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To beloved Rae, my wife and dearest friend, who has lived
these
pages with me for forty years through thick and thin, for better
or
worse, and always for the best.



What is addiction, really? It is a sign, a signal, a symptom of
distress. It is a language that tells us about a plight that must
be understood.

ALICE MILLER
Breaking Down the Wall of Silence

In the search for truth human beings take two steps forward
and one step back. Suffering, mistakes and weariness of life
thrust them back, but the thirst for truth and stubborn will
drive them forward. And who knows? Perhaps they will reach
the real truth at last.

ANTON CHEKHOV
The Duel



AUTHOR’S NOTE

The persons, quotes, case examples and life histories in this
book are all authentic; no embellishing details have been
added and no “composite” characters have been created. To
protect privacy, pseudonyms are used for All my patients,
except for two people who directly requested to be named. In
two other cases I have provided disguised physical
descriptions, again in the interests of privacy.

Permission has been received from the persons whose lives
are laid bare here: they have in all cases read the material
pertinent to them. Similarly, prior permission and final
approval was granted by the subjects whose photographs
appear in these pages.

All scientific research quoted is fully referenced for each
chapter in the Endnote section, but there was no space to list
all the other journal articles that were consulted in the
preparation of this manuscript. Professionals—indeed, any
readers—are welcome to contact me for further information. I
may be reached through my website: www.drgabormate.com. I
welcome all comments but cannot respond to requests for
specific medical advice.

Finally, a note regarding the photo portraits that accompany
the text. Humbling as it is for a writer to accept that a picture
is worth a thousand words, there may be no better proof of that
dictum than the remarkable photographs contributed to this
volume by Rod Preston. Having worked in the Downtown
Eastside, Rod knows the people I’ve written about well and his
camera has captured their experience with accuracy and
feeling. His website is www.rodpreston.com.



http://www.drgabormate.com/
http://www.rodpreston.com/




Hungry Ghosts: The Realm of Addiction

Yon Cassius has a lean and hungry look.

WILLIAM SHAKESPEARE
Julius Caesar

The mandala, the Buddhist Wheel of Life, revolves through

six realms. Each realm is populated by characters representing
aspects of human existence—our various ways of being. In the
Beast Realm we are driven by basic survival instincts and
appetites such as physical hunger and sexuality, what Freud
called the id. The denizens of the Hell Realm are trapped in
states of unbearable rage and anxiety. In the God Realm we
transcend our troubles and our egos through sensual, aesthetic
or religious experience, but only temporarily and in ignorance
of spiritual truth. Even this enviable state is tinged with loss
and suffering.

The inhabitants of the Hungry Ghost Realm are depicted as
creatures with scrawny necks, small mouths, emaciated limbs
and large, bloated, empty bellies. This is the domain of
addiction, where we constantly seek something outside
ourselves to curb an insatiable yearning for relief or
fulfillment. The aching emptiness is perpetual because the
substances, objects or pursuits we hope will soothe it are not
what we really need. We don’t know what we need, and so
long as we stay in the hungry ghost mode, we’ll never know.
We haunt our lives without being fully present.

Some people dwell much of their lives in one realm or
another. Many of us move back and forth between them,
perhaps through all of them in the course of a single day.

My medical work with drug addicts in Vancouver’s
Downtown Eastside has given me a unique opportunity to
know human beings who spend almost all their time as hungry
ghosts. It’s their attempt, I believe, to escape the Hell Realm of
overwhelming fear, rage and despair. The painful longing in
their hearts reflects something of the emptiness that may also
be experienced by people with apparently happier lives. Those



whom we dismiss as “junkies” are not creatures from a
different world, only men and women mired at the extreme
end of a continuum on which, here or there, all of us might
well locate ourselves. I can personally attest to that. “You slink
around your life with a hungry look,” someone close once said
to me. Facing the harmful compulsions of my patients, I have
had to encounter my own.

No society can understand itself without looking at its
shadow side. I believe there is one addiction process, whether
it is manifested in the lethal substance dependencies of my
Downtown Eastside patients; the frantic self-soothing of
overeaters or shopaholics; the obsessions of gamblers,
sexaholics and compulsive Internet users; or the socially
acceptable and even admired behaviours of the workaholic.
Drug addicts are often dismissed and discounted as unworthy
of empathy and respect. In telling their stories my intent is
twofold: to help their voices to be heard and to shed light on
the origins and nature of their ill-fated struggle to overcome
suffering through substance abuse. They have much in
common with the society that ostracizes them. If they seem to
have chosen a path to nowhere, they still have much to teach
the rest of us. In the dark mirror of their lives, we can trace
outlines of our own.

There is a host of questions to be considered. Among them:

« What are the causes of addictions?
* What is the nature of the addiction-prone personality?

* What happens physiologically in the brains of addicted
people?

* How much choice does the addict really have?

* Why is the “War on Drugs” a failure and what might be a

humane, evidence-based approach to the treatment of
severe drug addiction?

» What are some of the paths for redeeming addicted minds
not dependent on powerful substances—that 1s, how do



we approach the healing of the many behaviour
addictions fostered by our culture?

The narrative passages in this book are based on my
experience as a medical doctor in Vancouver’s drug ghetto and
on extensive interviews with my patients—more than I could
cite. Many of them volunteered in the generous hope that their
life histories might be of assistance to others who struggle
with addiction problems or that they could help enlighten
society regarding the experience of addiction. I also present
information, reflections and insights distilled from many other
sources, including my own addictive patterns. And finally, I
provide a synthesis of what we can learn from the research
literature on addiction and the development of the human brain
and personality.

Although the closing chapters offer thoughts and
suggestions concerning the healing of the addicted mind, this
book is not a prescription. I can say only what I have learned
as a person and describe what I have seen and understood as a
physician. Not every story has a happy ending, as the reader
will find out, but the discoveries of science, the teachings of
the heart and the revelations of the soul all assure us that no
human being is ever beyond redemption. The possibility of
renewal exists so long as life exists. How to support that
possibility in others and in ourselves is the ultimate question.

I dedicate this work to all my fellow hungry ghosts, be they
inner-city street dwellers with HIV, inmates of prisons or their
more fortunate counterparts with homes, families, jobs and
successful careers. May we all find peace.






PART I

Hellbound Train

What was it that did in reality make me an opium eater?
Misery, blank desolation, abiding darkness.

THOMAS DE QUINCEY
Confessions of an English Opium Eater



CHAPTER 1

The Only Home He’s Ever Had

Asi pass through the grated metal door into the sunshine, a

setting from a Fellini film reveals itself. It is a scene both
familiar and outlandish, dreamlike and authentic.

On the Hastings Street sidewalk Eva, in her thirties but still
waif-like, with dark hair and olive complexion, taps out a
bizarre cocaine flamenco. Jutting her hips, torso and pelvis this
way and that, bending now at the waist and thrusting one or
both arms in the air, she shifts her feet about in a clumsy but
concerted pirouette. All the while she tracks me with her large,
black eyes.

In the Downtown Eastside this piece of crack-driven
improvisational ballet is known as “the Hastings shuffle,” and
it’s a familiar sight. During my medical rounds in the
neighbourhood one day, | saw a young woman perform it high
above the Hastings traffic. She was balanced on the narrow
edge of a neon sign two storeys up. A crowd had gathered to
watch, the users among them more amused than horrified. The
ballerina would turn about, her arms horizontal like a tightrope
walker’s, or do deep knee bends—an aerial Cossack dancer,
one leg kicked in front. Before the top of the firemen’s ladder
could reach her cruising altitude, the stoned acrobat had
ducked back inside her window.

Eva weaves her way among her companions, who crowd
around me. Sometimes she disappears behind Randall—a
wheelchair-bound, heavy-set, serious-looking fellow, whose
unorthodox thought patterns do not mask a profound
intelligence. He recites an ode of autistic praise to his
indispensable motorized chariot. “Isn’t it amazing, Doc, isn’t
it, that Napoleon’s cannon was pulled by horses and oxen in
the Russian mud and snow. And now I have this!” With an
innocent smile and earnest expression, Randall pours out a



recursive stream of facts, historical data, memories,
interpretations, loose associations, imaginings, and paranoia
that almost sound sane—almost. “That’s the Napoleonic Code,
Doc, which altered the transportational mediums of the lower
rank and file, you know, in those days when such pleasant
smorgasboredom was still well fathomed.” Poking her head
above Randall’s left shoulder, Eva plays peek-a-boo.

Beside Randall stands Arlene, her hands on her hips and a
reproachful look on her face, clad in skimpy jean shorts and
blouse—a sign, down here, of a mode of earning drug money
and, more often than not, of having been sexually exploited
early in life by male predators. Over the steady murmur of
Randall’s oration comes her complaint: “You shouldn’t have
reduced my pills.” Arlene’s arms bear dozens of horizontal
scars, parallel, like railway ties. The older ones white, the
more recent red, each mark a souvenir of a razor slash she has
inflicted on herself. The pain of self-laceration obliterates, if
only momentarily, the pain of a larger hurt deep in the psyche.
One of Arlene’s medications controls this compulsive self-
wounding, and she’s always afraid I’m reducing her dose. I
never do.

Close to us, in the shadow of the Portland Hotel, two cops
have Jenkins in handcuffs. Jenkins, a lanky Native man with
black, scraggly hair falling to below his shoulders, is quiet and
compliant as one of the officers empties his pockets. He arches
his back against the wall, not a hint of protest on his face.
“They should leave him alone,” Arlene opines loudly. “That
guy doesn’t deal. They keep grabbing him and never find a
thing.” At least in the broad daylight of Hastings Street, the
cops go about their search with exemplary politeness—not,
according to my patients, a consistent police attitude. After a
minute or two Jenkins is set free and lopes silently into the
hotel with his long stride.

Meanwhile, within the span of a few minutes, the resident
poet laureate of absurdity has reviewed European history from
the Hundred Years’ War to Bosnia and has pronounced on
religion from Moses to Mohammed. “Doc,” Randall goes on,
“the First World War was supposed to end all wars. If that was
true, how come we have the war on cancer or the war on



drugs? The Germans had this gun Big Bertha that spoke to the
Allies but not in a language the French or the Brits liked. Guns
get a bad rap, a bad reputation—a bad raputation, Doc—but
they move history forward, if we can speak of history moving
forward or moving at all. Do you think history moves, Doc?”

Leaning on his crutches, paunchy, one-legged, smiling
Matthew—bald, and irrepressibly jovial—interrupts Randall’s
discourse. “Poor Dr. Maté is trying to get home,” he says in his
characteristic tone: at once sarcastic and sweetly genuine.
Matthew grins at us as if the joke is on everyone but himself.
The chain of rings piercing his left ear glimmers in the
bronzed gold of the late afternoon sun.

Eva prances out from behind Randall’s back. I turn away.
I’ve had enough street theatre and now I want to escape. The
good doctor no longer wants to be good.

We congregate, these Fellini figures and I—or I should say
we, this cast of Fellini characters—outside the Portland Hotel,
where they live and [ work. My clinic is on the first floor of
this cement-and-glass building designed by Canadian architect
Arthur Erickson, a spacious, modern, utilitarian structure. It’s
an impressive facility that serves its residents well, replacing
the formerly luxurious turn-of-the-century establishment
around the corner that was the first Portland Hotel. The old
place, with its wooden balustrades, wide and winding
staircases, musty landings and bay windows, had a character
and history the new fortress lacks. Although I miss its Old
World aura, the atmosphere of faded wealth and decay, the
dark and blistered windowsills varnished with memories of
elegance, I doubt the residents have any nostalgia for the
cramped rooms, the corroded plumbing or the armies of
cockroaches. In 1994 there was a fire on the roof of the old
hotel. A local newspaper ran a story and a photograph
featuring a female resident and her cat. The headline
proclaimed, “Hero Cop Saves Fluffy.” Someone phoned the
Portland to complain that animals should not be allowed to
live in such conditions.



The nonprofit Portland Hotel Society, for whom I am the staff
physician, turned the building into housing for the
nonhousable. My patients are mostly addicts, although some,
like Randall, have enough derangement of their brain
chemicals to put them out of touch with reality even without
the use of drugs. Many, like Arlene, suffer from both mental
illness and addiction. The PHS administers several similar
facilities within a radius of a few blocks: the Stanley,
Washington, Regal and Sunrise hotels. I am the house doctor
for them all.

The new Portland faces the Army and Navy department
store across the street, where my parents, as new immigrants in
the late 1950s, bought most of our clothing. Back then, the
Army and Navy was a popular shopping destination for
working people—and for middle-class kids looking for funky
military coats or sailor jackets. On the sidewalks outside,
university students seeking some slumming fun mixed with
alcoholics, pickpockets, shoppers and Friday night Bible
preachers.

No longer. The crowds stopped coming many years ago.
Now these streets and their back alleys serve as the centre of
Canada’s drug capital. One block away stood the abandoned
Woodward’s department store, its giant, lighted “W” sign on
the roof a long-time Vancouver landmark. For a while
squatters and antipoverty activists occupied the building, but it
has recently been demolished; the site is to be converted into a
mix of chic apartments and social housing. The Winter
Olympics are coming to Vancouver in 2010 and with it the
likelihood of gentrification in this neighbourhood. The process
has already begun. There’s a fear that the politicians, eager to
impress the world, will try to displace the addict population.

Eva intertwines her arms, stretches them behind her back
and leans forward to examine her shadow on the sidewalk.
Matthew chuckles at her crackhead yoga routine. Randall
rambles on. I glance out eagerly at the rush-hour traffic
flowing by. Finally, rescue arrives. My son Daniel drives up
and opens the car door. “Sometimes I don’t believe my life,” I
tell him, easing into the passenger’s seat. “Sometimes I don’t
believe your life either,” he nods. “It can get pretty intense



down here.” We pull away. In the rearview mirror the receding
figure of Eva gesticulates, legs splayed, head tilted to the side.

The Portland and the other buildings of the Portland Hotel
Society represent a pioneering social model. The purpose of
the PHS i1s to provide a system of safety and caring to
marginalized and stigmatized people—the ones who are “the
insulted and the injured,” to borrow from Dostoevsky. The
PHS attempts to rescue such people from what a local poet has
called the “streets of displacement and the buildings of
exclusion.”

“People just need a space to be,” says Liz Evans, a former
community nurse, whose upper-tier social background might
seem incongruous with her present role as a founder and
director of the PHS. “They need a space where they can exist
without being judged and hounded and harassed. These are
people who are frequently viewed as liabilities, blamed for
crime and social ills, and...seen as a waste of time and energy.
They are regarded harshly even by people who make
compassion their careers.”

From very modest beginnings in 1991, the Portland Hotel
Society has grown to participate in activities such as a
neighbourhood bank; an art gallery for Downtown Eastside
artists; North America’s first supervised injection site; a
community hospital ward, where deep-tissue infections are
treated with intravenous antibiotics; a free dental clinic; and
the Portland Clinic, where I have worked for the past eight
years. The core mandate of the PHS is to provide domiciles for
people who would otherwise be homeless.

The statistics are stark. A review done shortly after the
Portland was established revealed that among the residents
three-quarters had over five addresses in the year before they
were housed, and 90 per cent had been charged or convicted of
crimes, often many times over, usually for petty theft.



Currently 36 per cent are HIV positive or have frank AIDS,
and most are addicted to alcohol or other substances—
anything from rice wine or mouthwash, cocaine or heroin.
Over half have been diagnosed with mental illness. The
proportion of Native Canadians among Portland residents is
five times their ratio in the general population.

For Liz and the others who developed the PHS, it was
endlessly frustrating to watch people go from crisis to crisis,
with no consistent support. “The system had abandoned
them,” she says, “so we’ve tried to set up the hotels as a base
for other services and programs. It took eight years of
fundraising and four provincial government ministries and
four private foundations to make the new Portland a reality.
Now people finally have their own bathrooms, laundry
facilities and a decent place to eat food.”

What makes the Portland model unique and controversial
among addiction services is the core intention to accept people
as they are—no matter how dysfunctional, troubled and
troubling they may be. Our clients are not the “deserving
poor” they are just poor—undeserving in their own eyes and in
those of society. At the Portland Hotel there is no chimera of
redemption nor any expectation of socially respectable
outcomes, only an unsentimental recognition of the real needs
of real human beings in the dingy present, based on a
uniformly tragic past. We may (and do) hope that people can
be liberated from the demons that haunt them and work to
encourage them in that direction, but we don’t fantasize that
such psychological exorcism can be forced on anyone. The
uncomfortable truth is that most of our clients will remain
addicts, on the wrong side of the law as it now stands. Kerstin
Stuerzbecher, a former nurse with two liberal arts degrees, is
another Portland Society director. “We don’t have all the
answers,” she says, “and we cannot necessarily provide the
care people may need in order to make dramatic changes in
their lives. At the end of the day it’s never up to us—it’s
within them or not.”

Residents are offered as much assistance as the Portland’s
financially stretched resources permit. Home support staff
clean rooms and assist with personal hygiene for the most



helpless. Food is prepared and distributed. When possible,
patients are accompanied to specialists’ appointments or for X-
rays or other medical investigations. Methadone, psychiatric
medications and HIV drugs are dispensed by the staff. A
laboratory comes to the Portland every few months to screen
for HIV and hepatitis and for follow-up blood tests. There is a
writing and poetry group, an art group—a quilt based on
residents’ drawings hangs on the wall of my office. There are
visits from an acupuncturist, hairdressing, movie nights, and
while we still had the funds people were taken away from the
grimy confines of the Downtown Eastside for an annual
camping outing. My son Daniel, a sometime employee at the
Portland, has led a monthly music group.

