consistently addressed as an integral part of the 

intervention, the overdose response education aspect of TORO refuses to politicize issues of 

SRO habitability. It omits systematic responses to the physical, social, and structural conditions 

that surround the intervention in favour of the quasi-medicalization of SROs and SRO tenants 

themselves. Furthermore, due to the program’s funding partners’ refusal to support the active 

integration of housing advocacy into the program, becoming enrolled in this responsiblization 

process does not necessarily come with the provision of support for TOROs’ tenant rights. 

Consequently, involvement with TORO can occasionally expose people to other forms of harm, 

including eviction and harassment by landlords.  

The demedicalization of harm reduction that has occurred within the overdose crisis is a 

complex phenomenon, where rather than completely remove medical authority from the 
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paradigm by refocusing attention onto societal inequities and social determinants of health, it 

instead is a weakening and proliferation of the authority of a (quasi)medical gaze. People who 

use drugs and SRO tenants are becoming responsible for and tasked with the preservation of 

their peers’ lives within a context where the state has institutionalized drug user activism to 

dismantle social, physical, and structural environments which exacerbate the harms associated 

with addiction, drug use, and overdoses. In being provided with the opportunity and 

responsibility of literally picking neighbours, friends, and family members off the ground and 

reviving them, TOROs whom I interviewed often reported a feeling of pride and increased self-

worth, suggesting that peer-based service and care delivery, especially when coupled with 

extensive support, decent wages, benefits, and the opportunity to access counselling services, has 

the potential to be a transformative experience, as or more effective than any addiction treatment 

or counselling, for some. But the problematic disavowal and dispersal of responsibility for the 

overdose crisis from state and institutional actors onto the very people harmed by structures 

allowed to remain in place and unquestioned demands further attention. In the rightful 

valorization of people who use drugs’ actions and innovation in responding to this crisis, we 

cannot allow its underlying causes and consequences to be forgotten or to languish unattended. 

The overdose crisis has wrought death and despair across Canada, but its effects have 

undoubtedly been most pronounced on the most marginalized groups in the country. The 

inequitable burden of overdoses and the trauma of responding to them that marginalized drug 

users, particularly those in the DTES, carry ought to be impetus to re-evaluate the politics, 

practices, and discourses of harm reduction. Neoliberal practices and discourses have informed 

public health and harm reduction for decades. They have effectively institutionalized a rights-

based, grassroots, drug user-led movement, and allowed oppressive social, physical, and 
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structural systems to remain in place. Due to its apolitical framing, the harm reduction paradigm 

has sidestepped a public health impetus that would seek to change social, economic, and legal 

structures that perpetuate discrimination, oppression, and harm for drug users.  

The case of the TORO program within the overdose crisis demonstrates the possibility 

for harm reduction to again return towards its grassroots origins. The SRO Collaborative’s 

overdose response education program reveals a struggle at the edge of the paradigm; it is 

constrained by, but also resists, an institutional public health context that remains resistant to 

recognizing the value of housing advocacy as a critical part of harm reduction. Nonetheless, 

TORO has contributed to significant changes in SROs and for the SRO Collaborative. It has 

improved social, physical, and structural environments for SRO tenants, and it has also helped to 

grow the capacity of a housing advocacy organization by creating opportunities to build 

leadership among SRO tenants who can use these capacities in ways that go far beyond TORO. 

This growth demonstrates the possibility that in the context of the overdose crisis, when public 

health is scrambling for solutions, grassroots community organizations have been able to harness 

at least some of the legitimacy and capacity conferred by associating themselves with harm 

reduction discourses and practices. They have further leveraged this association to pursue goals 

that may contribute to improving the living conditions of drug users beyond the conclusion of 

any one program, interaction, or workshop. The establishment of early harm reduction in 

Vancouver during the 1990s necessitated a “culture shift” which occurred due to a crisis situation 

relating to overdose deaths, HIV/AIDS, and public drug use (Hathaway & Tousaw, 2008; D. 

Small, Palepu, & Tyndall, 2006). Perhaps, nearly two decades later, another overdose crisis has 

spurred harm reduction forward once more, but not just towards increasingly technocratic and 

medicalized interventions. As those whom I followed during my research revealed, harm 



 114 

reduction has become a new rallying point for people who use drugs, activists, advocates, 

researchers, and public health stakeholders alike to reimagine and fight for the more equitable 

treatment of the oppressed. This fight is not unlike the ongoing fight for survival that has been 

generated in the DTES community for decades; it builds upon the community’s legacy of 

grassroots fights for harm reduction, housing, dignity and safety for sex workers, and 

decolonization. My research following, observing, and exploring the TORO program 

demonstrates the potential of its approach in supporting the DTES community’s response to the 

overdose crisis. TORO represents grassroots harm reduction innovation that works by 

meaningfully creating space for those most affected by the overdose crisis to lead the program by 

building upon their strategies and solutions to take care of their community. TORO’s 

intervention demonstrates the importance of supporting people who use drugs to make the 

changes they want to see in their housing, community, and lives. It further shows that public 

health must renew its support for drug users’ agency and strategies; not just the ones that are 

measureable, not just the ones that are politically expedient, and not just the ones that involve 

expanding access to harm reduction services. TORO’s innovation comes from combining harm 

reduction with the SRO Collaborative’s community organizing ethos and holistic understanding 

of health and drug use. It demonstrates the possibility for harm reduction to once again be a 

stepping stone for radical change, and not just a mechanism for maintaining the status quo. 

Building Capacity in a Therapeutic Riskscape: Fostering Organic Community Resources to 

Intervene in Risk Environments and Promote Healing 

As described in Chapter 2, a “therapeutic riskscape” bridges the literatures on risk 

environments, mainly advanced by Rhodes (2002, 2009), social epidemiologists, another other 

public health researchers; and therapeutic landscapes, mainly developed by health geographers 

since 1993. In this thesis, I have argued how the therapeutic riskscape framework can offer a 
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useful way forward in harm reduction research in three ways. First, while risk environment 

approaches have attempted to focus on diverse socio-structural factors as the cause of drug-

related harm, they have not adequately attended to the mitigating, protective, and even healing 

qualities that exist within spaces of marginalized inhabitation and drug use. Second, while 

therapeutic landscapes literature has focused on healing properties of various places, from 

exceptional places known for their healing properties, to everyday landscapes, it has rarely 

engaged with the interactions between negative structural factors and positive aspects of place. 