“We had this talent evening at the Portland a few years
ago,” says Kerstin, “with the art group and the writing group,
and there was also a cabaret show. There was art on the wall
and people read their poetry. A long-time resident came up to
the microphone. He said he didn’t have a poem to recite or
anything else creative.... What he shared was that the Portland
was his first home. That this is the only home he’s ever had
and how grateful he was for the community he was part of.
And how proud he was to be part of it, and he wished his mom
and dad could see him now.”

“The only home he’s ever had”—a phrase that sums up the
histories of many people in the Downtown Eastside of “one of

the world’s most livable cities.”L

The work can be intensely satisfying or deeply frustrating,
depending on my own state of mind. Often I face the
refractory nature of people who value their health and well-
being less than the immediate, drug-driven needs of the
moment. [ also have to confront my own resistance to them as
people. Much as I want to accept them, at least in principle,
some days I find myself full of disapproval and judgment,
rejecting them and wanting them to be other than who they



are. That contradiction originates with me, not with my
patients. It’s my problem—except that, given the obvious
power imbalance between us, it’s all too easy for me to make it
their problem.

My patients’ addictions make every medical treatment
encounter a challenge. Where else do you find people in such
poor health and yet so averse to taking care of themselves or
even to allowing others to take care of them? At times, one
literally has to coax them into hospital. Take Kai, who has an
immobilizing infection of his hip that could leave him
crippled, or Hobo, whose breastbone osteomyelitis could
penetrate into his lungs. Both men are so focused on their next
hit of cocaine or heroin or *“jib”—crystal meth—that self-
preservation pales into insignificance. Many also have an
ingrained fear of authority figures and distrust institutions, for
reasons no one could begrudge them.

“The reason I do drugs is so I don’t feel the fucking feelings |
feel when I don’t do drugs,” Nick, a forty-year-old heroin and
crystal meth addict once told me, weeping as he spoke. “When
I don’t feel the drugs in me, I get depressed.” His father drilled
into his twin sons the notion that they were nothing but “pieces
of shit.” Nick’s brother committed suicide as a teenager; Nick
became a lifelong addict.

The Hell Realm of painful emotions frightens most of us;
drug addicts fear they would be trapped there forever but for
their substances. This urge to escape exacts a fearful price.

The cement hallways and the elevator at the Portland Hotel
are washed clean frequently, sometimes several times a day.
Punctured by needle marks, some residents have chronic
draining wounds. Blood also seeps from blows and cuts
inflicted by their fellow addicts or from pits patients have
scratched in their skin during fits of cocaine-induced paranoia.
One man picks at himself incessantly to get rid of imaginary
insects.



Not that we lack real infestation in the Downtown Eastside.
Rodents thrive between hotel walls and in the garbage-strewn
back alleys. Vermin populate many of my patients’ beds,
clothes and bodies: bedbugs, lice, scabies. Cockroaches
occasionally drop out from shaken skirts and pant legs in my
office and scurry for cover under my desk. “I like having one
or two mice around,” one young man told me. “They eat the
cockroaches and bedbugs. But I can’t stand a whole nest of
them in my mattress.”

Vermin, boils, blood and death: the plagues of Egypt.

In the Downtown Eastside the angel of death slays with
shocking alacrity. Marcia, a thirty-five-year-old heroin addict,
had moved out of her PHS residence and was living in a
tenement half a block away. One morning, I received a frantic
phone call about a suspected overdose. I found Marcia in bed,
her eyes wide open, lying on her back and already in rigor
mortis. Her arms were extended, palms outward in a gesture of
alarmed protest as if to say: “No, you’ve come to take me too
soon, much too soon!” Plastic syringes cracked under my
shoes as I approached her body. Marcia’s dilated pupils and
some other physical cues told the story—she died not of
overdose but of heroin withdrawal. I stood for a few moments
by her bedside, trying to see in her body the charming, if
always absent-minded, human being I had known. As I turned
to leave, wailing sirens signalled the arrival of emergency
vehicles outside.

Marcia had been in my office just the week before, in good
cheer, asking for help with some medical forms she needed to
fill out, to get back on welfare. It was the first time I’d seen
her in six months. During that period, as she explained with
nonchalant resignation, she had helped her boyfriend, Kyle,
blow through a hundred-and-thirty-thousand-dollar inheritance
—a process selflessly aided by many other user friends and
hangers-on. For all that popularity, she was alone when death
caught her.



Another casualty was Frank, a reclusive heroin addict who
would grudgingly let you into his cramped quarters at the
Regal Hotel only when he was very ill. “No fucking way I’'m
dying in hospital,” he declared, once it became clear that the
grim reaper AIDS was knocking at his door. There was no
arguing with Frank about that or anything else. He died in his
own ragged bed, but Ais bed, in 2002.

Frank had a sweet soul that his curmudgeonly abrasiveness
could not hide. Although he never talked to me about his life
experience, he expressed the gist of it in “Downtown
Hellbound Train,” a poem he wrote a few months before his
death. It is a requiem for himself and for the dozens of women
—drug users, sex trade workers—said to have been murdered
at the infamous Pickton pig farm outside Vancouver.

Went downtown—Hastings and Main
Looking for relief from the pain
All I did was find

A one-way ticket on a Hellbound Train

On a farm not far away
Several friends were taken away
Rest their souls from the pain

End their ride on the Hellbound Train

Give me peace before I die
The track is laid out so well
We all live our private hell

Just more tickets on the Hellbound Train



Hellbound Train
Hellbound Train
One-way ticket on a Hellbound Train

Having worked in palliative medicine, care of the terminally
ill, I have encountered death often. In a real sense, addiction
medicine with this population is also palliative work. We do
not expect to cure anyone, only to ameliorate the effects of
drug addiction and its attendant ailments and to soften the
impact of the legal and social torments our culture uses to
punish the drug addict. Except for the rare fortunate ones who
escape the Downtown Eastside drug colony, very few of my
patients will live to old age. Most will die of some
complication of their HIV or hepatitis C or of meningitis or a
massive septicemia contracted through multiple self-injections
during a prolonged cocaine run. Some will succumb to cancer
at a relatively young age, their stressed and debilitated immune
systems unable to keep malignancy in check. That’s how
Stevie died, of liver cancer, the sweet-sardonic expression that
always played on her face obscured by deep jaundice. Or
they’ll do a bad fix one night and die of an overdose, like
Angel at the Sunrise Hotel or like Trevor, one floor above,
who always smiled as if nothing ever bothered him.

One darkening February evening, Leona, a patient who lives
in a nearby hotel, awoke on the cot in her room to find her
eighteen-year-old son, Joey, lifeless and rigid in her bed. She
had taken him in from the street and was keeping watch to
save him from self-harm. Mid-morning, after an all-night vigil,
she fell asleep; he overdosed in the afternoon. “When I woke
up,” she recalled, “Joey was lying motionless. Nobody had to
tell me. The ambulance and fire guys came, but there was
nothing anybody could do. My baby was dead.” Her grief is
oceanic, her sense of guilt fathomless.

One constant at the Portland Clinic is pain. Medical school
teaches the three signs of inflammation, in Latin: calor, rubror,
dolor—heat, redness and pain. The skin, limbs or organs of
my patients are often inflamed, and for that my ministrations



can be at least temporarily adequate. But how to soothe souls
inflamed by the intense torment imposed first by childhood
experiences almost too sordid to believe and then, with
mechanical repetition, by the sufferers themselves? And how
to offer them comfort when their sufferings are made worse
every day by social ostracism—by what the scholar and writer
Elliot Leyton has described as “the bland, racist, sexist and
‘classist’ prejudices buried in Canadian society: an
institutionalized contempt for the poor, for sex trade workers,
for drug addicts and alcoholics, for aboriginal people.”! The
pain here in the Downtown Eastside reaches out with hands
begging for drug money. It stares from eyes cold and hard or
downcast with submission and shame. It speaks in cajoling
tones or screams aggressively. Behind every look, every word,
each violent act or disenchanted gesture 1s a history of anguish
and degradation, a self-writ tale with new chapters added each
day and scarcely a happy end.

As Daniel drives me home, we’re listening to CBC on the car
radio, broadcasting its whimsical afternoon cocktail of light
hearted patter, classics and jazz. Jolted by the disharmony
between the urbane radio space and the troubled world I’ve
just left, I recall my first patient of the day.

Madeleine sits hunched, elbows resting on her thighs, her
gaunt, wiry body convulsed by sobbing. She clutches her head
in her hands, periodically clenching her fists and beating
rhythmically at her temples. Straight brown hair, fallen
forward, veils her eyes and cheeks. Her lower lip is swollen
and bruised, and blood trickles from a small cut. Her thick,
boyish voice is hoarse with rage and pain. “I’ve been fucked
over again,” she cries. “It’s always me, the sucker for everyone
else’s bullshit. How do they know they can do it to me every
time?”” She coughs as the tears trickle down her windpipe.
She’s like a child telling her story, asking for sympathy,
pleading for help.



The tale she tells is a variation on a theme familiar in the
Downtown Eastside: drug addicts exploiting each other. Three
women Madeleine knows well give her a hundred-dollar bill.
The deal 1s, she buys twelve “rocks” of crack from the person
she calls the “Spic.” She gets one; they’ll keep some for
themselves and resell the rest. “We can’t let the cops see us
buy that much,” they tell her. The transaction is completed,
money and rocks are exchanged. Ten minutes later the “great
big Spic” catches up with Madeleine, “grabs me by the hatir,
throws me on the ground, gives me a punch in the face.” The
hundred-dollar bill is counterfeit. “They set me up. ‘Oh,
Maddie, you’re my buddy, you’re my friend.’ I had no idea it
was a bogus hundred.”

My clients often speak about the “Spic,” but he’s an unseen
presence, a mythical figure I only hear about. On the street
corners near the Portland Hotel, young, olive-hued Central
Americans congregate, black baseball caps over their eyes. As
I walk by, they call out to me in a low whisper, even with my
signal stethoscope around my neck: “up, down” or “good
rock.” (Up and down are junkie slang for cocaine—an upper, a
stimulant—and for heroin—a downer, a sedative. Rock is
crack cocaine.) “Hey, can’t you see that’s the doctor?”
someone occasionally hisses. The Spic may well be amongst
that group or perhaps the epithet is a generic term that refers to
any of them.

I don’t know who he is or the path that led him to
Vancouver’s Skid Row, where he pushes cocaine and slaps
around the emaciated women who steal, deal, cheat or sell
cheap oral sex to pay him. Where was he born? What war,
what deprivation forced his parents out of their slum or their
mountain village to seek a life so far north of the Equator?
Poverty in Honduras, paramilitaries in Guatemala, death
squads in El Salvador? How did he become the Spic, a villain
in a story told by the rake-thin, distraught woman in my office
who, choking on her tears, explains her bruises and asks that I
don’t hold it against her that she failed to show for last week’s
methadone visit.



“I haven’t had juice for seven days,” Madeleine says.
(“Juice” is slang for methadone: the methadone powder is
dissolved in orange-flavoured Tang.) “And I won’t ask
anybody for help on the street because if they help you, you
owe them your goddamn life. Even if you pay them back, they
still think you owe them. ‘There’s Maddie, we can hustle her
for it. She’ll give it to us.” They know I won’t fight. *Cause if I
ever fight I’'m going to fucking kill one of these bitches down
here. I don’t want spend the rest of my life in jail because of
some goddamn cunt I never should’ve got involved with in the
first place. That’s what’s going to happen. I can only take so
much.”

I hand her the methadone prescription and invite her back to
talk after she’s had her dose at the pharmacy. Although
Madeleine agrees, I won’t see her again today. As always, the
need for the next fix beckons.

Another visitor that morning was Stan, a forty-five-year-old
Native man just out of jail, also here for his methadone script.
In his eighteen months of incarceration he has become pudgy,
and this has softened the menacing air bestowed by his height,
muscular build, glowering dark eyes, Apache hair and Fu
Manchu moustache. Or perhaps he’s mellowed, since he’s
been off cocaine all this time. He peers out the window at the
sidewalk across the street, where a few of his fellow addicts
are involved in a scene outside the Army and Navy store.
There is much gesticulation and apparently aimless striding
back and forth. “Look at them,” he says. “They’re stuck here.
You know, Doc, their life stretches from here to maybe Victory
Square to the left and Fraser Street to the right. They never get
out. I want to move away, don’t want to waste myself down
here anymore.

“Ah, what’s the use. Look at me, I don’t even have socks.”
Stan points at his worn-out running shoes and baggy, red-
cotton jogging pants with the elastic bunched a few inches
above his ankles. “When I get on the bus in this outfit, people
just know. They move away from me. Some stare; most don’t
even look in my direction. You know what that feels like? Like
[’m an alien. I don’t feel right till I’'m back here; no wonder
nobody ever leaves.”



When he returns for a methadone script ten days later, Stan
is still living on the street. It’s a March day in Vancouver: grey,
wet and unseasonably cold. “You don’t want to know where I
slept last night, Doc,” he says.

For many of Vancouver’s chronic, hard-core addicts, it’s as
if an invisible barbed-wire barrier surrounds the area extending
a few blocks from Main and Hastings in all directions. There
is a world beyond, but to them it’s largely inaccessible. It fears
and rejects them and they, in turn, do not understand its rules
and cannot survive in it.

[ am reminded of an escapee from a Soviet Gulag camp who,
after starving on the outside, voluntarily turned himself back
in. “Freedom isn’t for us,” he told his fellow prisoners. “We’re
chained to this place for the rest of our lives, even though we
aren’t wearing chains. We can escape, we can wander about,

but in the end we’ll come back.”?

People like Stan are among the sickest, the neediest and the
most neglected of any population anwhere. All their lives
they’ve been ignored, abandoned and, in turn, self-abandoned
time and again. Where does a commitment to serve such a
community originate? In my case, | know it is rooted in my
beginnings as a Jewish infant in Nazi-occupied Budapest in
1944. I’ve grown up with the awareness of how terrible and
difficult life can be for some people—through no fault of their
own.

But if the empathy I feel for my patients can be traced to my
childhood, so can the reactively intense scorn, disdain and
judgment that sometimes erupt from me, often towards these
same pain-driven individuals. Later on, I’ll discuss how my
own addictive tendencies stem from my early childhood
experiences. At heart, I am not that different from my patients



—and sometimes I cannot stand seeing how little
psychological space, how little heaven-granted grace separates
me from them.

My first full-time medical position was at a clinic in the
Downtown Eastside. It was a brief, six-month stint but it left
its mark, and I knew that someday I’d come back. When,
twenty years later, I was presented with the opportunity to
become the clinic physician at the old Portland, I seized it
because it felt right: just the combination of challenge and
meaning [ was seeking at that time in my life. With hardly a
moment’s thought I left my family practice for a cockroach-
infested downtown hotel.

What draws me here? All of us who are called to this work
are responding to an inner pull that resonates with the same
frequencies that vibrate in the lives of the haunted, drained,
dysfunctional human beings in our care. But of course, we
return daily to our homes, outside interests and relationships
while our addict clients are trapped in their downtown gulag.

Some people are attracted to painful places because they
hope to resolve their own pain there. Others offer themselves
because their compassionate hearts know that here is where
love is most needed. Yet others come out of professional
interest: this work is ever challenging. Those with low self-
esteem may be attracted because it feeds their egos to work
with such powerless individuals. Some are lured by the
magnetic force of addictions because they haven’t resolved, or
even recognized, their own addictive tendencies. My guess is
that most of us physicians, nurses and other professional
helpers who work in the Downtown Eastside are impelled by
some mixture of these motives.

Liz Evans began working in the area at the age of twenty-
six. “I was overwhelmed,” she recalls. “As a nurse, I thought |
had some expertise to share. While that was true, I soon
discovered that, in fact, I had very little to give—I could not
rescue people from their pain and sadness. All I could offer
was to walk beside them as a fellow human being, a kindred
spirit.



“A woman I’1l call Julie was locked in her room and force-
fed a liquid diet and beaten by her foster family from age
seven on—she has a scar across her neck from where she
slashed herself when she was only sixteen. She’s used a
cocktail of painkillers, alcohol, cocaine and heroin ever since
and works the streets. One night she came home after she’d
been raped and crawled into my lap, sobbing. She told me
repeatedly that it was her fault, that she was a bad person and
deserved nothing. She could barely breathe. I longed to give
her anything that would ease her pain as I sat and rocked her. It
was too intense for me to bear.” As Liz discovered, something
in Julie’s pain triggered her own. “This experience showed me
that we have to keep our own issues from turning into
barriers.”

“What keeps me here?” muses Kerstin Stuerzbecher. “In the
beginning [ wanted to help. And now...I still want to help, but
it’s changed. Now I know my limits. I know what I can and
cannot do. What I can do is to be here and advocate for people
at various stages in their lives, and to allow them to be who
they are. We have an obligation as a society to...support
people for who they are, and to give them respect. That’s what
keeps me here.”

There’s another factor in the equation. Many people who’ve
worked in the Downtown Eastside have noticed it: a sense of
authenticity, a loss of the usual social games, the surrender of
pretence—the reality of people who cannot declare themselves
to be anything other than what they are.