Finally, by combining a risk environment approach to harm reduction with a relational 

understanding of place-based healing potential, a therapeutic riskscape provides a theoretical lens 

for understanding the concurrent potential for harm and healing in contexts of marginalization, 

oppression, and drug use. Furthermore, it is an attempt to demonstrate the importance of 

supporting and developing existing community-driven harm reduction responses. It understands 

place as a relational concept where politicized landscapes and contexts of drug use may counter-

intuitively be conducive to healing, and seeks to explore the relationship between structurally 

produced harms and locally produced healing. A therapeutic riskscape approach seeks to impel 

support for organic resources that develop out of adversity to oppressive structural factors in 

contexts of drug use. By recognizing healing qualities that exist in situ, a therapeutic riskscape 

may offer a more inclusive, democratic, and locally tailored approach to harm reduction that 

works alongside communities with grounded expertise. It is a recognition of the importance of 

community-driven responses to adverse structural conditions; both in terms of producing lasting, 

meaningful, and effective harm reduction interventions, and of fostering positive, protective, and 

healing experiences in places. Through a therapeutic riskscape lens, I hope to reconcile the 

concurrent potential for harm and healing in the DTES, and to surface some of the intersections 
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between these aspects of place. My research with TORO provides a useful basis to develop this 

therapeutic riskscape theory, as a case study that clearly demonstrates the recursive or dialectic 

relationship that exists between risk environments and therapeutic landscapes in the creation of 

resilient communities, such as the DTES. In this section, I will explore how TORO supports 

organic responses to structural harms, and how these responses foster positive relations and 

healing aspects of place. I will then discuss how these protective qualities are mobilized by 

TORO to mitigate structurally produced risk environments. 

Responding to Risk Environments by Developing Protective Aspects of Place 

Risk environments are produced by a variety of complex, macro and micro physical, 

social, economic, and legal forces (Rhodes, 2002). Large-scale shifts in drug supply 

characteristics, often driven by political-economic factors such as governmental interdiction 

efforts or the drug’s country of origin, have been shown to result in changes to risk environments 

by altering drug use behaviours (i.e., black tar heroin, as opposed to powder versions, often 

requires needles to be rinsed thoroughly in order to prevent the syringe from becoming clogged, 

which consequently reduces residual blood in the needle and its potential to transmit HIV) 

(Ciccarone, 2005; Ciccarone & Bourgois, 2003). The permeation of fentanyl adulterated drugs in 

the DTES – possibly a result of increased importing of fentanyl from China combined with the 

ease of mixing it powdered forms of heroin and other drugs (Ciccarone, 2017) – contributed to a 

deadly risk environment where overdoses became increasingly likely as fentanyl was laced into 

opiates and non-opiates alike. In response to this structural change in the risk environments of 

the DTES, drug users and other community members began to organize to attempt to stymie the 

overdose crisis. In December of 2016, during the peak of the overdose emergency, a Community 

Organizer with the DTES SRO Collaborative was working with tenants in two SRO hotels. She 

noticed that tenants in both buildings were beginning to organize themselves to response to the 
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overdose crisis. They were gathering as many naloxone kits as possible and putting signs on their 

doors to tell their neighbours that they had access to the tool that can be used to reverse 

overdoses. The SRO Collaborative Community Organizer posted a picture of some of these signs 

of burgeoning community-driven harm reduction on Facebook, where a public health nurse saw 

it. Together, they began training SRO tenants to use naloxone and respond to overdoses 

effectively, and out of these initial training workshops the Tenant Overdose Response Organizers 

(TORO) program was born. TORO reflects a reputation for in situ responses to emerge out of 

DTES community members once again leading by example in the fight for dignified solutions to 

structural oppression (e.g., mental health (Carnegie Community Action Project, 2018); housing 

(Crompton, Ling, & Shane, 2018); and missing and murdered Indigenous women (Siebert, 

2017)). The TORO program continues this legacy by further building upon existing resources, 

relationships, skills, and networks in place. 

Many tenants who were hired to become TOROs were recruited on the basis of their 

proven leadership in previous unpaid and under recognized harm reduction work. This work had 

sometimes involved being a central location in their building where other tenants knew they 

could drop by and pick up harm reduction supplies (e.g., needles, cookers, narcan, condoms), 

and sometimes involved their experience in reversing overdoses. The SRO Collaborative’s 

TORO program built upon and expanded these ad hoc efforts, motivated by a desire to support 

the actions and goals of their TOROs, who wanted to continue to do this work. While the 

program began as simply overdose response education, it was expanded to support TOROs in 

providing harm reduction supplies to their neighbours. TOROs explained that it was important to 

bring harm reduction into SROs to make clean supplies more accessible and to remove barriers 

to using safely. For them, providing such measures was a natural extension of their pre-existing 



 118 

attachment to their homes and their neighbours. TORO’s community organizing approach, one 

that draws inspiration from in situ innovation, was an inherent feature of the program and often 

led to the program to innovate, adapt, and evolve. But, delivering harm reduction supplies and 

overdose response training into privately-owned SROs, where there is a striking lack of social or 

health services, presented barriers for some TOROs. 

Supporting In Situ Harm Reduction by Removing Social, Physical, and Structural Barriers  

Some TOROs’ building managers or landlords were hesitant about the program as they 

believed that bringing harm reduction into SRO could encourage further drug use and disorder. 

To manage this barrier to TOROs’ efforts, the SRO Collaborative often drew on Vancouver 

Coastal Health’s (VCH) role in the program and their public health authority to explain the value 

of the harm reduction work that tenants were doing to their landlords. In most cases, managers 

changed their minds and supported TOROs’ efforts to keep their (rent paying) tenants alive and 

healthy. Furthermore, in some SROs, tenant gatherings had been forbidden or actively dissuaded 

by landlords by evicting tenants who attempt to organize or boarding up rooms which had 

become impromptu common areas. The expertise of the SRO Collaborative in managing 

relationships with landlords and building managers, however, ensured that TORO was able to 

hold large tenant gatherings in SROs in the form of overdose response workshops. As discussed 

in Chapter 4, these workshops became spaces where tenants could not only learn to use 

naloxone, but discuss other issues such as housing, get emotional support, build relationships, 

and in some cases, foster a sense of community in the building. TOROs also discussed the role 

that the workshops played in reducing stigma against drug users in their buildings and helping to 

show “that [drug users] are people too” (TORO – 0002). Some TOROs discussed the challenges 

of using drugs with their neighbours, or “peer witnessing,” due to barriers raised by the social 

environments of their buildings. The workshops were identified by some TOROs as critical 
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factors in building community and relationships that were conducive using drugs together in 

some cases. Given that peer witnessing is a critical factor in mitigating the risk of dying from an 

overdose due to fentanyl, the TORO workshops can be seen to play a pivotal role in the 

therapeutic riskscape. They are spaces which were created due to organic responses to the 

fentanyl crisis, they became spaces which built on protective aspects of place, such as 

community and solidarity, and they are in turn conducive to relationship building and peer 

witnessing which mitigated the structural harm produced by fentanyl contaminated drugs.  