Yes, they lie, cheat and manipulate—but don’t we all, in our
own way? Unlike the rest of us, they can’t pretend not to be
cheaters and manipulators. They’re straight-up about their
refusal to take responsibility, their rejection of social
expectation, their acceptance of having lost everything for the
sake of their addiction. That isn’t much by the straight world’s
standards, but there’s a paradoxical core of honesty wrapped in
the compulsive deceit any addiction imposes. “What do you
expect, Doc? After all, I’'m an addict,” a small, skinny forty-
seven-year-old man once said to me with a wry and disarming



smile, having failed to wheedle a morphine prescription.
Perhaps there’s a fascination in that element of outrageous,
unapologetic pseudo-authenticity. In our secret fantasies who
among us wouldn’t like to be as carelessly brazen about our
flaws?

“Down here you have honest interactions with people,” says
Kim Markel, the nurse at the Portland Clinic. “I can come here
and actually be who I am. I find that rewarding. Working in
the hospitals or in different community settings, there’s always
pressure to toe the line. Because our work here is so diverse
and because we’re among people whose needs are so raw and
who have nothing left to hide, it helps me maintain honesty in
what I do. There’s not that big shift between who I am at work
and who I am outside of work.”

Amidst the unrest of irritable drug seekers hustling and
scamming for their next high, there also occur frequent
moments of humanity and mutual support. “There are amazing
displays of warmth all the time,” Kim says. “Although there’s
a lot of violence, I see many people caring for each other,”
adds Bethany Jeal, a nurse at Insite, North America’s first
supervised injection site, located on Hastings, two blocks from
the Portland. “They share food, clothing and makeup—
anything they have.” People tend to each other through illness,
report with concern and compassion on a friend’s condition
and often display more kindness to someone else than they
usually give themselves.

“Where I live,” Kerstin says, “I don’t know the person two
houses down from me. I vaguely know what they look like,
but I certainly don’t know their name. Not down here. Here
people know each other, and that has its pros and its cons. It
means that people rail at each other and rage at each other, and
it also means that people will share their last five pennies with
each other.

“People here are very raw, so what comes out is the violence
and ugliness that often gets highlighted in the media. But that
rawness also brings out raw feelings of joy and tears of joy—
looking at a flower I hadn’t noticed but someone living in a
one-room at the Washington Hotel has noticed because he’s



down here every day. This is his world and he pays attention to
different details than I do....”

Nor is humour absent. As I walk my Hastings rounds from
one hotel to another, I witness much back-slapping banter and
raucous laughter. “Doctor, doctor, gimme the news,” comes a
jazzy sing-song from under the archway of the Washington.
“Hey, you need a shot of rhythm an’ blues,” I chant back over
my shoulder. No need to look around. My partner in this well-
rehearsed musical routine is Wayne, a sunburned man with
long, dirty blond curls and Schwarzenegger arms tattooed
from wrist to biceps.

I wait to cross an intersection with Laura, a Native woman
in her forties, whose daunting life history, drug dependence,
alcoholism and HIV have not extinguished her impish wit. As
the red hand on the pedestrian traffic light yields to the little
walking figure, Laura chimes up, her tone a shade sardonic:
“White man says go.” Our paths coincide for the next half-
block, and all the while Laura chuckles loudly at her joke. So
do L.

The witticisms are often fearlessly self-mocking. “Used to
bench press two hundred pounds, Doc,” Tony, emaciated,
shrivelled and dying of AIDS, cracked during one of his last
office visits. “Now I can’t even bench press my own dick.”

When my addict patients look at me, they are seeking the
real me. Like children, they are unimpressed with titles,
achievements, worldly credentials. Their concerns are too
immediate, too urgent. If they come to like me or to appreciate
my work with them, they will spontaneously express pride in
having a doctor who is occasionally interviewed on television
and is an author. But only then. What they care about is my
presence or absence as a human being. They gauge with
unerring eye whether I am grounded enough on any given day
to co-exist with them, to listen to them as persons with
feelings, hopes and aspirations as valid as mine. They can tell
instantly whether I’m genuinely committed to their well-being
or just trying to get them out of my way. Chronically unable to
offer such caring to themselves, they are all the more sensitive



to its presence or absence in those charged with caring for
them.

It is invigorating to operate in an atmosphere so far removed
from the regular workaday world, an atmosphere that insists
on authenticity. Whether we know it or not, most of us crave
authenticity, the reality beyond roles, labels and carefully
honed personae. With all its festering problems, dysfunctions,
diseases and crime, the Downtown Eastside offers the fresh air
of truth, even if it’s the stripped, frayed truth of desperation. It
holds up a mirror in which we all, as individual human beings
and collectively as a society, may recognize ourselves. The
fear, pain and longing we see are our own fear, pain and
longing. Ours, too, are the beauty and compassion we witness
here, the courage and the sheer determination to surmount
suffering.



CHAPTER 2

The Lethal Hold of Drugs

Nothing records the effects of a sad life so graphically as the
human body.

NAGUIB MAHFOUZ
Palace of Desire

From behind his lectern at an East Hastings funeral chapel,

the elderly priest proclaims the world’s farewell to Sharon.
“How exuberant and joyful she was. ‘Here I am, Sha-na-na!’
she announced as she burst into a room. On seeing her, who
could not feel glad to be alive?”

Behind the family the mourners are dispersed through the
sparsely filled chapel. A group of Portland staffers are present,
along with five or six residents and a few people I don’t
recognize.

The young Sharon, I’ve been told, was model beautiful.
Hints of that beauty still remained when I met her six years
ago, traces gradually erased by her increasingly pallid
complexion, sunken cheeks and decaying teeth. In her last
years Sharon was often in pain. Two large patches on her left
shin were denuded of skin by injection-induced bacterial
infections. Reinfection caused repeated skin grafts to slough
off, leaving the flesh continually exposed. The exasperated
plastic surgeons at St. Paul’s Hospital considered further
intervention futile. In her chronically swollen left knee a bone
abscess lurked, flaring up every so often and then subsiding.
That osteomyelitis was never fully treated because Sharon
couldn’t endure the six to eight weeks of hospitalization
required to complete the intravenous antibiotic regimen—not
even when it appeared that amputation might be the only
alternative. Unable to weight-bear owing to her inflamed knee
joint, Sharon became hostage to a wheelchair in her early



thirties. She’d propel it along the Hastings sidewalk at
astonishing speed, employing her strong arms and her right leg
to boost herself along.

The priest tactfully avoids evoking the pain-haunted Sharon,
whose drug obsession drove her back to the Downtown
Eastside, but honours her vital essence.

“Forgive us, Lord, for we do not know how to cherish...Life
is eternal, love is immortal...For every joy that passes,
something beautiful is created...,” intones the priest. At first
all I hear is a litany of funerary clichés and I am annoyed.
Soon, however, I find myself comforted. In the face of
untimely death, it occurs to me, there are no clichés. “For
always Sharon, that voice, that spirit...For the peace of
eternity, immortal peace...”

The quiet sobbing of women vibrates in counterpoint to the
priest’s consoling words. Closing the book on the lectern, he
looks solemnly around the room. As he steps off the podium,
music is piped in: Andrea Bocelli crooning a sentimental
[talian aria. Mourners are invited to pay their last respects to
Sharon, who rests in an open coffin below the stage. One by
one they walk up, bow their heads and step back to honour the
family. Beverly, cocaine-induced pick marks disfiguring her
face, approaches the coffin. She supports Penny, who is bent
over her walker. The two were close friends of Sharon. Tom,
whose hoarse, alcohol-fuelled evening bellowing resounds up
and down Hastings, is dressed in his finest. Stone sober and
sombre in white shirt and tie, he bows in prayerful silence over
the flower-decorated bier and crosses himself.

Sharon’s white-powdered face wears a naive, uncertain
expression, rouged lips closed and slightly awry. It occurs to
me that this faintly befuddled, childlike look probably reflects
the inner world of the live Sharon more accurately than the
raucous character she often presented in my office.

Sharon’s body was found in her bed one April morning. She
lay there on her side as if in dreamy repose, her features
undistorted by pain or distress. We could only guess at the
cause of death, but overdose was the best surmise. Despite her
long-standing HIV infection and her low immune counts, she



had not been ill, but we knew she was heavily into heroin use
since she’d left the recovery home. There was no drug
paraphernalia in her room. It seems she’d injected whatever
killed her in a neighbour’s apartment before returning to her
own.

The failed attempt at rehabilitation saddened everyone who
cared for her. By all accounts she’d appeared to be doing well.
“Another four weeks without injection, Maté,” she’d proudly
report during her monthly telephone calls. “Send in my
methadone script, would you? I don’t want to come there to
pick it up—1I’ll just be pulled into using again.” Staff visiting
the recovery shelter reported that she was vibrant, in good
colour, cheerful and optimistic. Despite her heroin relapse, her
death was a shock, and even now, with her body laid out in the
chapel, hard to accept. Her vivacity, cheer and irrepressible
energy had been so much a part of our lives. After the priest’s
kind and celebratory words, Sharon should have stood up and
walked out with the rest of us.

Service over, the mourners mingle in the parking lot for a
while before going their separate ways. It’s a bright, dazzling
day, the first time this year the spring sun has shown its face in
the Vancouver sky. I say hello to Gail, a Native woman who’s
bravely approaching the end of her third month without
cocaine. “Eighty-seven days,” she beams at me. “I can’t
believe it.” It’s no mere exercise in willpower. Gail was
hospitalized for a fulminant abdominal infection two years ago
and had a colostomy to rest her inflamed intestines. The
severed segments of bowel should have been surgically
rejoined long before now, but the procedure was always
cancelled because Gail’s intravenous cocaine use jeopardized
the chances of healing. The original surgeon has declined to
see her again. “I booked the OR for nothing at least three
times,” he told me. “I won’t take another chance.” I couldn’t
argue with his logic. A new specialist has reluctantly agreed to
proceed with the operation, but only under the strictest
understanding that Gail will stay off the cocaine. Failing this
last opportunity, she may, for the rest of her life, discharge her
feces into the plastic receptacle taped to her belly. She hates
having to change the bag, sometimes several times a day.



“How ya doin,” Doc,” says the ever-affable Tom, lightly
kneading my shoulder. “Good ta see ya. You’re a good man.”
“Thanks,” I say.

“So are you.” Still supported by her hefty friend Beverly,
skinny little Penny shuffles up. She leans on her walker with
her right hand, shading her eyes against the noon day sun with
the left. Penny has only recently finished a six-month course
of IV antibiotics for a spinal infection that has left her hunch-
backed and weak-legged. “I never expected to see Sharon die
before me,” she says. “I really thought in hospital last summer
I was a goner.” “You were close enough to scare even me,” |
reply. We both laugh.

I look at this small cluster of human beings gathered at the
funeral of a comrade who met her death in her mid-thirties.
How powerful the addiction, I think, that not all the physical
disease and pain and psychological torment can shake loose its
lethal hold on their souls. “In the Nazi Arbeit [work] camps
back in ’44 when a man was caught smoking one cigarette, the
whole barracks would die,” a patient, Ralph, once told me.
“For one cigarette! Yet even so, the men did not give up their
inspiration, their will to live and to enjoy what they got out of
life from certain substances, like liquor or tobacco or whatever
the case may be.” I don’t know how accurate his account was
as history, but as a chronicler of his own drug urges and those
of his fellow Hastings Street addicts, Ralph spoke the bare
truth: people jeopardize their lives for the sake of making the
moment livable. Nothing sways them from the habit—mnot
illness, not the sacrifice of love and relationship, not the loss
of all earthly goods, not the crushing of their dignity, not the
fear of dying. The drive is that relentless.

How to understand the death grip of drug addiction? What
keeps Penny injecting after the spinal suppuration that nearly
made her paraplegic? Why can’t Beverly give up shooting
cocaine despite the HIV, the recurring abscesses I’ve had to
drain on her body and the joint infections that repeatedly put
her in hospital? What could have drawn Sharon back to the
Downtown Eastside and her suicidal habit after her six-month
getaway? How did she shrug off the deterrents of HIV and



hepatitis, a crippling bone infection and the chronic burning,
piercing pain of exposed nerve endings?

What a wonderful world it would be if the simplistic view
were accurate: that human beings need only negative
consequences to teach them hard lessons. Then any number of
fast-food franchises would be tickets to bankruptcy, the TV
room would be a deserted spot in our homes, and the Portland
Hotel could reinvent itself as something more lucrative:
perhaps a luxury housing unit with Mediterranean pretensions
for downtown yuppies, similar to the sold-out “Firenze” and
“Espafna” condo developments still under construction around
the corner.

On the physiological level drug addiction is a matter of brain
chemistry gone askew under the influence of a substance and,
as we will see, even before the use of mind-altering substances
begins. But we cannot reduce human beings to their
neurochemistry; and even if we could, people’s brain
physiology doesn’t develop separately from their life events
and their emotions. The addicts sense this. Easy as it would be
to pin responsibility for their self-destructive habits on a
chemical phenomenon, few of them do so. Few of them accept
a narrow medical model of addiction as illness, for all the
genuine value of that model.

What is the truly fatal attraction of the drug experience?
That’s a question I’ve put to many of my clients at the
Portland Clinic. “You’ve got this miserable, swollen, ulcerated
leg and foot—red, hot and painful,” I say to Hal, a friendly,
jocular man 1n his forties, one of my few male patients without
a criminal record. “You have to drag yourself to the emergency
every day for IV antibiotics. You have HIV. And you won’t
give up injecting speed. What do you suppose is behind that
for you?”



“I don’t know,” Hal mutters, his toothless gums smothering
his words. “You ask anybody...anybody, including myself,
why should you put something into your body that in the next
five minutes makes you drool, look gooey, you know, distort
your brainwave patterns to the point where you can’t think
reasonably, inhibits your speech pattern—and then want to do
it again.” “And gives you an abscessed leg,” I add helpfully.
“Yes, an abscessed leg. Why? I really don’t know.”

In March 2005, I had a similar discussion with Allan. Also
in his forties, also with HIV, Allan had been to Vancouver
Hospital with sharp chest pains a few days earlier. He was told
he’d probably suffered a flare-up of endocarditis, an infection
of the heart valves. Declining to be admitted to hospital, Allan
presented himself instead for a second opinion at the
emergency ward of St. Paul’s, where he was assured that
everything was fine. Now he was in my office for a third
assessment.

On examination I can see he isn’t acutely ill but is
nevertheless in terrible shape. “What should I do, Doc?” he
asks, raising his shoulders and spreading his arms out in
helpless consternation. “Okay,” I say, reviewing his chart.
“Your father died of heart disease. Your brother died of heart
disease. You’re a heavy smoker. You have a history of
endocarditis from IV drug use. I’m treating you for cardiac
failure and even now your legs are swollen because your heart
isn’t pumping efficiently. Your HIV is controlled by strong
medications and, with your Hep C, your liver is just hanging in
there. But you still keep injecting. And you’re asking me what
you should do. What’s wrong with this picture?”

“I was hoping you’d say that,” Allan replies. “You need to
tell me I’m a fucking retard. It’s the only way I learn.”

“Okay,” I oblige. “You’re a fucking retard.”
“Thanks, Doc.”

“The trouble is, you’re not a fucking retard; you’re addicted.
And how are we to understand that?”

Allan died four months later, cold and blue at midnight on
the floor of his room in a nearby hotel. He was injecting,



rumour had it, from a bad lot of methadone heisted in a break-
in at a local pharmacy and subsequently adulterated with
crystal meth or who knows what. According to the coroner’s
office, that little enterprise in independent drug marketing
caused the death of at least eight people

“I’m not afraid of dying,” a client told me. “Sometimes ’'m
more afraid of living.”

That fear of life as they have experienced it underlies my
patients’ continued drug use. “Nothing bothers me when I’'m
high. There’s no stress in my life,” one person said—a
sentiment echoed by many addicted people. “Makes me just
forget,” said Dora, an inveterate cocaine user. “I forget about
my problems. Nothing ever seems quite as bad as it really is,
until you wake up the next morning, and then it’s worse....” In
the summer of 2006 Dora left the Portland and moved back to
the streets, hustling for dope. In January she died of multiple
brain abscesses in the intensive care unit of St. Paul’s

Hospital.*2

Alvin is in his fifties, a portly, thick-armed, former long-
distance trucker. On methadone to control his heroin addiction,
he has recently been increasing his crystal meth use. “The first
part of the day it makes me feel like I want to puke,” he says,
“but then, after eight or nine hoots on the pipe...How does it
make me feel? Like a fool first of all, but I dunno, it’s a ritual,
I guess.”

“Here’s what I’'m hearing,” I counter. “For the privilege of
being nauseated and feeling like a fool, you spend a thousand
dollars a month. Is this what you’re telling me?”” Alvin laughs.
“I only puke on the first one of the day, though. I get a high of
some sort, which lasts about three to five minutes, and then...
you say to yourself, Why did I do that? But then it’s too late.
Something makes you keep doing it, and that’s what’s called
addiction. And I don’t know how to curb that. Honest to God,
I hate the shit, I honestly hate that shit.”

“But you still get something out of it.” “Well, yeah, or |
wouldn’t be doing it, obviously—sort of like having an
orgasm, I guess.”