Another story which illustrates the therapeutic riskscape, stands out. Since SROs had 

little to no harm reduction services before TORO, an SRO tenant eventually grew frustrated with 

seeing used needles littered around their building. This tenant devised an innovative solution 

using five-gallon paint buckets, glue, and a bike lock. They installed this makeshift needle 

disposal box in their building, and took it to a needle depot to be emptied when it got full. When 

this tenant was recruited to join TORO, they taught the program’s Community Organizers their 

strategy. Drawing inspiration from this response, the program held an art-making workshop for 

TOROs where they could make their own needle disposal buckets. By doing so, TORO not only 

built on an organic response to the physical risk environment of SROs, but also promoted 

community building amongst various TOROs, provided them with an artistic outlet, and 

supported them to make a positive change in their building. Like all aspects of the program, the 

ability to build on positive responses to negative conditions was facilitated by the peer-led 

community organizing ethos of the program. Furthermore, this approach also helped the program 

to provide support to TOROs which helped remove barriers to harm reduction and promote 

community-building in SROs.  
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TORO can be seen to play an intermediary role in each of these cases, from managing 

conflicts between landlords and tenants, helping tenants run workshops where harm reduction 

and community building can take place, and expanding tenants’ own harm reduction strategies. 

Through its peer-led community organizing processes, TORO acts as a means of fostering a 

recursive relationship between structurally produced harms and locally produced well-being in 

the therapeutic riskscape. The program works by supporting the actions of the community, and 

promoting protective, positive, even healing, aspects of place, which in turn are mobilized by 

tenants to reduce harms and stay safe. These processes go beyond removing barriers to healthy 

and safer behaviours. The processes that TORO takes by building upon existing and organically 

arising community resources can also translate into experiences for TOROs and some SRO 

tenants that are conducive to health, well-being, and healing in and of themselves. 

Beyond Mitigating Structural Risks: Recognizing the Role of Community Building in 

Healing  

The positive aspects of the DTES are well known to many of its residents. Experiences of 

community, belonging, sanctuary from discrimination, and solidarity against oppression emerged 

as aspects of the DTES that some residents found to be conducive to healing (Masuda & 

Crabtree, 2010). Masuda and Crabtree (2010) conceptualized this neighbourhood as a therapeutic 

landscape for some residents – a counter-hegemonic understanding of place that emerged out of 

DTES residents’ experiences. This therapeutic landscape has been mobilized within the overdose 

crisis to create spaces and relationships that mitigate the harm of the fentanyl crisis, all while 

producing positive experiences in their own right. The TORO program itself is one example of 

this. It has mobilized and developed known positive aspects of the neighbourhood, such as the 

strong community, acceptance, relationships, and solidarity, as a means of responding to the 

overdose crisis. The processes TORO takes to support existing resources, build on therapeutic 
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aspects of place, and mitigate structural harms are inseparable from one another. The peer-led 

community organizing process allows organic responses to be developed, and its efforts to build 

community, both within the TORO program and in SROs, help foster the strong community of 

the DTES. Some TOROs described the community building that happens within the 

neighbourhood and within SROs as a consequence of peoples’ marginalization and oppression. 

They discussed how building relationships and community acts as a means of survival – 

especially in the overdose crisis – but also leads to positive experiences and supports them to 

thrive. By fostering community and relationship building, TORO is not only helping to reduce 

the death toll of the fentanyl induced overdose crisis, it is also contributing towards the overall 

well-being of TOROs and SRO tenants. Furthermore, TOROs felt the support they received from 

their peers and SRO Collaborative Community Organizers was conducive to a sense of self-

determination. Some TOROs expressed that they felt those involved with the TORO program 

would be people who would, in a few years, “have grown up and gotten out of here and are 

doing things that are better for ourselves” (TORO – 0008). Others confessed during TORO team 

meetings that they had come to the neighbourhood to die, but that TORO had given them a new 

purpose and shown them “how to live” (Field notes – April 24). The horrific context of the 

overdose crisis is the reason for the existence of TORO; it was funded as a means of helping 

tenants to reduce rates of overdose deaths in privately-owned SROs. But by taking a holistic, 

comprehensive perspective to mental health, addiction, and housing, and using community 

organizing to support the people doing life-saving work, TORO is one manifestation of a larger 

phenomenon that contributes to the therapeutic legacy of the DTES, such as the palpable sense of 

community and solidarity. 
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The SRO Collaborative has supported TOROs in incredibly diverse ways, from helping 

them get onto opiate agonist therapies, helping them to find peer-employment beyond TORO, 

and in some cases helping them to move out of the neighbourhood or leave the drug scene when 

they were ready. This care stems from a comprehensive understanding of peoples’ well-being 

and it is directed by the needs and desires of TOROs. The relationship building that happens 

through TORO can reduce stigma and produce experiences of solidarity. The SRO Collaborative 

encourages TOROs to reach out to their neighbours, to build relationships with them, and in so 

doing helps them to realize their mutual struggles and ways they can support each other. But the 

capacity of the Collaborative to sustain its extensive support for TOROs and SRO tenants may 

be limited by the ongoing refusal of governmental institutions to provide it with operational 

funding. Nonetheless, by building upon the organic strategies and resources developed by people 

within the DTES, TORO affirms the self-determination and the rights of SRO residents and drug 

users to strive for community, to build relationships, to care for one another, and to mobilize 

towards safe and healthy homes. It further demonstrates the importance of all these processes in 

reducing drug related harms. By developing an atmosphere wherein drug users lead the 

processes, goals, and mission of the intervention, TORO generates the potential for social, 

physical, and structural changes within harm reduction; and the concurrent possibility to promote 

health, well-being, and healing by fostering existing and organically arising aspects of place.   

In this section, I have drawn on my case study of the Tenant Overdose Response 

Organizers program to advance the framework of a therapeutic riskscape. The therapeutic 

riskscape is a theoretical approach to harm reduction which seeks to understand how organic, 

community-driven responses to the overdose crisis have developed positive aspects of place as a 

means of intervening in structurally produced harms. It is further a recognition that efforts by 
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community members to foster protective aspects of place have value beyond harm reduction, and 

that they can be health promoting by supporting experiences of community, solidarity, and 

ultimately healing. The TORO program works at the core of the therapeutic riskscape; it was 

conceived to support SRO tenants’ efforts to care for one another and reduce the harms of a 

volatile drug supply, and it does so by fostering positive aspects of place. By supporting SRO 

tenants’ efforts to build community, relationships, and save each other’s lives, the program not 

only reduces the harm of the fentanyl crisis, it fosters positive experiences of well-being and 

healing amongst TOROs and SRO tenants. These aspects of TORO, which stem from its 

participatory community organizing process, provide an important lesson for public health. In the 

era of the overdose crisis, increasingly technocratic interventions have been proposed as the 

solution. Everything from drug checking (Bardwell & Kerr, 2018), opioid vending machines 

(Coletta, 2018), overdose prevention apps (Middlebrook, 2016), and overdose prevention 

hotlines (Sciarpelletti, 2018) have been proposed as part of the public health response to the 

crisis. While these technocratic interventions may potentially be useful, it is important to 

remember that resources and strategies developed by the communities and people with lived 

experience of this crisis may be the most effective and meaningful. By accepting the limits of 

interventions conceived of in board rooms and drawing on the therapeutic riskscapes within 

spaces of marginalized inhabitation, public health can attempt to re-engage in participatory, 

community-based approaches which support (and value) the labour of drug users to respond to 

this crisis. The limits and scope of harm reduction have been exploded by the overdose crisis. It 

is clearly no longer solely an intervention that medical professionals must administer. Increased 

recognition of peers’ expertise, including their abilities to staff overdose prevention sites and 

train their neighbours in overdose response, are important steps. But it is crucial that this 
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recognition does not end there. The overdose crisis will not end due to drug checking or heroin 

vending machines because they do not address core issues underlying the crisis, and they do not 

arise out of the community’s own knowledge and strategies. The DTES community has come 

together countless times in the past to innovate and care for one another. Their response to this 

crisis has been no different, and the innovations that have stemmed from the community are a 

critical, under supported resource that can be developed to reduce harm and promote health. 

Moving Between Outside and “In Situ:” Volunteerism as Method in Enhancing 

Community–Based Research 

 In Chapter 3, I described the methods I took to this research project and attempted to 

provide a reflexive examination of how my positionality impacted how I was perceived and the 

data I was able to collect. In this section, I will return to these issues with an eye for the role of 

my methodology in helping me gain the practical and theoretical insights I have discussed above. 

I will explicate the role that volunteerism played in not only helping me gain access to the field 

as an outsider, but in allowing me to move between a positionality that was both outside and “in 

situ.” 

 I am an outsider in many ways to the experiences of many people who would eventually 

come to participate in my research, and to the topic of my research itself. Prior to conducting this 

research, I had only been to Vancouver once. I have no history of drug use, I have not lived in an 

SRO, and I have experienced neither the structural violence of poverty, nor the intergenerational 

traumas of colonialism. My positionality and previous experiences made me a clear outsider as I 

approached my fieldwork. This raised ethical concerns for my supervisor, other researchers, my 

community partner, and myself due to the long history of outsider researchers coming into the 

DTES, taking what data they need, and vanishing – never to be heard from again. In my 

fieldwork, I attempted to do everything within my power to avoid reproducing this style of 
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parachute research. Whether these attempts were successful or not is for community members 

and TOROs to decide. Rather, what I will do in this section is explore how this ethical 

commitment to supporting my gatekeeper, the SRO Collaborative, and the broader DTES 

community influenced the trajectory of my research and allowed me to develop unique insights 

on harm reduction. 

 One way I attempted to resist the parachute paradigm was by moving to Vancouver for 

fifteen months. Through a stroke of luck, I had been connected to the DTES SRO Collaborative 

by way of an existing connection between my supervisor and the organization. I began 

volunteering with them, both as a way of getting to know the DTES community in as much depth 

as I could, and as an attempt to give back to the Collaborative in thanks for their support and 

efforts in helping me to learn. Through my volunteer work, as well as my role as a research 

assistant on my supervisors’ community-based participatory action research project with the 

SRO Collaborative, I was able to build and maintain strong relationships with the Collaborative 

throughout my time in the community. Through my volunteer work, I developed an interest in 

TORO and the ways it was mobilizing harm reduction to further political tenant organizing 

within privately-owned SROs. Eventually, I got permission from the SRO Collaborative and its 

Board of Directors to begin my research project with TORO. 

 My research with TORO involved taking on another volunteer role. I tried to assist with 

as many aspects of the program as I could, from taking notes at bi-monthly team meetings, 

helping carry bags and food to workshops, and door knocking with TOROs to let people know 

workshops were happening, and generally trying to support the program to the extent I could. 

Demonstrating my consistent commitment to supporting the program by being at every event, 

workshop, meeting, drop-in, and healing circle to which I was invited helped me to build 
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relationships with TORO Community Organizers and TOROs. These relationships, built through 

volunteerism, were critical in my research process and it would be impossible to innumerate all 

the ways in which the program’s support of my research made it possible. TORO Community 

Organizers helped with everything from the nitty-gritty details of developing my consent-seeking 

procedures for workshops and ensuring the materials I prepared for this process were clear and 

understandable, to helping me understand the program. They also vouched for me, continually. 

They vouched for me explicitly before each and every workshop to let SRO tenants know who I 

was and to increase the likelihood that I would be allowed to remain and observe the workshop. 