Beyond the addict’s immediate orgasmic release of the
moment, drugs have the power to make the painful tolerable
and the humdrum worth living for. “There is a memory so
fixed and so perfect that on certain days my brain listens to no
other,” writes Stephen Reid—author, incarcerated bank robber
and self-described junkie—of his first hit of narcotics, at age
eleven. “I am in profound awe of the ordinary—the pale sky,
the blue spruce tree, the rusty barbed-wire fence, those dying
yellow leaves. I am high. [ am eleven years old and in
communion with this world. Wholly innocent, I enter into the
heart of unknowing.”! In a similar vein, Leonard Cohen has
written about “the promise, the beauty, the salvation of
cigarettes....”

Like patterns in a tapestry, recurring themes emerge in my
interviews with addicts: the drug as emotional anaesthetic; as
an antidote to a frightful feeling of emptiness; as a tonic
against fatigue, boredom, alienation and a sense of personal
inadequacy; as stress reliever and social lubricant. And, as in
Stephen Reid’s description, the drug may—if only for a brief
instant—open the portals of spiritual transcendence. In places
high and low these themes blight the lives of hungry ghosts
everywhere. They act with lethal force on the cocaine-, heroin-
and crystal-meth-wired addicts of the Downtown Eastside. We
will return to them in the next chapter.

In a photo we have at the Portland, Sharon, in a black bathing
suit, sits on a sun-dappled deck, her legs immersed in the
shimmering, clear water of a blue-tiled pool. Relaxed and
composed, she smiles directly at the photographer’s lens. This
is the young woman of joy and possibility memorialized by
the priest, captured here by the camera a few months before
her death, revelling in the warmth of a late fall afternoon at the
home of her Twelve-Step sponsor.

In the twelve years Sharon spent in the Downtown Eastside,
she could not complete those twelve steps. She’d been so



dysfunctional and cocaine aggressive that until the day she
was accepted as a resident at the Portland, she’d been barred
from even visiting the hotel. “That’s how it works,” Portland
Society director Kerstin Stuerzbecher told me in the foyer of
the chapel after Sharon’s funeral. “There are only two choices:
either you’re too much trouble to be allowed to live here or
you’re so much trouble you can live only here.

“And die only here,” Kerstin added as we stepped out into
the sunlight.



CHAPTER 3

The Keys of Paradise: Addiction as a
Flight from Distress

Dismissing addictions as “bad habits” or “self-destructive
behaviour” comfortably hides their functionality in the life of
the addict.!

VINCENT FELITTI, M.D., PHYSICIAN AND RESEARCHER

Itis impossible to understand addiction without asking what

relief the addict finds, or hopes to find, in the drug or the
addictive behaviour.

The early-nineteenth-century literary figure Thomas De
Quincey was an opium user. “The subtle powers lodged in this
mighty drug,” he rhapsodized, “tranquilize all irritations of the
nervous system...sustain through twenty-four hours the else
drooping animal energies...O just, subtle and all-conquering
opium...Thou only givest these gifts to man; and thou hast the
keys of Paradise.” De Quincey’s words encapsulate the
blessings of all drugs as the addict experiences them—indeed,
as we shall see later, the appeal of all addictive obsessions,
with or without drugs.

Far more than a quest for pleasure, chronic substance use is
the addict’s attempt to escape distress. From a medical point of
view, addicts are self-medicating conditions like depression,
anxiety, post-traumatic stress or even ADHD (attention deficit
hyperactivity disorder).

Addictions always originate in pain, whether felt openly or
hidden in the unconscious. They are emotional anaesthetics.
Heroin and cocaine, both powerful physical painkillers, also
ease psychological discomfort. Infant animals separated from
their mothers can be soothed readily by low doses of narcotics,

just as if it was actual physical pain they were enduring.3 2



The pain pathways in humans are no different. The very
same brain centres that interpret and “feel” physical pain also
become activated during the experience of emotional rejection:
on brain scans they “light up” in response to social ostracism
just as they would when triggered by physically harmful
stimuli.> When people speak of feeling “hurt” or of having
emotional “pain,” they are not being abstract or poetic but
scientifically quite precise.

The hard-drug addict’s life has been marked by a surfeit of
pain. No wonder she desperately craves relief. “In moments I
go from complete misery and vulnerability to total
invulnerability,” says Judy, a thirty-six-year-old heroin and
cocaine addict who is now trying to kick her two-decade habit.
“I have a lot of issues. A lot of the reason why I use is to get
rid of those thoughts and emotions and cover them up.”

The question is never “Why the addiction?” but “Why the
pain?”’

The research literature is unequivocal: most hard-core
substance abusers come from abusive homes.* The majority of
my Skid Row patients suffered severe neglect and
maltreatment early in life. Almost all the addicted women
inhabiting the Downtown Eastside were sexually assaulted in
childhood, as were many of the men. The autobiographical
accounts and case files of Portland residents tell stories of pain
upon pain: rape, beatings, humiliation, rejection,
abandonment, relentless character assassination. As children
they were obliged to witness the violent relationships, self-
harming life patterns or suicidal addictions of their parents—
and often had to take care of them. Or they had to look after
younger siblings and defend them from being abused even as
they themselves endured the daily violation of their own
bodies and souls. One man grew up in a hotel room where his
prostitute mother hosted a nightly procession of men as her
child slept, or tried to, on his cot on the floor.

Carl, a thirty-six-year-old Native man, was banished from
one foster home after another, had dishwashing liquid poured
down his throat at age five for using foul language and was
tied to a chair in a dark room in attempts to control his



hyperactivity. When he’s angry at himself—as he was one day
for having used cocaine—he gouges his foot with a knife as
punishment. He confessed his “sin” to me with the look of a
terrorized urchin who’d just smashed some family heirloom
and dreaded the harshest retribution.

Another man described the way his mother used a
mechanical babysitter when he was three years old. “She went
to the bar to drink and pick up men. Her idea of keeping me
safe and from getting into trouble was to stick me in the dryer.
She put a heavy box on top so I couldn’t get out.” The air vent
ensured that the little boy wouldn’t suffocate.

My prose is unequal to the task of depicting such nearly
inconceivable trauma. “Our difficulty or inability to perceive
the experience of others...is all the more pronounced the more
distant these experiences are from ours in time, space, or
quality,” wrote the Auschwitz survivor Primo Levi.> We can
be moved by the tragedy of mass starvation on a far continent;
after all, we have all known physical hunger, if only
temporarily. But it takes a greater effort of emotional
imagination to empathize with the addict. We readily feel for a
suffering child, but cannot see the child in the adult who, his
soul fragmented and isolated, hustles for survival a few blocks
away from where we shop or work.

Levi quotes Jean Améry, a Jewish-Austrian philosopher and
resistance fighter who fell into the grasp of the Gestapo.
“Anyone who was tortured remains tortured... Anyone who
has suffered torture never again will be able to be at ease in the
world...Faith in humanity, already cracked by the first slap in
the face, then demolished by torture, is never acquired again.”
Améry was a full-grown adult when he was traumatized, an
accomplished intellectual captured by the foe in the course of a
war of liberation. We may then imagine the shock, loss of faith
and unfathomable despair of the child who is traumatized not
by hated enemies but by loved ones.

6

Not all addictions are rooted in abuse or trauma, but I do
believe they can all be traced to painful experience. A hurt is
at the centre of all addictive behaviours. It is present in the
gambler, the Internet addict, the compulsive shopper and the



workaholic. The wound may not be as deep and the ache not
as excruciating, and it may even be entirely hidden—but it’s
there. As we’ll see, the effects of early stress or adverse
experiences directly shape both the psychology and the
neurobiology of addiction in the brain.

I asked fifty-seven-year-old Richard, an addict since his teens,
why he kept using. “I don’t know, I’m just trying to fill a
void,” he replied. “Emptiness in my life. Boredom. Lack of
direction.” I knew all too well what he meant. “Here I am, in
my late fifties,” he said. “I have no wife, no children. I appear
to be a failure. Society says you should be married and have
children, a job, that kind of stuff. This way, with the cocaine, I
can sit there and do some little thing like rewire the toaster that
wasn’t working, and not feel like I’ve lost out on life.” He died
a few months after our interview, succumbing to a
combination of lung disease, kidney cancer and overdose.

“I didn’t use for six years,” says Cathy, forty-two-year-old
heroin and cocaine user, back in a grubby Downtown Eastside
hotel after a long absence. She’s contracted HIV since her
return. “The whole six years I craved. It was the lifestyle. I
thought I was missing something. And now I look around
myself and I think, What the hell was I missing?” Cathy
reveals that when she wasn’t using, she missed not only the
effect of the drugs but also the excitement of drug seeking and
the rituals the drug habit entails. “I just didn’t know what to do
with myself. It felt empty.”

A sense of deficient emptiness pervades our entire culture.
The drug addict is more painfully conscious of this void than
most people and has limited means of escaping it. The rest of
us find other ways of suppressing our fear of emptiness or of
distracting ourselves from it. When we have nothing to occupy
our minds, bad memories, troubling anxieties, unease or the
nagging mental stupor we call boredom can arise. At all costs,
drug addicts want to escape spending “alone time” with their



minds. To a lesser degree, behavioural addictions are also
responses to this terror of the void.

Opium, wrote Thomas De Quincey, is a powerful “counter
agent...to the formidable curse of taedium vitae”—the tedium
of life.

Human beings want not only to survive, but also to live. We
long to experience life in all its vividness, with full,
untrammelled emotion. Adults envy the open-hearted and
open-minded explorations of children; seeing their joy and
curiosity, we pine for our own lost capacity for wide-eyed
wonder. Boredom, rooted in a fundamental discomfort with
the self, is one of the least tolerable mental states.

For the addict the drug provides a route to feeling alive
again, if only temporarily. “I am in profound awe of the
ordinary,” recalls author and bank robber Stephen Reid of his
first hit of morphine. Thomas De Quincey extols opium’s
power “to stimulate the capacities of enjoyment.”

Carol is a twenty-three-year-old resident of the Portland
Hotel Society’s Stanley Hotel. Her nose and lips are pierced
with rings. Around her neck she wears a chain with a black
metal cross. Her hairdo is a pink-dyed Mohawk that tapers to
blond locks cascading at the back to her shoulders. A bright,
mentally agile young woman, Carol has been an injection
crystal meth user and heroin addict since she ran away from
home at age fifteen. The Stanley is her first stable domicile
after five years on the streets. These days she is active in
promoting harm reduction and in supporting fellow addicts.
She has attended international conferences, and her writings
have been quoted by addiction experts.

During a methadone appointment, she explains what she
cherishes about the crystal meth experience. She speaks
nervously and rapidly and fidgets incessantly, effects that
result from her long-standing stimulant habit and likely from



the early-onset hyperactivity disorder she had before she ever
used drugs. As befits a street-educated child of her generation,
Carol’s every second word seems to be “like” or “whatever.”

“When you do, like, a good hit or whatever you get like a
cough or whatever, like a warm feeling, you really feel a hit,
start breathing hard or whatever,” she says. “Kind of like a
good orgasm if you are a more sexual person—I never really
thought of it that way, but my body still experiences the same
physical sensations. I just don’t associate it with sex.

“I get all excited, whatever you’re into...I like playing with
clothes, or I like going out at night in the West End when
there’s not a whole lot of people, walking down back alleys,
singing to myself. People leave stuff out, I look for what I can
find, scavenging, and it’s all so interesting.”

The addict’s reliance on the drug to reawaken her dulled
feelings is no adolescent caprice. The dullness is itself a
consequence of an emotional malfunction not of her making:
the internal shutdown of vulnerability.

From the Latin word vulnerare, “to wound,” vulnerability is
our susceptibility to be wounded. This fragility is part of our
nature and cannot be escaped. The best the brain can do is to
shut down conscious awareness of it when pain becomes so
vast or unbearable that it threatens to overwhelm our capacity
to function. The automatic repression of painful emotion is a
helpless child’s prime defence mechanism and can enable the
child to endure trauma that would otherwise be catastrophic.
The unfortunate consequence is a wholesale dulling of
emotional awareness. “Everybody knows there is no fineness
or accuracy of suppression,” wrote the American novelist Saul
Bellow in The Adventures of Augie March, “if you hold down

one thing you hold down the adjoining.”’

Intuitively, we all know that it’s better to feel than not to
feel. Beyond their energizing subjective charge, emotions have
crucial survival value. They orient us, interpret the world for
us and offer us vital information. They tell us what is
dangerous and what is benign, what threatens our existence
and what will nurture our growth. Imagine how disabled we
would be if we could not see or hear or taste or sense heat or



cold or physical pain. Emotional shutdown is similar. Our
emotions are an indispensable part of our sensory apparatus
and an essential part of who we are. They make life
worthwhile, exciting, challenging, beautiful and meaningful.

When we flee our vulnerability, we lose our full capacity for
feeling emotion. We may even become emotional amnesiacs,
not remembering ever having felt truly elated or truly sad. A
nagging void opens, and we experience it as alienation, as
profound ennui, as the sense of deficient emptiness described
above.

The wondrous power of a drug is to offer the addict
protection from pain while at the same time enabling her to
engage the world with excitement and meaning. “It’s not that
my senses are dulled—no, they open, expanded,” explained a
young woman whose substances of choice are cocaine and
marijuana. “But the anxiety is removed, and the nagging guilt
and—yeah!” The drug restores to the addict the childhood
vivacity she suppressed long ago.

Emotionally drained people often lack physical energy, as
anyone who has experienced depression knows, and this is a
prime cause of the bodily weariness that beleaguers many
addicts. There are many more: dismal nutrition; a debilitating
lifestyle; diseases like HIV, hepatitis C and their
complications; disturbed sleep patterns that date back, in many
cases, to childhood—another consequence of abuse or neglect.
“I just couldn’t go to sleep, ever,” says Maureen, a sex-trade
worker and heroin addict. “I never even knew there was such a
thing as a good sleep until I was twenty-nine years old.” Like
Thomas De Quincey, who used opium to “sustain through
twenty-four hours the else drooping animal energies,” present-
day addicts turn to drugs for a reliable energy boost.

“I can’t give up cocaine,” a pregnant patient named Celia
once told me. “With my HIV, I have no energy. The rock gives



me strength.” Her phrasing sounded like a morbid
reconfiguration of the psalmist’s words: “He only is my rock
and my salvation; he is my defence. I shall not be moved.”

“I enjoy the rush, the smell and the taste,” says Charlotte,
long-time cocaine and heroin user, pot smoker and self-
confessed speed freak.

“I guess I’ve been smoking or doing some form of drugs for
so long, I don’t know...I think, What if I stopped? Then what?
That’s where I get my energy from.”

“Man, I can’t face the day without the rock,” says Greg, a
multi-drug addict in his early forties. “I’m dying for one right
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now.

“You’re not dying for it,” I venture. “You’re dying because
of it.” Greg is tickled. “Nah, not me. I’'m Irish and half
Indian.”

“Right. There are no dead Irish or dead Indians around.”

From Greg, more jollity. “Everybody has to go sometime.
When your number comes up, that’s it.”

These four don’t know it, but beyond illness or the inertia of
emotional and physical exhaustion, they are also up against the
brain physiology of addiction.

Cocaine, as we shall see, exerts its euphoric effect by
increasing the availability of the reward chemical dopamine in
key brain circuits, and this is necessary for motivation and for
mental and physical energy. Flooded with artificially high
levels of dopamine triggered by external substances, the
brain’s own mechanisms of dopamine secretion become lazy.
They stop functioning at anywhere near full capacity, relying
on the artificial boosters instead. Only long months of
abstinence allow the intrinsic machinery of dopamine
production to regenerate, and in the meantime, the addict will
experience extremes of physical and emotional exhaustion.



Aubrey, a tall, rangy, solitary man now approaching middle
age, 1s also hooked on cocaine. His face is permanently lined
by sadness, and his customary tone is one of resignation and
regret. He feels incomplete and incompetent as a person
without the drug, a self-concept that has nothing to do with his
real abilities and everything to do with his formative
experiences as a child. By his own assessment, inadequacy and
the sense that he was a failed human being were part and
parcel of his personality before he ever touched drugs.

“After Grade Eight I grew up on drugs,” Aubrey says.
“When I turned to drugs, I found that I fit in with other kids...
Yeah, it was a big important thing, to fit in. See, as a kid when
you picked somebody for a soccer game, I was always the last
guy to be picked.

“See,” he continues, “I’ve been in institutions a lot, I've
spent a long time in a four-by-eight cell. So I’ve been by
myself a lot. And before then, too. See, I had a rough
childhood, going from foster home to foster home. I was
shipped off quite a bit, eh.”

“At what age were you sent to foster homes?”” I ask.

“About eleven. My father was killed, hit by a truck. My
mother couldn’t take care of all of us kids, and so Children’s
Aid stepped in. Me being the oldest, they took me out. I got
two brothers. They were younger. They stayed home.”

Aubrey believes he was chosen for foster care because he
was “so hyper as a kid” that his mother couldn’t handle him.

“I was there for five years. Well, not in one place. No. I got
shipped around. They’d keep me for maybe a year and then
they couldn’t...and I had to go to another one.”

“How did it feel to be shunted about like that?”

“It hurt me. [ was feeling like I wasn’t wanted. | was just a
kid...It’s like, I’'m a kid and nobody wants me. Even in school.
The nuns taught me, but I never learned to read or write or
nothing. They just pushed me from one class to another...I
was always disciplined for something, and they’d take me out
of that class and put me in a class for four-or five-year-old



kids...so I felt so uncomfortable. It was hard for me. I felt
stupid. I’m sitting there with all these little kids around me,
looking at me. The teacher is teaching spelling...And they’re
doing it and I can’t do it...I kept it all to myself. I didn’t want
to talk for the longest time...I couldn’t even talk to people. I
stuttered; I had a hard time explaining myself. I kept it all
inside me for so long. When I get hyper I can’t talk proper...