They vouched for me implicitly to all TOROs and community members by continuing to invite 

me to their events and accepting me as a part of their TORO family. Through my volunteerism 

with TORO and the SRO Collaborative, their continual and critical vouching for me, and the 

relationships I was able to build with TOROs and Community Organizers, I became deeply 

embedded in the TORO program. I shared drinks with TOROs after workshops; became a 

confidant and attempted to provide emotional support to various people; hung out while TOROs 

bought, sold, and used drugs; and in one case I was asked to deliver naloxone training to a 

tenant. I also became friends with some the people involved with the program, or at least to the 

extent possible given many of the vast differences in our life experiences. Throughout my 

project, I bounced ideas off TOROs and Community Organizers, they gave me feedback, and 

they would correct me when I was wrong, had misunderstood, or was ignorant. The extent to 

which I became embedded in TORO and in the SRO Collaborative, and the insights gained 

through this embeddedness, ultimately stemmed from the methodological approach that 

volunteerism facilitated. 
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 Had I attempted to play the role of a detached, neutral, “objective” outsider, and had I not 

tried my best to contribute to the TORO program, it would have been impossible for me to gain 

the in-depth insights I believe I have. Within social geography, there has been a turn towards 

activist-oriented approaches (Pain, 2003, 2004, 2006) that engage with people, groups and 

communities beyond the “traditional” research encounter (Pain, 2003). They are not research on 

activism per se, but rather employ activism as both strategy and outcome (Pain, 2003). Ruddick 

(2003) posits that activism can be conducive to developing new ways of thinking and being in 

the world, and Chatterton (2002) describes how lines between your own and others’ activism 

often become blurred in this process. Building off a presentation by my supervisor, I hope to 

contribute to the development of his insights on “in situ” positionality in activist research 

(Masuda, 2017). In situ refers to an epistemic move towards research-as-being, rather than as 

observing. It is based on recognizing that the self-as-researcher is very much implicated in “the 

thick of things,” and that to attempt to separate our “selves” from our research topics is an 

impossibility. In this way, to be in situ becomes a recognition that the blurring of lines between 

your own and others’ motivations and activisms is not only to be expected, it is to be sought. In 

situ is an inhabitation of the praxis of activism, one where research questions, methods, and 

insights arise around you and are revealed by common struggles towards justice and equity. 

Also, it is a recognition that this research is a gift, not given, but received. In this respect, just as 

I became a part of my research, the knowledge I have received from the community has become 

a part of me. I am thus responsible for this knowledge well beyond the conclusion of this project. 

Volunteerism with the SRO Collaborative and TORO became my way of engaging in activist 

pursuits, for the struggles towards housing justice and harm reduction are very much activist 

endeavors.  
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An in situ positionality is not to be confused with an “insider” perspective. I remained on 

the outside, yet experienced TORO from within. Volunteerism allowed me to constantly be 

around the DTES, the Collaborative, and TORO. This helped lead me towards new questions, 

new opportunities, new spaces, and new ideas. For example, by constantly inhabiting the 

Collaborative’s spaces, I came to realize the importance of the bi-monthly TORO team meetings 

in the community organizing process. Had I been looking to simply understand the harm 

reduction innovation that naloxone training in SRO hotels represents, I may have missed the 

intense emotional processing and community building that is enacted during meetings and is a 

core component of the program. This in situ approach, combined with my outsider status, 

allowed me to take a constructively critical approach to harm reduction. As I briefly discussed in 

Chapter 3, not being a drug user and therefore not relying on harm reduction services to survive, 

combined with my exposure to critical health promotion literature, may have led me to feel 

greater freedom in constructively critiquing institutionalized versions of harm reduction. In this 

way, my positionality as moving between outside and in situ was the pivotal point on which this 

research rested.  

In an editorial on activism and the academy, Blomley (1994) asks: “how can we 

contribute to and learn from progressive struggles without reinforcing the hierarchies of 

privilege, silencing those with whom we work? What can I offer?” (p. 31). While this question 

was meant as rhetorical, I would suggest that I did not offer much more than my volunteer work. 

While some of this volunteer work drew on aspects of my academic training through things such 

as notetaking, most of it was completely distinct from my role as a researcher. It included 

contributing to tenant organizing, attending an occupation of City Hall, supporting fundraising 

efforts, and contributing basic manual labour. Volunteerism as community integration and 
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research method was an attempt to reduce some of the burden that organizing work places on 

advocates, activists, and DTES community members who show up every single day to try to 

make things better, regardless and irrespective of any supposed insights that my research may or 

may not offer. This is not to say that an in situ positionality and engaging in volunteerism 

somehow erased, invisiblized, or otherwise made it so that differences between myself and those 

with and about whom I conducted my research did not matter. Rather, it facilitated a bridge 

where spaces of “betweenness” (Katz, 1994; Nast, 1994) became places where I learned from 

TORO, built relationships, and where I hope I was able to provide some value in return. 

Limitations 

 As I have discussed throughout this thesis, this project is limited in a variety of ways. 

First and foremost, it is limited by my outsider status to the DTES, to experiences of drug use, to 

working in public health, and to working in other harm reduction interventions. I recognize that I 

am not intimately familiar with the processes and day to day operation of places such as Insite or 

overdose prevention sites. These public health interventions, which I have attempted to be 

constructively critical of throughout this thesis, have served as a sort of foil for TORO. This 

perspective comes from TOROs themselves, many of whom compared the stigma they 

sometimes felt when accessing the Insite, to the acceptance they felt within TORO. Furthermore, 

my critiques of depoliticized public health practices and the institutionalization of harm 

reduction come from significant research and reading on the topic. I was not there at the origins 

of the harm reduction movement in Vancouver, and did not witness the vehement opposition 

they, and their allies, faced. My argument for harm reduction to move beyond the limitations 

inherent within a medicalized model come from a perspective that is outside of both public 

health bureaucracies and non-profit organizations. I am not intimately familiar with the 

mechanisms which enable/prohibit harm reduction from being leveraged to enact change on 
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broader social determinants of health and societal injustices. Due to the unabated overdose crisis, 

perhaps the outsider, genealogical perspective offered in this thesis, coupled with increasingly 

progressive attitudes towards people who use drugs, warrants meaningful discussion on the 

limitations of the dominant harm reduction paradigm. For while it has done so much to reduce 

individual harms, it has yet achieved so little to improve the structural harms that continue to 

permeate the oppression of drug users. 

 Second, this project is limited in its ability to involve those who are most affected by the 

overdose crisis and public health’s response to it in its design, data collection, and data analysis. 