“Strange, the cocaine calms me down.”* And the pot. I
smoke five or six joints a day. That relaxes me, too. It takes the
edge off. At the end of the day I just lay back with it. That’s
just what happens, that’s my life. I smoke a joint and I go to
sleep.”

Shirley, in her forties, addicted to both opiates and
stimulants and stricken with the usual roster of diseases, also
confesses to a sense of inadequacy without her drugs and sees
cocaine as a life necessity. “I was thirteen when I first used. It
took most of my inhibitions away, and my uneasiness, my
inadequacies—how we feel about ourselves I guess is a better
way to put it.”

“When you say inhibitions, what do you mean?”’ I ask.

“Inhibitions...it’s like the awkwardness a man and a woman
feel when you first meet, and you don’t know whether to kiss
each other, except | always felt that way. It makes everything
go easier...your movements are more relaxed, so you’re not
awkward anymore.”

No less a figure than the young Dr. Sigmund Freud was
enthralled with cocaine for a while, relying on it “to control his
intermittent depressed moods, improve his general sense of
well-being, help him relax in tense social encounters, and just
make him feel more like a man.”= 8 Freud was slow to accept
that cocaine could creat a dependence problem.

Enhancing the personality, the drug also eases social
interactions, as Aubrey and Shirley both testify. “Usually, I'm
feeling down,” says Aubrey. “I do coke, I’m totally a different
person. I could talk to you a lot better now if I was high on
cocaine. I don’t slur my words. It wakes me. It makes it easier
to see people. I’ll want to start a conversation with somebody.



I’m usually not very interesting to talk to...That’s why most of
the time I don’t want to be with other people. I don’t have that
drive. I stay in my room by myself.”

Many addicts report similar improvements in their social
abilities under the influence, in contrast to the intolerable
aloneness they experience when sober. “It makes me talk, it
opens me up; I can be friendly,” says one young man wired on
crystal meth. “I’m never like this normally.” We shouldn’t
underestimate how desperate a chronically lonely person is to
escape the prison of solitude. It’s not a matter here of common
shyness but of a deep psychological sense of isolation
experienced from early childhood by people who felt rejected
by everyone, beginning with their caregivers.

Nicole is in her early fifties. After five years as my patient
she revealed that, as a teenager, she’d been repeatedly raped
by her father. She, too, has HIV, and the ravages of an old hip
infection have left her hobbling around with a cane. “I’m more
social with the drug,” she says. “I get talkative and confident.
Usually I’'m shy and withdrawn and not very impressive. I let
people walk all over me.”

Another powerful dynamic perpetuates addiction despite the
abundance of disastrous consequences: the addict sees no other
possible existence for himself. His outlook on the future is
restricted by his entrenched self-image as addict. No matter
how much he may acknowledge the costs of his addiction, he
fears a loss of self if it were absent from his life. In his own
mind, he would cease to exist as he knows himself.

Carol says she was able to experience herself in a
completely new and positive way under the influence of
crystal meth. “I felt like I was smarter, like a floodgate of
information or whatever just opened in my head...It opened
my creativity....” Asked if she has any regrets about her eight
years of amphetamine addiction, she is quick to respond: “Not



really, ’cause it helped bring me to who I am today.” That may
sound bizarre, but Carol’s perspective is that drug use helped
her escape an abusive family home, survive years of street
living and connect her with a community of people with
shared experiences. As many crystal meth users see it, this
drug offers benefits to young street dwellers. Strange to say, it
makes their lives more livable in the short term. It’s hard to get
a good night’s sleep on the street: crystal meth keeps you
awake and alert. No money for food? No need for hunger:
crystal meth is an appetite suppressant. Tired, lacking energy?
Crystal meth gives a user boundless energy.

Chris, a personable man with a mischievous sense of
humour, whose well-muscled arms sport a kaleidoscope of
tattoos, completed a year-long prison term a few months ago
and 1s now back on the methadone program. In the Downtown
Eastside he’s known by the strange sobriquet “Toecutter,”
which he earned, legend has it, when he dropped a sharp,
heavy industrial blade on someone’s foot. He continues to
inject crystal meth with dogged determination. “Helps me
concentrate,” he says. There’s no doubt he’s had Attention
Deficit Disorder all his life and he accepts the diagnosis, but
he declines treatment. “This smart doctor once told me I’'m
self-medicating,” he smirks, recalling a conversation we had
years ago.

Chris recently came into the clinic with a fracture of his
facial bones, sustained in a street brawl over a “paper” of
heroin. Had the blow struck an inch higher, his left eye would
have been destroyed. “I don’t want to give up being an
addict,” he says when I ask him if it’s all worth it. “I know this
sounds pretty fucked up, but I like who I am.”

“You’re sitting here with your face smashed in by a metal
pipe, and you’re telling me you like who you are?”

“Yes, but I like who 7 am. I’'m Toecutter, ’'m an addict and
I’m a nice guy.”



Jake, methadone-treated opiate addict and heavy cocaine user,
is in his mid-thirties. With his wispy blond facial stubble and
lively body movements and a black baseball cap pulled
rakishly low over his eyes, he could pass for ten years
younger. “You’ve been injecting a lot of cocaine recently,” I
remark to him one day.

“It’s hard to get away from it,” he replies with his gap-
toothed grin.

“You make coke sound like it’s some wild animal, stalking
you. Yet you’re the one who’s chasing it. What does it do for
you?”’

“It cuts the edge off everyday life down here, of dealing
with everything.”

“What is everything?”

“Responsibilities. I guess you could call it that—
responsibilities. So long as I’'m using, [ don’t care about
responsibilities...When I’'m older, I’ll worry about pension
plans and stuff like that. But right now, I don’t care about
nothin’ except my old lady.”

“Your old lady...”

“Yeah, I look upon the coke as my old lady, my family. It’s
my partner. I don’t see my own family for a year, and I don’t
care, ’cause I’ve got my partner.”

“So the coke is your life.”

“Yeah, the coke’s my life...I care more about the dope than
my loved ones or anything else. For the past fifteen years...it’s
part of me now. It’s part of my every day...I don’t know how
to be without it. I don’t know how to live everyday life
without it. You take it away, I don’t know what I’'m going to
do...If you were to change me and put me in a regular-style
life, I wouldn’t know how to retain it. I was there once in my
life, but it feels like I don’t know how to go back. I don’t have
the...It’s not the will I don’t have; I just don’t know how.”



“What about the desire? Do you even want that regular
life?”

“No, not really,” Jake says quietly and sadly.

I don’t believe that’s true. I think deep in his heart there
must live a desire for a life of wholeness and integrity that may
be too painful to acknowledge—painful because, in his eyes,
it’s unattainable. Jake is so identified with his addiction that he
doesn’t dare imagine himself sober. “It feels like everyday life
for me,” he says. “It doesn’t seem any different from anyone
else’s life. It’s normal for me.”

That reminds me of the frog, I tell Jake. “They say that if
you take a frog and drop him in hot water, he’ll jump out. But
if you take the same frog, put him in water at room
temperature and then slowly heat up the water, he’ll boil to
death because gradually, degree by degree, he becomes used to
it. He perceives it as normal.

“If you had a regular life and somebody said to you, ‘Hey,
you could be in the Downtown Eastside hustling all day and
blowing three or four hundred dollars a day on rock,” you’d
say, ‘What? Are you crazy? That’s not for me!” But you’ve
been doing it for so long, it’s become normal for you.”

Jake then shows me his hands and arms, covered with
patches of silvery scales on a red, inflamed field of skin. On
top of everything else, his psoriasis is acting up. “Do you think
you could send me to a skin specialist?”” he asks.

“I could,” I reply, “but the last time I did, you didn’t show
for the appointment. If you miss this one, I won’t refer you
again.”

“I’1l go, Doc. Don’t worry, I’ll go.”
[ write out the prescriptions for methadone and for the

dermatological creams Jake needs. We chat a little more, and
then he leaves. He’s my last patient of the day.

A few minutes later, as I’'m about to check my voicemail
messages, there’s a knock. I pull the door ajar. It’s Jake, who
made it to the front gate of the Portland but has returned to tell



me something. “You were right, you know,” he says, grinning
again.

“Right about what?”
“That frog you’re talking about. That’s me.”



CHAPTER 4

You Wouldn’t Believe My Life Story

Maté, you wouldn’t believe my life story. Everything ’'m
saying to you is true.”

“You think I wouldn’t believe i1t?”

Serena gives me a look that’s resigned and challenging at
the same time. A tall Native woman with long, black hair, she
has a perpetually world-weary expression on her thin face.
Although she’s also capable of sudden mirth, even in laughter
her eyes retain their sadness. Just over thirty years old, Serena
has spent almost half her life here in the Downtown Eastside,
wired on drugs.

What can you tell me, I think, that I haven’t heard down
here before? Later, after I hear her out, I feel humbled.

Serena doesn’t readily share anything about her inner life.
She comes for regular methadone appointments and every
once in a while attempts to scam me for some other narcotic
prescription, under the pretence of having a headache or back
pain. When I refuse, she’s never argumentative. “Okay,” she
says quietly, shrugging her shoulders. One day, two years ago,
she appeared in my office, asking for methadone to “carry”—
that 1s, rather than having to drink in front of the pharmacist
every morning, she wanted several days’ doses in advance.
“My grandmother died in Kelowna,” she told me in a flat
monotone. “I have to go home for the burial.”

Downtown Eastside addicts often ask for methadone carries
for illicit purposes, such as selling the substance or injecting it
to get a bigger rush. Others go to the pharmacy, but instead of
swallowing their whole dose, they hold some in their mouth
and later spit it into a coffee cup. The expectorated methadone
then becomes merchandise. Despite the risk of transmittable
disease, buyers don’t hesitate to drink a drug mixed with



someone else’s saliva. Pharmacists are expected to observe
complete ingestion of the methadone they dispense, but the
rule is often broken, so juice is always up for sale on the
streets.

“I have to verify this before I can give you the carry,” |
replied to Serena. “Who’s your grandmother’s doctor?”
Nonchalantly, she gave me the name. As she sat in my office
and waited calmly, I dialled the physician’s office in Kelowna.
“Mrs. B...,” my colleague said on the speaker phone. “Oh, no,
it so happens she was very much alive when I saw her this
morning.”

“You heard that,” I said to Serena. No flicker of movement,
not the barest sign of embarrassment, registered on her face.
“Well,” she shrugged, getting up to leave, “they told me she
was dead.” I’ve often been struck by the childlike insouciance
of my addicted patients when they lie to me. A naive
manipulation like the one Serena attempted is simply part of
the game, and being caught is no more shameful than being
found while playing hide-and-seek.

Her HIV care has been a source of struggle between us,
since she habitually refuses to have her blood counts done. “I
can’t know what treatment you need,” I explain, “if I don’t
know the state of your immune system.” Once, in utter
frustration, I tried to coerce her into having the blood tests by
threatening to withhold her methadone. A week later I
recanted. “It’s not my right to force you into anything,” I said
by way of apology. “The methadone has nothing to do with
HIV. Whether you get yourself tested or not is entirely up to
you. I can only offer you my best advice. I’'m sorry.” “Thank
you, Maté,” Serena said. “I just don’t want anybody
controlling me.” Soon afterwards she did undergo the required
tests voluntarily. And so far her immune counts have been
high enough that antiviral medications haven’t been needed.

The question of control is a touchy one. No segment of the
population feels powerlessness more acutely than Downtown
Eastside drug addicts. Even the average citizen finds it
difficult to question medical authority, for a host of cultural
and psychological reasons. As an authority figure, the doctor



triggers deeply ingrained feelings of childhood powerlessness
in many of us—I had that experience even years after
completing medical training when I needed care for myself.
But in the case of the drug addict, the disempowerment is real,
palpable and quite in the present. Engaged in illegal activities
to support her habit—her very habit being illegal—she is on
all sides hemmed in by laws, rules and regulations. It occurs to
me at times that, in the view of my addicted patients, the roles
of detective, prosecutor and judge are grafted onto my duties
as physician. I am there not only as a healer, but also as an
enforcer.

Coming most commonly from a socially deprived
background and having passed through courts and prisons
repeatedly, the Downtown Eastside addict is unaccustomed to
challenging authority directly. Dependent on the physician for
her lifeline methadone prescription, she is in no position to
assert herself. If she doesn’t like her doctor, she has little
latitude to seek care elsewhere: downtown clinics are not eager
to accept each other’s “problem” clients. Many addicts speak
bitterly about medical personnel who, they find, impose their
“my-way-or-the-highway” authority with arrogance and
insensitivity. In any confrontation with authority, be it nurse,
doctor, police officer or hospital security guard, the addict is
virtually helpless. No one will accept her side of the story—or
act on it even if they do.

Power comes with the territory and it corrupts. At the
Portland I’ve caught myself in behaviours that I would never
permit myself in any other context. Not long ago another
young Native woman was in my office, also methadone
dependent and also with HIV. I’'ll call her Cindy. At the end of
the visit I opened the door and called to Kim, the nurse whose
office is directly next to mine: “Please draw blood for Cindy’s
HIV indices, and we’ll need a urinalysis as well.” Several
clients were sitting in chairs in the waiting area, and my words
were clearly audible to all. Cindy, looking hurt, reproached me
quietly. “You shouldn’t say that so loud.” I was aghast. Back in
the “respectable” family practice I ran for twenty years before
coming to work in the Downtown Eastside, it would have been
unthinkable for me to commit such a callous breach of



confidentiality, to injure someone’s dignity so brazenly. I
closed the door and offered my regrets. “I was loud,” I agreed.
“Very stupid of me.” “Yes, it was,” Cindy shot back, but
somewhat mollified. I thanked her for being forthright. “I’m
tired of everyone pushing me around,” she said as she stood up
to leave.

There’s also a deeper source of the exaggerated power
imbalance that besets doctor—patient relationships in the
Downtown Eastside—not unique to this neighbourhood, but
here it’s almost universal. Imprinted in the developing brain
circuitry of the child subjected to abuse or neglect is fear and
distrust of powerful people, especially of caregivers. In time
this ingrained wariness is reinforced by negative experiences
with authority figures such as teachers, foster parents and
members of the legal system or the medical profession.
Whenever I adopt a sharp tone with one of my clients or
display indifference or attempt some well-meant coercion for
her benefit, | unwittingly take on the features of the powerful
ones who first wounded and frightened her decades ago.
Whatever my intentions, I end up evoking pain and fear.

For all these reasons, and more, Serena’s instinct is to guard
her inner world from me. Her asking for help today owes
something to the trust established between us but even more to
her present despair.

“Is there anything you can give me for depression?” she
begins. “My grandmother in Kelowna died three months ago.
I’ve been thinking of going away to be with her.”

“Killing yourself?”
“Not killing myself, just taking some pills so...”
“That’s killing yourself.”

“I don’t call it that. Just going to sleep...Not waking up
again.” Serena looks crushed and disconsolate. This time the
loss of her grandmother is real.

“Please tell me about her,” I say.

“She was sixty-five. She raised me, from when my mother
delivered me and left the hospital right away. The social



worker had to phone my grandmother and tell her that if she
didn’t come and sign papers, I’d be put into a foster home.”
Throughout the entire discussion that follows Serena’s voice is
grief-stricken, choked and weepy. Her tears stop flowing only
intermittently.

“Then she raised my daughter from a year old.” Serena has
a child, now fourteen years old, born to her when she herself
was fifteen. Serena’s mother, in her forties and also a patient of
mine, was sixteen when she abandoned her newborn. She has a
room with her boyfriend in the same Hastings hotel where
Serena lives.

“Where’s your daughter now?”

“With my Aunt Gladys. I guess she’s doing all right. After
my grandmother died, she started getting into speed and
everything like that...

“She raised me; she raised my brother Caleb and my sister
Devona—my first cousins, actually, but we grew up like
brother and sisters.”

“What kind of a home did she give you?”

“She gave me a perfect home—until I left to find my
mother. That’s how I came down here, to look for my mom.”
What this poor woman calls a “perfect home” becomes
devastatingly clear as she continues her narrative.

“Had you not met your mother before?”
“Never.”

“Had you used before?”

“Not till I got down here to find my mother.”

Apart from the movement of her right hand as she dabs her
eyes, Serena sits motionless. The sunlight streaming into the
office through the window behind her leaves her face in
merciful obscurity.

“I had my daughter when I was fifteen. He was my auntie’s
boyfriend, whatever. He was molesting me and if [ said
anything, he vowed to beat my auntie.”



“I see.”

“Mate, you would not believe my life story. Everything I’'m
saying to you is true.”

“You think I would not believe it?”

In the brief silence that follows, I recollect how ever since
that fictitious report of her grandmother’s death two years ago,
I have dismissed Serena as a manipulator, a drug seeker. [ am
prone to that human—but inhumane—failing of defining and
categorizing people according to our interpretation of their
behaviours. Our ideas and feelings about a person congeal
around our limited experience of them, and around our
judgments. In my eyes, Serena was reduced to an addict who
inconvenienced me by wanting more drugs. I didn’t perceive
that she was a human being suffering unimaginable pain,
soothing it, easing it in the only way she knew how.

I’m not always stuck in that blind mode. I move in and out
of it, depending on how I am doing in my own life. I’'m more
subject to deadening judgments and definitions that restrict my
view of the other when I’'m tired or stressed and most
especially when, in some way, I’m not conducting myself with
integrity. At such times my addict clients experience the power
imbalance between us most acutely.

“I was fifteen years old when I came down here to
Hastings,” Serena goes on. “I had five hundred dollars in my
pocket I’d saved for food until I caught up with my mom. It
took me a week to find her. I had about four hundred bucks
left. When she found that out, she stuck a needle in my arm.
The four hundred dollars was gone in four hours.”

“And that was your first experience with heroin?”

“Yes.” A long silence ensues, broken only by the throaty,
weeping sounds Serena is trying to suppress.

“And then she sold me to a fucking big fat huge
motherfucker while I was sleeping.” These words are uttered
with the helpless, plaintive rage of a child. “She’s my mom. |
love her, but we’re not close. The one I call Mom 1s my
grandmother. And now she’s gone. She was the only one who



cared whether I lived or died. If I died today, nobody would
give a damn...

“I need to let her go. I’'m holding her back.”

Serena can see by my look that I don’t follow. “I am not
letting her go,” she explains. “In our tradition, we have to let
the spirits go. If not, they’re still with us, stuck.”

I suggest that it’s almost impossible for her to find release,
since she felt her grandmother was the only one who’d ever
loved, accepted and supported her. “But what if you found
someone else who really loved you and cared for you?”

“There 1s no one else. There 1s none.”
“Are you sure of that?”

“Who? Myself? God?”
“I don’t know. Both, perhaps.”

Serena’s voice breaks with grief. “You know what I think
about God? Who is this God that keeps the bad people behind
and takes away the good people?”

“How about yourself? How about you?”

“If I was strong enough for that, I’d let her go. I have a drug
problem and it’s hard for me to help myself. I’ve tried so many
times, Maté. Tried and tried. I’ve quit for four, five, six
months, a year, but I always end up coming back. This is the
only place I know where I feel safe.” Here in Canada, “our
home and native land,” the reality is that the Downtown
Eastside, afflicted by addiction, illness, violence, poverty and
sexual exploitation, is the only spot where Serena has any
sense of security.

Serena has known two homes in her life: her grandmother’s
house in Kelowna and one or another ramshackle hotel on East
Hastings. “I’m not safe in Kelowna,” she says. “I was
molested by my uncle and my grandfather, and the drug is
keeping me from thinking about what happened. And my
grandfather was telling my grandmother to tell me to come
back and to forgive and forget. ‘If you want to come back to
Kelowna and talk about it in front of the whole family, you



can.’ Talk about fucking what? What? Everything is over and
done with already. There is no turning back. He can’t forget
and change what he did to me. My uncle can’t change what he
did to me.”

The sexual abuse began when Serena was seven years old
and persisted until she gave birth to her child, at fifteen. All
the while, she was looking after her younger siblings.

“I had to protect my brother and sister, too. I’d hide them in
the basement with four or five bottles of baby food. They were
still in diapers. When I was eleven years old, I tried to refuse
my grandfather, but he said that if I didn’t do exactly what he
told me, he was going to do it to Caleb, too. Caleb was only
eight then.”

“Oh, Jesus,” escapes from my lips. It’s a blessing, I suppose,
that after all these years working in the Downtown Eastside,
I’m still capable of being shocked.

“And your grandmother didn’t protect you.”

“She couldn’t. She was drinking so much until she quit. She
began drinking every morning. She was drinking until my
daughter was born.”

Years later, Caleb was killed—beaten and drowned by three
cousins after a drinking bout. “I still have trouble believing my
brother is dead, too,” Serena says. “We were so close when we
were kids.”

So this was the perfect home Serena grew up in, under the
care of a grandmother who, no doubt, loved her grandchild but
was utterly unable to defend her from the predatory males in
the household or from her own alcoholism. And that
grandmother, now deceased, was Serena’s sole connection to
the possibility of sustaining, consoling love in this world.

“Have you ever talked with anyone about this?”’ In the
Downtown Eastside this is almost always a rhetorical question.

“No. Can’t trust anybody...Can’t talk to my mom. Me and
my mom don’t have a mother and daughter life. We live in the
same building; we don’t even see each other. She walks right
by me. That hurts me large.



“I’ve tried everything. There’s no point. I’ve tried so many
years to see if my mom would get close to me. And the only
time she gets close to me is if [ have some dope or money in
my pocket. It’s the only time she’ll say, ‘Daughter, I love

299

you.
I wince.
“The only time, Maté. The only time.”

I have no doubt that if Serena’s mother spoke about her life,
an equally painful narrative would emerge. The suffering
down here 1s multigenerational. Almost uniformly, the greatest
anguish confessed by my patients, male or female, concerns
not the abuse they suffered but their own abandonment of their
children. They can never forgive themselves for it. The very
mention of it draws out bitter tears, and much of their
continued drug use is intended to dull the impact of such
memories. Serena herself, speaking here as the wounded child,
is silent about her own guilt feelings regarding her neglected
daughter, now a crystal meth user. Pain begets pain. Let those
who would judge either of these women look to themselves.

As always when I spend an unexpectedly long time with a
patient, the waiting-room crowd erupts in noisy protest.
“Hurry up,” someone shouts coarsely. “We need our juice,
too!” All of Serena’s hurt and rage now explode out of her in a
full-throated “Shut the fuck up!” I poke my head out the door
to calm the anxious multitude.

I agree to prescribe Serena an antidepressant, explaining
that it may or may not work and may or may not cause side
effects, depending on a person’s particular physiology. And I
tell her we can try another one if this one doesn’t work. I hand
her the prescription and search in my heart to find
compassionate words, words that may help soothe the anguish
Serena bears in hers. And the words come, haltingly at first.

“What happened to you is truly horrible. There is no other
word for it and there is nothing I can say that comes even close
to acknowledging just how terrible, how unfair it is for any
being, any child to be forced to endure all that. But no matter
what, I still don’t accept that things are hopeless for any



human being. I believe there is a natural strength and innate
perfection in everyone. Even though it’s covered up by all
kinds of terrors and all kinds of scars, it’s there.”

“I wish I could find it,” Serena says in a voice so choked
and quiet, I am reading her lips to make out the words.

“It’s in you. I see it. I can’t prove it to you, but I see it.”
“I’ve tried to prove it to myself, and I failed.”

“I know. You’ve tried and it didn’t work and you’re back
here. It’s very difficult. There ought to be a lot more support.”

Finally, I tell Serena that to the depressed person, everything
looks absolutely hopeless. “That’s what it means to be
depressed. We’ll see how you’ll do with the medication. Let’s
talk again in two weeks.”

And here is where I’'m humbled. I’'m humbled by my
feebleness in helping this person. Humbled that I had the
arrogance to believe I’d seen and heard it all. You can never
see and hear it all because, for all their sordid similarities, each
story in the Downtown Eastside unfolded in the particular
existence of a unique human being. Each one needs to be
heard, witnessed and acknowledged anew, every time it’s told.
And I’'m especially humbled because I dared to imagine that
Serena was less than the complex and luminous person she is.
Who am I to judge her for being driven to the belief that only
through drugs will she find respite from her torments?

Spiritual teachings of all traditions enjoin us to see the
divine in each other. “Namaste,” the Sanskrit holy greeting,
means: “The divine in me salutes the divine in you.” The
divine? It’s so hard for us even to see the human. What have |
to offer this young Native woman whose three decades of life
bear the compressed torment of generations? An
antidepressant capsule every morning, to be dispensed with
her methadone, and half an hour of my time once or twice a
month.



CHAPTER 5

Angela’s Grandfather

With her straight bearing, oval face, dark eyes and long,

black hair falling in waves to her shoulders, Angela McDowell
is a Coast Salish princess, living the life of an exile in the
Downtown Eastside. A long, horizontal scar mars her left
cheek. “A girl cut me up when I moved into the Sunrise,” she
tells me in a matter-of-fact tone.

She’s always late for appointments if she makes them at all.
Often she endures withdrawal for a few days without
methadone before she comes in for her prescription. Or she
shoots up with street heroin.

A poet, Angela carries in her purse a pink notebook with a
coiled wire spine. On each page, in finely articulated
handwriting, are naive rhymes of hope and loss, desolation and
possibility. Some, I feel, are more authentic than others. “One
day with this addiction we fight / We all will win and see the
light,”” she vows at the end of a poem about a life of abject
drug seeking. [ have my doubts: Are these her true feelings, or
is she writing what she believes to be the appropriate
sentiment?

Yet I can tell she’s been somewhere real, and the truth she
glimpsed there lends her authority. The joy she experienced
long ago is present in her world-illuminating smile. When her
lips part to laugh or smile, she reveals two rows of perfect,
white teeth, remarkable in this corner of the world. Her eyes
light up, the tension lines in her face soften and her scar grows
faint. “Healing is in me,” she tells me one day. “I’ve heard the
voices of the ancient ones. I had a really powerful spirit as a
child.”

Angela was brought up, along with her brothers and sister,
by her grandfather, a great shaman of her tribe. “He was the
last surviving McDowell in his family. All his brothers and



cousins and uncles and aunts were killed, so my grandfather
was sent off to a boarding school to be raised from a very
young boy. Grew up, married my grandmother and had all of
his children—eleven girls, three boys. He carried the spirit
from all of our ancestors. Every Native reserve has its own
powers, spirits. We, the Coast Salish, we carry the gift of—I
don’t know how to say it—we almost can predict death. We
see spirits. We see beyond. We see the other side.” She shakes
her head as if countering a misunderstanding on my part. “It’s
not like seeing a clear picture—more like when you see
something from the corner of your eye. This is a gift I’ve been
handed down.”

A year before Angela’s grandfather died, when Angela was
seven, he set out to discover which of his descendants would
continue to bear the gift. “He had to prepare us for his death
and see which one of us was chosen. Every day for a year we
went to the river, the same spot, and had a cedar bath—all the
children.”

The writer, cultural commentator, addict and bank robber
Stephen Reid has explained to me that the Spirit Bath with
cold water and cedar leaves is a sacred ceremony of the Coast
Salish. Now serving out a long jail sentence at William Head
Prison on Vancouver Island, he studies with a visiting Salish
elder and feels highly honoured to be allowed to take part in
the Spirit Bath. In both Stephen and Angela’s telling, it sounds
like a gruelling ritual, the purpose of which is spiritual
cleansing.

At five o’clock in the morning, later in the winter, the old
man and his wife led the children down to a stand of cedar
trees by the riverside. Summer and winter, the children lay by
the bank, stripped naked. The shaman chanted as their
grandmother tore small branches from places where the rising
sun was shining on the trees. Then, in absolute silence but for
the rustling of the leaves and the murmuring of the stream, she
dipped the boughs in the cold, rushing water. She bathed the
children, brushing their bodies with the leaves. “They washed
us off and cleansed us and strengthened us for our adult lives,”
says Angela, “to prepare us so we don’t suffer broken bones
and so when we’re sick, we don’t be sick for very long. And



it’s also a way for my grandfather to find out which one of us
children is strong enough to carry on the spirituality. All of our
ancestors are brought into the chosen one.”

“How does he find out?”

“You’re in ice-cold water and it feels like they’re scraping
your skin off you—it is not a fun thing for a little kid. We
didn’t believe what he was telling us it was for. But soon
enough, I could hear drums—Native drums. After a while
that’s what soothed me, that’s what I listened to. As my
grandfather was praying and my grandmother was giving me
the bath, I could hear drums. It was so cold and we had to lie
still. I decided the only way I could get through it was not to
pay attention to what my body was feeling. I would just lie
there, listening to the drums, and let them do it. As time went
on and it snowed, I began to hear singing—quiet, calm,
beautiful singing in a language 1’d never heard before. It was
Native music. What was strange was that [ didn’t know how to
speak Coast Salish at that time, but here I was singing along.”

I listen to Angela with fascination alloyed with a vague
longing—it’s a sense of lost connection with past generations.
I had no grandparents in my life. She is steeped in tradition
and the spirit world. She’s heard the voices of the ancients. I
read the ancients but hear only my own thoughts.

“Where is the song coming from?”” the shaman asked
Angela one day when he observed his wife brushing the child
with the cedar leaves and saw that she, the little girl, did not
suffer. She was transported, he knew, and could now be his
guide. The two of them walked slowly along the trail by the
river, leaving Angela’s brothers and sister and grandmother,
until they were completely alone. And there in a clearing they
sat, the shaman and his young granddaughter, and listened to
the voices of the dead of their tribe. The dead of many
generations keened and lamented and sang of their lives in an
ancient tongue and told their stories and how they had worked,
struggled and died since the coming of the white people, and
even before. Angela received the stories and the teaching.

I see it in her. I’ve witnessed her speaking words of
compassion and solace to other addicts in my office. I was also



impressed by the quiet confidence with which she took the
stage at a public event at the Central Branch of the Vancouver
Library.

I was giving a talk on addiction. I’d invited Angela to read
her poetry, and as usual, she arrived late. When I introduced
her she strode purposefully to the podium from her place at the
back. Unhurriedly she surveyed the audience of three hundred
people and, as if it was a natural everyday practice for her,
recited her works in a clear, resonant voice. It was a moving
performance, rewarded with long and warm applause from her
listeners.

That clearing by the river remains Angela’s place of
greatness, even though her connection with it was obscured by
abuse later in her childhood. She has run far away from it and
doesn’t know if she’ll ever return. No keeper of sacred tribal
lore now, she lives in the Downtown Eastside as a cocaine-
wired hustler and back-alley courtesan. “Blow for your dough
/ Play for your pay,” she says in a poem.

But her joyous smile and patrician air of authority are born
of her deep knowledge that such a place exists and that she has
been there and heard the voices. They speak to her through all
her misery. They still help her seek herself. “Mirror of my
inner self, what do others see?” Angela asks in one of her
verses. “Is it the truth in my heart, or human vanity? And what
do I see?”



CHAPTER 6

Pregnancy Journal

This is the brief account of a pregnancy—and the birth of an

opiate-dependent infant to an addicted mother. Despite her
determination to face down her demons, the mother will not be
able to keep the child. Her resources will not be adequate, and
neither her pleas to the God-voice in her heart nor the support
we at the Portland can provide will suffice to help her carry
out her sacred intention to be a parent.

June 2004

I dash up to the fifth floor, where Celia is reported to be
completely out of control and threatening to leap out the
window. No idle threat, that—people have done it before. The
reverberations of wall-piercing yells reach me in the stairwell
two storeys below as I race toward the din.

I find Celia rampaging barefoot over broken glass, bleeding
from several small cuts. The floor glitters with shards of
shattered television screen, drinking glasses and crockery, lit
up by a midday sun that throws its beams into the room at a
sharp angle. The eviscerated TV console lies in the hall.
Splattered food drips from the walls and from fragments of
wooden chairs. Clothing is strewn all about. On the kitchen
counter a small espresso machine gurgles and sizzles, filling
the air with the pungent, acidic aroma of burnt coffee. A few
blood-caked syringes rest on the table, the one piece of
furniture still intact.

Celia stomps about, bellowing in a voice that’s only semi-
human: raspy, high and grating. Tears stream down her cheeks
from her reddened eyes and quiver in droplets on her chin.
She’s wearing a dirty flannel nightgown. It is an unearthly
scene to behold.



“I fucking hate him. Shitty, goddamn, fucking bastard.”
Seeing me, Celia slumps down on the ragged mattress in the
corner. I kick aside a pile of towels and hunch against the
balcony window. For now there is nothing to say. As I await
some sign that she’s ready for contact, I read the prayer she’s
written on the wall above her cot:

“Oh, Great Spirit, whose voice I hear in the Winds and
whose breath gives life to all the World around me, hear our
cry, for we are small and weak.” It ends with a plea: “Help me
make peace with my greatest Enemy—myself.”

June 2004: next day

Celia 1s quiet and even serene as she waits for her methadone
script. She seems bemused by my astonishment.

“You say your room’s back to normal?”
“Well, it’s spotless.”

“How can it be spotless?”

“Me and my old man put it together.”
“The guy you hate?”

“I said I hate him, but I don’t.”

With her soft expression, clear eyes, straight brown hair and
calm demeanour, Celia is an attractive thirty-year-old woman.
It is impossible to recognize in her the raging harridan I saw
less than twenty-four hours ago. “What do you suppose makes
you fly off the handle like that?” I ask. “You were feeling
upset, but there must have been some drug on board to make
you that crazy. You were ripped on something.”

“Well, yeah. Coke. It’s very explosive. The less dope
[heroin] I’'m doing, the more stuff from the past surfaces. |
don’t know how to handle my feelings. With rock I get
triggered, more sensitive—incredibly sensitive—to unresolved
things in my life. Things I’m hurt about become
overwhelming, to the point where I go from being completely
devastated to desperate to almost volcanic—it’s terrifying for
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me.




“So you’ve still been topping up your methadone with
heroin. Why?”

“Because I want that coma state, where I don’t feel
anything.” Reflective, cogent, articulate, Celia speaks slowly,
even formally, in her low, husky voice. A gap in her teeth
gives her a faint lisp.

“What is it you don’t want to feel?”

“Every person I ever wanted to trust, I’ve been hurt by. I
truly am in love with Rick, but for the life of me I can’t bring
myself to believe that he will not betray me. It stems right
back to my sexual abuse.”