Taking a participatory approach to my project may have revealed more in-depth and grounded 

insights into the lived experience of harm reduction and TORO. It may also have given TOROs 

the opportunity to speak directly to people in power who impose limitations on the program’s 

ability to attempt to improve their living conditions. Despite these limitations, I have attempted 

to share my research with TOROs and the TORO program throughout my fieldwork. This 

culminated in a brief presentation to the TORO family in which I discussed my findings and 

emphasized the ways in which TORO does more than just keep people alive. Although during 

interviews some TOROs had been defensive of any perspective on harm reduction which posited 

it to be any less than the solution, some of the very same TOROs commented that the perspective 

I shared in my presentation resonated with them and reflected their experiences.  

 Third, this project is limited by my sample of participants and data collection in 

numerous ways. This is particularly important to draw attention to with relation to the funding 

partners. While I interviewed everyone who was intimately involved with the program’s origins, 

the perspectives of these participants do not necessarily reflect public health’s policies and 

practices more broadly. That does not mean, however, that my interpretation and extrapolation of 
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these perspectives is invalid. By taking a case study approach to my research with TORO, I was 

able to explore practices and perspectives on events and ideas as they unfolded. This approach 

means that, while a sample size of three may seem small, not only did these interview 

participants have remarkably similar perspectives on the program, but these were the 

perspectives that informed the funding of TORO. Interviewing more people within the funding 

bodies may not have warranted any different perspective on the program since others were not as 

involved in decision making. But this is impossible to say for sure. Furthermore, my decision not 

to interview SRO tenants who were not TOROs on their perspectives of the program also limits 

my findings. Instead, I have drawn on TOROs’ own perspectives on the program and their 

understandings of their neighbours’ perspectives on the program in its ability to build 

relationships and community within buildings. Furthermore, by only conducting participant 

observation during workshops, I am unable to provide personal insight around the changes 

TORO has made within SROs since I mostly experienced SROs during TORO workshops, but I 

do not believe that TOROs exaggerated the community building potential of TORO. During 

fifteen months of fieldwork, I heard many times about the difficulties of bringing tenants 

together in SROs for any purpose. Landlords have been known to evict any tenant who tries to 

start even weekly coffee meetings with their neighbours and to board up common areas. 

Therefore, TORO’s ability to bring tenants together under the guise of overdose prevention will 

undoubtedly lead to more conversations and understanding between neighbours than is often 

otherwise possible.  

 Finally, this project is limited in its ability to contextualize participant quotes with 

demographic information, or even to share the demographics of participants. I decided not to 

collect demographic information (e.g. age, gender, ancestry, experience of drug use) due to fear 
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that people would not be comfortable providing me with these data. I did not want to erect 

further barriers to recruiting participants. Furthermore, due to the close-knit nature of the TORO 

family and the limited number of people involved in all aspects of the program, identifying 

participants even by broad categories such as gender or race would likely have allowed 

participants to identify one another. My desire to keep quotes as anonymous as possible stems 

from a desire to protect not only participants, but the SRO Collaborative and the TORO program. 

I do not want my research to negatively influence the funding status of TORO or to jeopardize 

the possibility for the SRO Collaborative finally to receive meaningful operational funding, 

which would allow it to fulfil its mandate to improve and preserve SRO housing. Although I do 

not discuss gender, race, disability, ancestry, culture, or sexuality in detail, I am aware that they 

are all critical factors in the TORO program and how it is experienced. It was both a political and 

ethical decision not to collect certain data which may have allowed me to surface these aspects of 

the program in greater detail. For example, my participant observation allowed me to witness 

gendered aspects of the program and how they influenced TORO’s community organizing 

process and harm reduction intervention. Gender also emerged in some interviews, but to report 

it could be identifying to participants and other people involved in the program. Furthermore, 

TORO challenges the dominant (masculine and white) harm reduction gaze in various ways. 

While I briefly discussed how TORO grounds itself in Indigenous cultures and ways of knowing, 

this is a core aspect of the program. It did not, however, emerge as a theme in my interviews, 

perhaps due to my own positionality and approach to my interviews. Furthermore, the unique 

nature of TORO’s approach to race and culture is also evident in its efforts to reach out to the 

community of low-income Chinese seniors who sometimes live in the very same SROs in which 

TORO intervenes. TORO has begun outreach and education with Chinese seniors, working 
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through translators, to confront misconceptions about drug use, reduce stigma against people 

who use drugs, and prepare them in case they come across an overdose. The complexities of 

TORO, harm reduction, and my fieldwork cannot be adequately captured in a thesis, nor can a 

researcher ever be fully aware of their own implications in intersectional webs of power or the 

limitations of seeing from their positionality. 

Conclusion and Recommendations 

 The rise of neoliberal ideologies in public health changed the trajectory of both harm 

reduction and the new public health movements. It resulted in the depoliticization of the radical 

tenets of harm reduction and the institutionalization of harm reduction as a public health 

intervention. Harm reduction became concerned with preventing death and disease, rather than 

changing social structures to promote rights, justice, and health. While this framing and scope 

may have been essential in enacting and implementing harm reduction, the value-neutral stance 

of this model has allowed the social, physical, economic, and legal structures that permeate and 

exacerbate the oppression of drug users to remain intact. The failure – particularly when certain 

isolated, racialized, colonized, stigmatized, criminalized, and disenfranchised groups of people 

are dying – to attend to underlying factors, even when provided with clear opportunities to do so, 

is an indictment on the neoliberalization and depoliticization of public health. The devastating 

consequences of this failure are evident in the rapid rise of overdose deaths due to fentanyl and 

the challenges that this crisis has presented for public health. It is clear that despite the on-going 

and concurrent medicalization (e.g., prescription heroin and drug checking) and de-

medicalization (e.g., expanding peer access and abilities to provide overdose response) of 

responses to the crisis, that structural changes are needed. TORO represents an opportunity to 

challenge this paradigm and to seek upstream changes through harm reduction. Its novel 

community organizing approach has allowed the SRO Collaborative to build their capacity, 
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gather information on the conditions in SROs, build relationships within hotels, and support 

tenants to improve the social, physical, and structural environments of their homes. Through this 

work, TORO demonstrates one way that harm reduction can be mobilized to seek changes to 

neglected social determinants of health, such as housing. But funding partners must remove 

barriers and support housing advocacy in order to become an integral part of the program, and 

not a subversive, tangential piece to the delivery of naloxone. For while people who use drugs 

are still marginalized and oppressed, are still forced to live in increasingly dilapidated and 

dangerous environments, and are still reliant on insufficient social assistance to survive, the 

seeds of the overdose crisis remain. While decolonization takes a back seat to the profits of 

industry, property rights trump human rights, and maintaining the status quo remains more 

important than challenging the assumptions of an inequitable society; there will always be 

potential for another crisis. The movement towards the liberation of drug users that began in 

Vancouver with VANDU must be supported and must continue. Public health must not only 

recognize, but must act upon social determinants of health. It must stand behind people who use 

drugs and advocates as they work towards promoting the rights and health of marginalized 

groups by dismantling unjust social structures. 

 The case of the Tenant Overdose Response Organizers project also contains valuable 

insight on the relationships between risk environments and therapeutic landscapes in the DTES. 

It demonstrates a recursive relationship between harm producing structures, organic community 

responses, and healing aspects of place in what I have called the “therapeutic riskscape.” This 

theory, built through my case study of TORO, allows a new approach to harm reduction and 

public health research that works by recognizing the ways in community responses to structural 

harms may foster protective aspects of place, supporting in situ responses by working with 
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community members to remove barriers to their work, and by valuing the role that community-

driven responses may play in promoting healing. The therapeutic riskscape of the DTES, when 

supported by programs such as TORO, begets both harm and healing. By building upon facets of 

the neighbourhood’s social and physical landscape, which reduce harm and promote healing, 

TORO helps to support lasting and meaningful responses to continued oppression while working 

towards radical change. The practical and theoretical contributions I have attempted to make 

were made possible by moving within a positionality that was both outside and in situ. 

Volunteerism granted me access, helped me build relationships, and hopefully allowed me to 

contribute back to the SRO Collaborative and TORO program in meaningful ways.  

Ultimately, this thesis may be an attempt to reconcile differing perspectives on harm 

reduction. Perhaps it merely comes down to a question of definition: is harm reduction a value-

neutral public health intervention which is satisfied with reducing the harms that a neoliberal 

settler society produces? Or is it a rights-based, grassroots, change seeking, radical democratic 

philosophy of approaching drug use and drug user liberation? If it is the former, then this public 

health crisis will merely give rise to increasingly technocratic interventions, such as prescription 

heroin, drug checking, overdose prevention apps, and opioid vending machines. If it is the latter, 

then perhaps this crisis of public health is one where solutions must come from outside of the 

institutions that have defined harm reduction’s politics, practices, and discourses for decades. 

The overdose crisis appears to allow an opportunity to do exactly this. As more grassroots 

organizations, such as the SRO Collaborative, take it upon themselves to support and care for 

marginalized people who use drugs by building upon their harm reduction efforts, they push the 

limits of the paradigm. Moreover, the Collaborative sees a bigger picture and has larger, more 

political goals. Because of this, it has been able to leverage the TORO program in various ways 
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to pursue larger, non-drug related changes. If public health is to once again be an ally of harm 

reduction’s change-seeking social movement, it must remove barriers to further political work by 

grassroots organizations, and support a shift within harm reduction to address social inequities. 

Seeking change from outside the disciplines of public health and medicine, by standing with 

people who use drugs and by questioning the structures that perpetuate drug-related harms, may 

lead to more meaningful political action to promote social justice and the social determinants of 

health.   
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Appendix F: Sample Participant Observation Letter of Information 
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Appendix G: Participant Observation Poster 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

There is a volunteer with the TORO Program here who is also 

a student-researcher who wants to observe and take notes 

about the workshop. If you’d like more information, please talk 

to the student-researcher and he’d be happy to answer any 

questions! 

 

If you are not comfortable with the researcher being present, 

please talk to the student-researcher or the TORO staff and 

the student-researcher will leave while you’re doing your 

training. 

 
 

Student researcher’s name: Magnus Nowell, Master’s Student, School of Kinesiology and Health Studies, Queen’s University. Phone: 

+1 (613) 668-9513, e-mail: magnus.nowell@queensu.ca 

Student researcher’s teacher: Dr. Jeff Masuda, School of Kinesiology and Health Studies, Queen’s University. Phone: +1 (613) 533-

6000 ext. 77560, e-mail: jeff.masuda@queensu.ca 

If you have concerns about the ethics of the research, you can also call Queen’s General Ethics Board at 1-844-535-2988 (Toll free in 

North America) or email chair.GREB@queensu.ca 
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Appendix H: Interview Letter of Information/ Consent Form 

Study Title: Exploring experiences of the Tenant Overdose Response Organizers (TORO) 

project and the “therapeutic riskscape’ 

 

Principal investigator: Magnus Nowell, Master’s Student, School of Kinesiology and Health 

Studies, Queen’s University. Phone: +1 (613) 668-9513, e-mail: magnus.nowell@queensu.ca 

 

Supervisor: Dr. Jeffrey R. Masuda, School of Kinesiology and Health Studies, Queen’s 

University. Phone: +1 (613) 533-6000 ext. 77560, e-mail: jeff.masuda@queensu.ca 

 

This Letter of Information/Consent provides you with details to help you make an informed 

decision about participating in this research study. All your questions should be answered to 

your satisfaction before you sign. 

 

Why have I asked to interview you? 

I am inviting you to participate in an interview to talk to you about your experiences with the 

Tenant Overdose Response Organizers (TORO) program and get your insight on the program 

and harm reduction. The purpose of this study is to help tell the story of TORO and understand 

what might make it different than other harm reduction programs. 

 

What will your role in the interview be? 

The interview will be audio recorded. It will last roughly an hour and will take place in a public 

place of your choosing. I will ask you questions about how you are involved in the TORO 

program, what you think of it, your experiences of TORO workshops (if applicable), and ask for 

your opinions on TORO, harm reduction, and the fentanyl overdose crisis. 

 

What will be done with the information you share with me? 

All the information you share with me will be audio recorded and transcribed by me. It will be 

saved on a password protected computer and analyzed using a secure online data management 

system. Only myself and my supervisor, Dr. Jeff Masuda, will have access to the transcripts and 

raw data you provide me. This consent form, the only document that will have your name on it, 

will be stored in a locked cabinet. All data will be destroyed 5 years after the study is over.  