Celia recalls being sexually exploited for the first time at the
age of five, by her stepfather. “It went on for eight years.
Recently I’ve been reliving the abuse in my dreams.” In her
nightmares, Celia is drenched in her stepfather’s saliva. “That
was a ritual,” she explains with an almost flat matter-of-
factness. “When I was a little girl, he would stand over my bed
and spit all over me.”

I shudder. After three decades as a doctor I sometimes
believe I’ve heard every kind of depravity adults can inflict on
the young and the unprotected. But in the Downtown Eastside
new childhood horrors are always being revealed. Celia
acknowledges my shock with a flicker of her eyelids and a nod
and then continues. “Now my old man, Rick, was with the
army in Sarajevo and he has post-traumatic stress. There’s me,
having sexual abuse dreams and waking up, and I’ve got him
waking up screaming about guns and death....”

“You do drugs to get away from the pain,” I say after a
moment, “but the drug use creates more pain. We can control
your opiate addiction with the methadone, but if you want this
cycle to stop, you’d have to be committed to giving up the
cocaine.”

“I am. I want this more than anything.”

In the waiting area outside my office the patients are getting
restless. Someone screams. Celia waves her hand dismissively.



I smile at her. “You didn’t sound too different from that
yesterday.”

“I was a lot worse than that. I was completely insane.”

The screaming resumes, this time louder. “Fuck off, you
goddamn asshole,” Celia shouts, her tone suddenly vicious.
“I’m talking with the doctor!”

August 2004

I like to have music playing on the small acoustic system
behind my desk. My patients, very few of whom are familiar
with the classical genre, often remark that they find it a
welcome, soothing surprise. Today it’s Kol Nidrei, Bruch’s
setting of the Jewish soul’s prayer for atonement, forgiveness
and unity with God. Celia closes her eyes. “So beautiful,” she
sighs.

When the music is over, she stirs from her reverie and tells
me she and her boyfriend are making plans for the future.

“What about your ongoing addiction? Is it creating a
problem for you or him?”

“Well, yeah, because the whole me isn’t there.... You don’t
get the best of a person when there’s an addiction, right?”

“Right,” I concur. “I know something about that myself.”

October 2004

Celia is expecting. Down here that’s always a mixed blessing
at best. [t may seem that a physician’s first thought with a
newly pregnant, drug-dependent patient would be to counsel
abortion. But the doctor’s job—with this or any other
population—is to ascertain the woman’s own preferences and,
if appropriate, explain the options without exerting any
pressure to decide this way or that.

Many addicted women decide to have their babies, rather
than choose the route of an early abortion. Celia is determined
to see the pregnancy through and to keep the baby. “They’ve
taken away my first two kids; they’ll never take this one,” she
VOWS.



A review of Celia’s medical chart over the past four years
reveals nothing encouraging. Several suicide threats.
Involuntary committal to a psychiatric ward because, during a
blaze at the Washington Hotel, she would not come down from
the fire escape. Numerous physical injuries—bone fractures,
bruises, black eyes. Abscesses treated by surgical drainage,
dental infections, episodes of pneumonia requiring
hospitalization, a shingles outbreak, recurrent fungal
infestations of the mouth, a rare blood infection—the
manifestations of an immune system under siege by HIV and
challenged to the limit by frequent drug injection. For a long
time Celia did not comply with the prescribed antiviral
treatments. Her liver is damaged by hepatitis C. The one
hopeful note is that since being with Rick, her current “old
man,” she’s been taking her HIV medications regularly, and
her immune counts have climbed back up into the safe range.
If she continues the treatment, her baby will not become
infected.

Today she is here with Rick. The two snuggle close and give
each other tender glances. It’s the first prenatal visit, and Celia
is recounting her previous childbearing history.

“I raised my first son for nine months. His father ended up
leaving us...he was a good father...I was injecting. It was very
irresponsible of me.”

“So you understand why this baby might be taken away, too,
if you continue using. *

Celia is emphatic. “Oh, yeah, definitely. I would never put a
child in any position to suffer from my addiction...I mean it’s
easier to say than do...but...”

I look at Rick and Celia, sensing how fervently they want
this child. Perhaps they see their baby as their saviour, as the
force that will give them strength to hold their lives together.
My concern is that they are engaged in magical thinking—Ilike
children, they believe that wishing something will make it
happen. Celia is deeply entrenched in her addictions. Neither
she nor Rick is close to resolving the traumas and
psychological burdens that blight their relationship. I do not
believe the stirring of this new life in Celia’s womb will do for



these parents what they have been unable to achieve for
themselves. Freedom is not gained so easily.

Despite my doubts and misgivings, with all my heart I want
them to succeed. Pregnancy has helped some addicts break
away from their habits, and Celia would not be the first one to
make it. Carol, the young woman with a crystal meth and
opiate dependence quoted in Chapter 3, has given birth to a
healthy infant, given up her addiction and moved to the B.C.
interior to live with her grandparents. And there have been a
few other success stories among my patients over the years.

“I’1l give you whatever help I can,” I say. “It’s a chance for
a new life, not just for the baby, but for you individually—and
for the two of you together. But you know you have some
obstacles to overcome.”

The first item I bring up is Celia’s addiction. Her opiate
dependence can be taken care of by the methadone. Contrary
to what Celia expects, we will not only maintain her on this
drug but will likely increase the dose as the pregnancy
proceeds. A fetus undergoing opiate withdrawal in utero may
suffer neurological damage, so it’s better for the baby to come
into the world with an opiate dependence and to wean her
from it gently post partum. Cocaine is another matter. Given
how rabidly dysfunctional Celia is under the influence of this
drug, it is inconceivable that she could comply with obstetrical
care or, afterwards, maintain custody of her child unless she
gives up the habit. I urge her to enter a recovery home, far
from the Downtown Eastside.

“I can’t be away from Rick,” Celia replies.

“It’s not about me,” Rick says. “It’s about you getting the
recovery and stability you need.”

“You said to me not long ago that you have trouble with
trust,” I remind Celia. “How clear are you that you trust Rick
now?”

“Well, I’'m seeing that he is very committed. But”—she
takes a deep breath and looks directly at her partner—“I’'m
scared, because every time I have trusted in the past, I’'m



always...I’m always disappointed. So I’'m scared, but I’'m still
willing to trust.”

“If that’s the case,” I suggest, “then staying close to Rick
physically...”

Celia completes the thought. “Then staying close to him
physically is not going to change anything.”

Outside the office the clamour of waiting patients is
mounting. I promise to explore recovery options for Celia and
hand her the standard blood test and ultrasound requisitions.
When I rise to open the door, Celia does not budge from her
chair. She hesitates and glances at Rick briefly before
speaking. “You have to lighten up on me,” she says to him. “I
know it’s very hard for you to see me doing dope when I’'m
pregnant...” She pauses and gazes at the floor. I urge her to
continue.

“I need encouragement, not anger. Rick can be cutting with
his words...very sharp.” She faces him once more and
addresses him deliberately and firmly. “You reinforce all the
negative things people have said about me, accusing
me...Yeah, they were right, they said this, they said that.
Yeah, you are this, you are that,” and throwing in some more
stuff that’s nothing to do with me. I’'m not promiscuous; I’'m
not a whore...”

Rick’s fidgets and stares at his feet. “We still have a lot of
work to do on our relationship,” he says, “but we have a
different motivation now.”

“It’s frustrating for you to watch Celia do drugs.”

“Very frustrating. But that frustration is mine. It’s my
responsibility.”

Rick, as an alcoholic, has done some Twelve-Step work. He
is quick to understand and, like Celia, he is insightful and
articulate. “There’s a fine line,” he offers, “between healthy
boundaries and co-dependency, where you’re just getting
walked over. In the heat of the moment, it’s so tough for me to
discern that.”



[ momentarily permit myself some optimism. If anyone can
make it, it’s these two.

October 2004: later that month

Celia does not carry through with the recovery plan. In my
office for her next methadone script, she confesses she is still
smoking rock.

“It’s almost for sure they will take the baby away,” I remind
her. “If you’re using cocaine, they will not consider you a
competent mother.”

“That’s one thing I’'m going to be stopping. I’m trying my
damn hardest. That’s it. I’'m stopping.”

“It’s your best chance of keeping the baby—your only
chance.”

“I know.”

November 2004

Holding a wet compress to large welt above her right eye,
Celia paces from door to window. “I got into a scrap with a
girl. I’ll be okay. But, hey, I did the ultrasound. I seen a little
hand! It was so tiny.”

I explain that the shadow on the ultrasound screen could not
have been a hand: at seven weeks of gestation the limbs are
not formed. But I’'m moved by Celia’s excitement and her
evident bonding with the embryonic life she’s carrying. She
tells me she hasn’t done cocaine for over a week.

November 2004: later that month

I don’t know that I’ve ever seen such sadness as | see etched
on Celia’s features today. Her long, stringy hair is falling in
front of her face as she bows her head and, from behind this
veil, she speaks her words with painful slowness. Her voice is
a keening, whimpering moan.

“He’s told me to fuck off.... He made it more than clear he
doesn’t want anything to do with me anymore.”



I feel dismayed, even irritated, as if Celia owed it to me
personally to live out some happy, odds-defying fantasy of
redemption. “Were those Rick’s words or your interpretation?”

“No, he packed up all his stuff and didn’t even have the
heart to tell me what was going on, where he was, or anything.
I ran into him this morning in the street and he screamed out a
bunch of bullshit about how I cheated on him, which is
complete crap. I have never cheated on him. But he’s bounced.
So that’s my reality right now.”

“You’re hurt.”

“I’'m devastated. I’ve never felt so unwanted in my whole
fucking life.”

Yes, you have, I think to myself. You have always felt
unwanted. And desperate as you are to offer your baby what
you never experienced—a loving welcome into this world—in
the end, you’ll give her the same message of rejection.

It’s as if Celia is reading my mind. “I’m still going to go
through with the pregnancy,” she says through pursed lips. “I
could have an abortion, but no. This is my child; this is part of
me. [ don’t care if I'm left standing alone or not. These things
happen for a reason. God wouldn’t give me anything more
than I could handle. So I just have to have enough faith to
believe that it’s all going to come together in the right time.
And the way it comes together is the way it’s supposed to
come together.”

Celia has a strong spiritual bent. Will it see her through?

“I need to get into recovery. I need to get the hell out of
here, tonight, even if it’s just an emergency shelter for now;
otherwise, I’'m going to end up killing somebody. I just want to
disappear...”

Once more, we make phone calls to various recovery
homes. In the afternoon, two blocks away from the Portland,
Celia jumps out of the cab driving her to the shelter the staff
has arranged for her. Next morning she’s back at the Portland,
in a cocaine rage.



December 2004

Cocaine-free for a week, Celia is determined to stay clean. “I
just can’t incarcerate myself in some recovery place,” she
says, “but if I can keep away from the rock, I’ll be all right.”
She is cheerful, clear-eyed and optimistic. The pregnancy is
developing apace. As she gains weight, her somewhat sharp
features fill out and she appears to be suffused by well-being.
For obstetrical and HIV care, we’ve hooked her up with Oak
Tree, a clinic associated with British Columbia Women’s
Hospital.

Seeing her like this, I’'m reminded of Celia’s strengths. In
addition to her intelligence and her love-seeking nature, she
has a sensitive, spiritually vibrant, artistic side. She writes
poetry and paints and also has a beautiful mezzo singing voice.
Staff members have been moved, hearing her sing her heart
out to Bob Dylan and Eagles songs at the Portland music
group and even in the hot tub—shower we have for our patients
on the same floor as the clinic. If only her life-affirming
tendencies could be kept active and in ascendance over her
rigid, resigned, anxiety-ridden emotional mechanisms.

“You couldn’t spare me a buck for a couple of cigarettes,
could you, Doctor?”

“Tell you what,” I say. “We’ll go down to the corner and I’ll
get you a pack. Nicotine is harder to beat than cocaine.”

Celia seems moved. “I can’t believe you’d do that for me.”

“Consider it a baby gift,” I reply, “although it’s not one I
ever thought I’d give to a pregnant patient.”

As 1 pay for the smokes and hand them to Celia, the
salesclerk looks at me intently. “This is so great,” Celia says.
“I don’t know how to thank you.” Leaving the store, I hear the
clerk echo her words in a low, mocking tone: “...so great.
Don’t know how to thank you.” I turn around in the doorway
and catch his expression. He is smirking. He knows exactly
why, here on East Hastings, a reasonably well-dressed,
middle-aged male would be buying a pack of cigarettes for a
dishevelled young woman.



January 2005

Rick joins Celia for this office visit. They seem at ease,
comfortable with each other.

“I can’t keep up with this soap opera,” I joke.

“I can’t keep up with it either,” says Rick, as Celia just
hums to herself, a smile playing at the corners of her mouth.

She’s been to the Oak Tree clinic. Her baby is growing, and
the blood tests indicate that her immune system is in good
shape. Although she’s due in June, she’ll soon be admitted for
prenatal care, four months early, to Fir Square, the special unit
at B.C. Women’s Hospital for addicted mothers-to-be. Today
she’s here for a methadone script and, once more, requests
some phone numbers of recovery homes. I provide both.

The two of them leave. Through the open door I see them
stepping out the back entrance onto the sunlit porch, looking
into each other’s eyes, holding hands, walking calmly and
peacefully.

It’s the last time I’1l see them together during the pregnancy.

January 2005: later in the month

One afternoon in late January Celia is voluntarily admitted to
Detox, a first step toward entering a recovery program. By
evening she’s discharged herself. In the nightmare Celia lives
out she is caught in a morass of pain, helpless, punished and
utterly alone. She repeats her mantra: “I’ve never felt so
abandoned in my whole fucking life.” Her gaze, clouded and
unfocused, 1s directed at the wall somewhere to the left of me.
“How am I supposed to deal with it without a mountain of
dope?”

Whatever answer [ may have given to that question and
whatever answers Celia struggled to give herself were not
adequate. The remainder of her pregnancy can be summarized
as brief episodes of hospitalization and escape; ongoing drug
use; the frenzied pursuit of cocaine; and arrests. One arrest
was for assault, when Celia spat on the nurses’ desk in the
admitting department. Of course, I recalled, she learned



something about spitting in her childhood. But finally, she
gave birth to a remarkably healthy infant girl who was easily
weaned off her opiate dependence. In every other way the
baby was fine. Unlike the opiates methadone and heroin,
cocaine does not provoke dangerous physiological withdrawal
reactions.

Rick, the father, was magnificent. Celia left hospital the day
after delivery—her need to use overcame her determination to
mother her newborn—but in a completely unprecedented
break with policy, Rick was allowed to stay as an inpatient at
the maternity ward. Greatly supported by hospital staff, he
bottle-fed and nurtured the baby, bonding with her twenty-four
hours a day for two weeks before taking her to his home. The
nurses attending this father-infant pairing were astounded by
his gentleness, love and devotion to his daughter.

Hostile and drug-addled, Celia was barred from visiting by
court order. She was grief-stricken and infuriated. She believed
she had been wilfully displaced in her newborn’s affections.
“It’s my fucking baby,” she screamed in my office, “my own
little daughter. They’ve robbed me of the most precious thing
in my life!”

December 2005

Rick drops in for a quick visit. I ask about his and Celia’s
child.

“She’s in foster care right now,” Rick says. “She came with
me for a while, but then the home situation deteriorated
because of the drug users in that house. They relapsed. And I
relapsed with the alcohol, so they took the baby away. They
got a child protection order.” His shoulders tremble as he
attempts to stifle his weeping. Then he looks up. “I saw her
last month. I’m in the works of getting a new place for myself
and I plan to take parenting groups and alcohol and drug
counselling and everything. So far I’'m doing pretty good.”

January 2006



Celia is here for her monthly methadone script. The infant,
now six months old, has been in a foster home. Celia 1s still
dreaming about regaining custody of her daughter and of
building a family life. But she’s not capable of giving up
cocaine.

“As much as you love your baby,” I say to her yet again,
“and as much as you want to love her, on crack you’re not fit
to be a mother. You yourself once said that you don’t get the
best of a person when there’s an addiction. The child needs the
best of you, needs you to be emotionally stable and present.
Her sense of security depends on it. Her brain development
thrives on it. You are no parent when you’re controlled by
your addiction. Don’t you understand that?”

My voice is strained and cold; I can feel the tension in my
throat. I’'m angry with this woman. I’m trying force on her a
truth that, as a workaholic doctor and in other ways, too, I tend
to ignore in my own life.

Celia just stares her sullen, hard stare. I’'m not telling her
anything she hasn’t told herself already.

As a human drama, this story does not have a happy finale—at
least, not if we want our stories to have clear-cut beginnings
and endings. Yet in the larger scheme, I choose to see a
triumph 1n it: a demonstration of how life seeks life, how love
yearns for love and how the divine spark that burns within us
all continues to glow, even if it is unable to blaze into full,
open flame.

What will happen to this infant, this being of infinite
possibility? Given her dire beginnings, she may well lead a life
of limitless sorrow—>but she does not need to be defined by
those beginnings. It depends on how well our world can
nurture her. Perhaps our world will provide just enough loving
refuge—enough “shelter from the storm” as Dylan has sung—



so the baby, unlike her mother, can come to know herself as
something other than her own worst enemy.