 

I hope to publish the results of this research project in academic journals and present them at 

academic conferences. They will also be summarized into a report written for the DTES SRO 

Collaborative and other DTES community organizations. I will never include real names when 

discussing or writing about the results of this project, however I may add context to direct quotes 

by referencing your role in the TORO program. For example, I may say “according to a tenant 

overdose response organizer…” or “according to a community-organizer…” I will do my best to 

ensure that quotes that would make you easy to identify are not used, but due to the close-knit 

community of the TORO program it may be possible for others involved in the program to guess 

who said what.  

 

 

 

mailto:magnus.nowell@queensu.ca
mailto:jeff.masuda@queensu.ca
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Voluntary participation 

Your participation is completely voluntary. You can refuse to answer any question that you do 

not feel comfortable with, take a break, or withdraw at any point. If you choose to withdraw, all 

the information you have shared will be destroyed and will not be used in my analysis, 

publications, or reports. Refusing to participate or withdrawing from the study will not lead to 

any negative consequences with relation to your role in TORO. 

 

After our interview, you have the option to receive a written transcript of our conversation. You 

will have two weeks from the time you receive the transcript to respond with any requests for 

changes or corrections to your answers, or withdraw from the study. You can withdraw after you 

have received your transcript by contacting me directly or by returning your interview transcript 

to me and indicating on them that you want to withdraw. 

 

Potential risks of participating  

Potential risks of participating include the risk that people are able to identify you as a participant 

in this research project. There is also the risk of a psychological or emotional reaction to some 

questions regarding your experiences relating to the TORO program, harm reduction, and the 

fentanyl overdose crisis. There also may be some questions you consider to be of a personal or 

sensitive nature, depending on your experiences within this program. Finally, there is the 

possibility that findings from this project may influence the funding status of TORO.  

 

Potential benefits of participating 

There are no direct benefits of participating, but participating may provide you with an 

opportunity to reflect on the TORO program. You may also help inform and advance thinking 

about TORO and harm reduction more generally.  

 

Compensation 

You will receive $20 in cash as a token of my appreciation for your time and expertise in this 

area at the end of the interview. If you choose to withdraw from the study before the end of the 

interview you will still receive the $20.  

 

More Information 

If you have questions about the research, please contact me at +1 (613) 668-9513 or 

magnus.nowell@queensu.ca or my supervisor, Dr. Jeff Masuda at +1 (613) 533-6000 ext. 77560 

or jeff.masuda@queensu.ca. If you have any ethical concerns about this program please contact 

the General Research Ethics Board (GREB) at 1-844-535-2988 (Toll free in North America) or 

chair.GREB@queensu.ca. Please feel free to ask for clarification or more information at any 

point. 

 

 

 

 

 

 

 

 

mailto:magnus.nowell@queensu.ca
mailto:jeff.masuda@queensu.ca
mailto:chair.GREB@queensu.ca
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Interview transcript review 

You have the option to review the transcript of your interview and can suggest changes or 

corrections to your answers for up to two weeks after you receive the transcript. Would you like 

to review your transcript? 

 

Yes  No 

 

If yes, please circle an option below to indicate how you would like to receive your transcript: 

 

In person  By mail  

 

Please write down either a cellphone number, mailing address, or a place you hang out a lot 

below so I can get your transcript to you. This contact information will not be tied to the data 

from this interview in any way other than for the purposes of giving you your transcript. 

 

__________________________________________________________________________  

 

Informed Consent 

By circling “Yes” and signing below, I am verifying that I have read and understand the Letter of 

Information/Consent Form, that I am providing my full and informed consent, and all my 

questions have been answered to my satisfaction. 

 

 

Yes  No 

 

 

 

 

 

______________________________________________________________________________ 

Participant’s name (printed)      Participant ID#  

   

 

______________________________________________________________________________ 

Participant’s Signature       Date 

 

 

______________________________________________________________________________ 

Researcher’s signature      Date 

 

 

 

Please keep one copy of this Letter of Information/Consent for your records. 
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Appendix I: Sample Interview Guide 

1) How long have you lived in the neighbourhood? 

a. What brought you here? 

b. How did you get involved with TORO? 

2) Can you tell me in your own words what TORO is? 

a. How did TORO get started?  

b. What is your role in the project? 

3) What does harm reduction mean to you? 

a. Have you accessed harm reduction services before?  

b. What has your experience at these sites been? 

4) How does TORO work to prevent overdoses? How does it work to support tenants? 

a. What do you think of how TORO includes outreach and support as part of their overdose 

prevention workshops? 

b. How, if at all, has TORO helped you build relationships with tenants? 

5) Can you please describe a TORO workshop for me? 

a. What is the atmosphere like? Have there been memorable events that stuck out to you? 

b. I’ve heard that the workshops and meetings can sometimes be an emotional experience 

for people. Is this consistent with your observations?  

c. Have you met or become friends with people through TORO? 

6) Do you think that TORO bringing harm reduction into SROs is important? Why or why not? 

a. Has TORO opened up new avenues or opportunities for the Collaborative? If so, how? 

b. How, if at all, has TORO helped to facilitate some of the community-organizing and 

advocacy work the Collaborative does? 

7) How does TORO compare to other harm reduction programs in your experience? 

a. What, if any, do you thing are the differences caused by TORO being run by housing 

advocacy organization like the Collaborative? 

b. Do you feel that TORO is unique as harm reduction in any sense? If so, how? 

i. TORO brings harm reduction to people, rather than the other way around. Do 

you feel this is important? Why or why not? 

c. Do you think that TORO creates a different atmosphere to other harm reduction 

programs? How did you come to hold that opinion? 

8) How do you see TORO fitting into the work the Collaborative does? 

9) What do you feel are the most important parts of TORO?  

10) Can you please describe any changes you’ve noticed in the neighbourhood with regards to harm 

reduction over the last year or so of the overdose crisis? 

a. What role, if any, do you feel that TORO can play in improving the rights of SRO 

residents and drug users? How did you come to hold that opinion? 

11) How can the overdose crisis be better addressed in your opinion? 

a. What do you think is the role of harm reduction in addressing it? How, if at all, does 

harm reduction need to change to fulfill this role in your opinion? 

b. There are some who argue that harm reduction is more of a bandaid or a safety net, rather 

than a solution to the problem. Could you give me your thoughts on this?  
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