CHAPTER 7

Beethoven’s Birth Room

Littie do 1 know it, but Ralph and I are about to have an

engaging historical debate at this, our first meeting. A thin,
tall, middle-aged man with sagging cheeks, he limps into my
office, leaning on a cane. Much of his scalp is shaved, an
inexpert home salon job with uneven patches and razor nicks.
A makeshift mohawk of dyed jet-black hair adorns the crown
of his head. The Hitler moustache under his nose is no idle
fashion statement as our conversation will soon reveal.

The purpose of this visit is for me to gather his medical
history, prescribe medications and complete the welfare form
that will entitle Ralph to a monthly dietary supplement. His
left ankle, injured in an industrial accident, subsequently
developed arthritis, and his drug habit sabotaged proper
medical treatment. His pain needs are legitimate, and despite
his substance dependence, I will not withhold morphine. In
any case, stimulants are Ralph’s drugs of choice, cocaine being
chief among them.

I’ll soon come to know Ralph as one of the most
intellectually gifted people I have ever met. He is also
profoundly sad—a lost poetic soul with a hopeless, unrequited
longing for human connection. Although his wide-ranging but
undisciplined intellect is captive to whatever thought or
emotion happens to possess it in the moment, he also wields a
sharp, self-mocking wit. He indulges in highly aggressive and
even violent behaviours when he’s under the influence of the
uppers he uses. “I’m a schizo-affective, obsessive-compulsive,
hyperactive paranoid delusional depressive with bipolar
tendencies superimposed on antisocial personality disorder,
and I also suffer from hallucinatory states triggered by drugs
and especially by the hickey on my neck,” he proclaims by
way of introduction. “I’ve been given all those diagnoses by



one psychiatrist or another,” he goes on to explain. “I’ve seen
many.”

As for the dietary supplement, Ralph arrives with all the
angles covered. “I need fresh meat, vegetables and fish, bottled
water and vitamins. | have hepatitis C and diabetes.”

The greater the number of medical conditions a person has,
the greater the monetary support he receives. Addicts, who
may spend a hundred dollars or more daily on their illicit
drugs and who often miss health-related appointments, rarely
fail to come in when it’s time to have their papers filled out for
the monthly twenty, forty or fifty bucks they receive for
dietary support. I dutifully complete these forms, but with
mixed feelings, because I know where the money will end up.
There must be a better way, I think, to keep these
malnourished people properly fed. To set up an alternative
system we would need compassion, imagination and flexibility
—qualities our social apparatus does not readily extend to the
hardcore drug addict.

“Also, I need a low-sodium diet,” says Ralph.
LGWhy?,’

“I don’t eat salt. I don’t like salt. I always buy butter without
salt...And what’s dysphagia?” he asks, glancing at the list of
supplement-approved conditions.

“From the Greek phag, to eat,” I explain. “Dysphagia means
difficulty swallowing.”

“Oh, yeah, I have trouble swallowing. And I must have a
gluten-free diet...”

“I can’t do all this. I don’t have any medical proof that you
have diabetes, dysphagia or any salt-or gluten-related
problem.”

Ralph’s rapid-fire, mumbled growl makes for a challenging
listening experience. I can’t make out the beginnings of his
next phrase, which ends with “Rich American tourists laugh at
us...American Jews...”

“American what?”



“American Jews.”
I’m surprised at this turn in the conversation.

“What about them?”

“They laugh at us. They’re so fuckin’ malicious...eating the
whole fuckin’ world.”

“American Jews are?...You’re talking to a Canadian Jew.”

“Hungarian Jew, I heard.” Ralph’s cloudy eyes emit a
malevolent glimmer, and his glum frown turns into a smirk.

“Canadian and Hungarian Jew,” I concede.

“Hungarian Jew,” Ralph insists. “Arbeit macht frei...Heh,
heh...do you remember what that means?”=¢

“Yes. You think that’s funny?”
“Of course not.”

“Do you know that my grandparents were killed in
Auschwitz under that sign? My grandfather was a doctor....”

“He starved the Germans to death,” says Ralph as if stating
an incontrovertible fact.

That ought to be my cue to end the exchange. I’'m drawn in,
however, by my determination to preserve my professional
sangfroid and the therapeutic contact with the patient.
Moreover, I’'m curious to know just what this man is all about.

“My grandfather was a physician in Slovakia. How did he
starve the Germans to death?”

Ralph’s placid pseudo-rationality evaporates in a
nanosecond. His sallow cheeks quiver with anger, his voice
rises and the velocity of his speech accelerates with every
word. “The Jews had all the gold, they took all the oil
paintings...they took all the art...they were the police officers,
judges, lawyers...and they starved the German people to
fucking death. That Jew Stalin slaughtered 90 million
Germans...the invasion of our fuckin’ country...being fuckin’
paralyzed, starved to death. You know that as well as I do. |
got no remorse for you...I got no grief for you.”



If as a Jew and infant survivor of genocide I can receive
these ravings calmly, it’s because I know they’re not about me
or my grandparents or even about World War II or Nazis and
Jews. Ralph is showcasing the terrible unrest of his soul. The
suffering Germans and rapacious Jews in his narrative are
projections of his own phantoms. The erratic mishmash he
calls history reflects his inner chaos, confusion and fear. “I
starved in Germany as a kid and I fuckin’ starved in this
country, too...Came here in 1961.” (Ralph arrived as a
teenager.) “Fuck Canadians. I hate Canadians.”

It’s time to leave ethnic relationships and history behind.
“Okay,” I say. “Let’s see how the morphine works for you.”

“How many do I have?”
“Four or five days’ worth. Then I’ll need to see you again.”

“I hate going to the doctor’s office all the time. I hate the
doctor’s office. It’s a waste of time.”

“I hate the gas station, too,” I assure him, “but I go;
otherwise, I run out of gasoline.”

Ralph is conciliatory. “Danke, mein Herr...no hard
feelings.”

“No,” I say.

We exchange cordial auf Wiedersehens to end this, our first
encounter. There are many more to follow, several ending with
Ralph hoisting the Nazi salute. Enraged when I refuse his
demand for this or that drug, he screams, “Heil Hitler!” or
“Arbeit macht frei,” or the ever-endearing “Schmutzige Jude—
dirty Jew.” Not that I have endless tolerance for Nazi slogans
projected at me in idiomatic German. Generally I rise when
the rant begins and open the door to signal the end of the visit.
Ralph usually takes the hint, but on one occasion I threaten to
call the cops if he doesn’t expeditiously remove himself from
my office.



The German Ralph speaks is not always full of hate-filled
invective. He declaims staccato paragraphs of fluent German
or lines from the /l/iad in what sounds plausibly like ancient
Greek. The second time we meet, he erupts in a storm of
German recitation; the only word I recognize is “Zarathustra.”
“Nietzsche,” he explains. “When Zarathustra was thirty years
old he left his home and the lake of his home and went into the
mountains....”

These lines from Nietzsche roll rapidly off his tongue, as do
quotations from other classics of his native country’s literature.
It’s impossible to know how much truth there is in his
idiosyncratic anecdotes, but his knowledge of culture is
impressive—all the more so, since it seems largely self-
acquired. His claims to have completed college here or there
strike me as dubious. Diploma or none, he is well read.

“I love Dostoevsky,” he informs me one day. I decide to test
him.

“Perhaps my favourite author,” I say. “What have you read
by him?”

“Oh,” says Ralph, nonchalantly rattling off several titles of
the Russian author’s novels and short stories: “The Possessed,
Crime and Punishment, The Gambler—I liked that one
especially, you know, being an addict—~Notes from the
Underground.. Never got through The Brothers Karamazov.
Too long.”

Another time he tells me about an adventure he had as a
youth, when he was back in Germany on a visit.

“I took this girl into Beethoven’s Geburtszimmer.”

I recall my rudimentary childhood German—geboren, to be
born; Zimmer, room. “Beethoven’s birth room?”

“I took some wine and cheese and some salami and some
marijuana. Yes, the room he was born in. We broke in. I
jimmied the lock, took this girl up and I played his piano and
had a great time.”



“Ha,” I say, raising a skeptical eyebrow. “What city was that
in?” Another test.

“Bonn.”
“Yes, Beethoven was born in Bonn,” I murmur.

Ralph, a shade cocaine-manic, segues right into an entirely
unexpected performance.

“Here’s a poem [ wrote you might like. It’s called
‘Prelude.”” His staccato recital is delivered in a low, grainy
voice at a pace so fast that the listener is barely aware of his
taking any breaths from beginning to end. The poem is
composed of rhyming couplets in a steady pentameter. It
speaks of loneliness, loss, fatalism.

“You wrote that?”’

“Yes. I’ve written five hundred pages of poems. It was my
life. Where they are now, I don’t know. I was homeless for five
years. [ left my poems in a hostel where I stayed for a week.
They wanted a hundred dollars to get my stuff back, but I
couldn’t afford it. Maybe it was auctioned off, maybe the
security guard got it, maybe it went into the garbage. I don’t
know. I just remember a few pieces. It’s all gone. I’ve lost
everything.”

Ralph is uncharacteristically pensive for a moment.
Suddenly, his face lights up. “You’ll recognize this,” he says
and declaims in rapidly spoken, rhyming German. Never
fluent in the language, I’'m unable to understand any of it, but I
make a happy guess. “That sounds more like Goethe than
Goebbels.”

“It 1s,” Ralph confirms triumphantly. “The final eight lines
of Faust.” Without missing a beat he recites in English:

All things transitory
Are but a parable,
Earth's insufficiency
Here finds fulfillment.



The ineffable
Wins life through love.
The eternal feminine

Leads us above.

He presents this poem without his customary hasty intensity;
his voice is soft and gentle.

At home that evening I lift Faust, Part 11, off the bookshelf
and turn to the last page. There it is: Goethe’s paean to
spiritual enlightenment, the blessed union of the human spirit
with the feminine principle, with divine love. Goethe, like
Dante in The Divine Comedy, represents divine love as a
feminine quality. I find Ralph’s translation of Goethe, whether
it’s his own or memorized, more moving than the version I
have in my hands.

As I read the great German’s poet’s verses in my
comfortable home in an upscale, leafy Vancouver
neighbourhood, I can’t help thinking that at this very same
moment Ralph, supported by his cane, is holding vigil
somewhere in the dusky and dirty Hastings Street evening,
hustling for his next hit of cocaine. And in his heart he wants
beauty no less than I, and no less than I, needs love.

If I understand him well, above everything Ralph aches for
unity with the eternal feminine caritas— blessed, soul-saving
divine love. Divine here refers not to a supernatural deity
above us but to the immortal essence of existence that lives in
us, through us, beyond us. Religions may identify it with a god
belief, but a search for the eternal extends far beyond formal
religious concepts.

One consequence of spiritual deprivation is addiction, and
not only to drugs. At conferences devoted to science-based
addiction medicine, it 1S more and more common to hear
presentations on the spiritual aspect of addictions and their



treatment. The object, form and severity of addictions are
shaped by many influences—social, political and economic
status, personal and family history, physiological and genetic
predispositions—but at the core of all addictions there lies a
spiritual void. In the case of Serena, the Native woman from
Kelowna, that void was generated by the unbearable abuse she
suffered as a child—a theme I’ll return to later. But for now,
suffice it to say that if [ hadn’t already sensed Ralph’s secret
God-thirst from his Goethe recital, Ralph would, a few months
hence, confirm it in so many words. In his soul of souls he
longs to connect with the very same feminine quality within
himself that his bellicosity and unbridled aggression trample
so viciously underfoot.

Soon afterwards, perhaps at the very next visit, we are back
to the Arbeit macht freis, the schmutzige Judes, the Heil
Hitlers. “Stick your morphine up your ass,” Ralph yells in his
sandpaper voice. “Give me Ritalin. Give me cocaine. Give me
Xylocaine!” He might as well be saying, “Give me liberty or
give me death.” Drugs are the only freedom he knows.

Blood-borne bacterial infections are frequent complications of
drug use, especially given the poor hygienic state of many
Downtown Eastside addicts. Last year Ralph was hospitalized,
requiring two months of high-powered intravenous antibiotics
to clear a life-threatening sepsis.

Toward the end of his treatment I visit him in his room on
one of the medical wards of Vancouver Hospital. There I find a
person very different from the enraged, hostile pseudo-Nazi
who frequents my office. He’s on his back, reclining on the
half-elevated hospital bed, covered with a white sheet up to his
midriff. His scrawny chest and upper limbs are bare. His salt-
and-pepper hair is now evenly cut, forming a short tonsure
above his shaven temples. He waves his left arm at me in
greeting.



We begin with his medical status and post-discharge plans.
My hope is to help him find housing away from the drug
scene. Ralph expresses ambivalence at first but finally agrees
that it would be a good idea to stay away from the Downtown
Eastside.

“I’'m glad you came out,” he tells me. “Daniel came, too.
We had a good conversation.” At that time my son Daniel was
employed as a mental health worker at the Portland Hotel. A
musician and songwriter, he visited Ralph in hospital, and the
two taped nearly an hour of Bob Dylan songs together. The
recording consists mostly of Daniel strumming and picking
along to Ralph’s raw, coarse semi-baritone. As a singer, Ralph
has a notably shaky grip on melody, but he has a feel for the
emotional resonance of Dylan’s lyrics and music.

“I apologized for what I said to Daniel and I apologize to
you, for the Arbeit macht frei crap.”

“I’m curious. What’s that all about for you?

“It’s just supremacy. I don’t believe it anyway. No race is
supreme. All people are supreme to God, or nobody is...It
doesn’t matter anyway. It’s just stuff that goes through a
person’s mind. I grew up affected by National Socialism, as
you did also, only you grew up on the other side of the table. It
was an unfortunate situation. I apologize for everything I said
against you and your son. I really wish to be out of here soon
so Daniel and I can make more music.”

“You know, what concerns me most is that it isolates you. I
guess the way you learned to get along in the world is to be
overly hostile.”

“I guess that’s the way it is.” When Ralph becomes
emotionally agitated, as he is now, the skin over his forearm
muscles undulates like a bag of rolling marbles. “’Cause
people treated me badly and...and you learn to treat them
badly back. It’s one of the ways.... It’s not the only way....”

“It’s pretty common,” I say. “And sometimes I can be pretty
arrogant myself.”



“Great. All I really want...It was all about drugs. I didn’t
want morphine...I wanted Xylocaine. That would have settled
all my problems...There’d be nothing I’d be thirsting for,
nothing I’d be in quest of. It would have solved everything.”

Ralph embarks on a highly intricate explanation of how
Xylocaine, a local anaesthetic, is prepared for inhalation by
mixing it with baking soda and distilled water. The cooked
product is breathed in through a piece of Brillo. He is very
particular about the technique of inhalation, which, according
to him, must end with the substance being slowly blown out
through the nose. I listen in fascination to this extraordinary
lecture in applied psychopharmacology.

“All these people on Hastings Street and Pender Street and
all up and down the Downtown Eastside; they all blow it out
their mouth. Ridiculous. It doesn’t do anything. To metabolize
properly it has to go through your smell glands to the brain.
When it goes to the brain, it metabolizes and it freezes the
little capillaries that go to the brain cells...”

“What do you feel when you do it?”

“It takes away my pain, my anxiety. It takes away my
frustration. It gives me the pure essence of the Homunculus...
you know, the Homunculus in Faust.”

In Goethe’s epic drama the Homunculus is a little being of
fire conceived in a laboratory flask. He is a masculine figure,
who voluntarily unites with the vast Ocean, the divine
feminine aspect of the soul. According to mystical traditions
of all faiths and philosophies, without such ego-annihilating
submission it is impossible to attain spiritual enlightenment,
“the peace of God, which passeth all understanding.” Ralph
yearns for nothing less.

“The Homunculus,” he continues, “is the character that
represents all I would have been, had it been possible for me to
be that way. But it’s not how I turned out. So now I use
Xylocaine when I can get it or cocaine when I can’t.”

Ralph hopes to inhale peaceful consciousness through a
glass pipe. I cannot be the Homunculus, he says, so [ must be
an addict.



“How long does that effect last?” I ask.

“Five minutes. It shouldn’t have to cost forty bucks just to
kill the pain for five minutes. And for five minutes of respite |
slave my guts out up and down Hastings Street, up and down,
talking to my buddies, extorting some money out of them.
‘Look buddy, you’ve got to pay up some cash because if you
don’t, I'm going to lay a beating on you with my cane.””

Under the sheet Ralph’s belly, a little fuller after two months
of rest and hospital fare, shakes with mirth as he recounts his
outlandish bandy-legged banditry. “They laugh, and they lay
some coin on me. [’ve got a lot of friends. And I beg, too. But
I have to be out there hustling for hours and hours just to kill
the pain for five minutes.”

“So you work for hours to get five minutes’ relief.”
“Yes, and then I go out again, and go out again and again.”
“What’s the pain you’re trying to kill?”

“Some of it physical, some of it emotional. Physical for
sure. If I had some cocaine, I’d be out of this bed and outside
smoking a cigarette right now.”

I accept that Ralph finds some evanescent benefit from his
substance use, and I tell him so. But does he not recognize the
negative impact on his life? Here he is, two months in hospital,
admitted within an inch of dying, to say nothing of his run-ins
with the law and multiple other miseries.

“All that time and energy you have to spend chasing those
five minutes—is it worth it? Let’s face it, the way you’re
talking to me now is very different from the way you present
yourself when you’re downtown and using—miserable,
unhappy and hostile. You provoke people’s hostility toward
you. Maybe it’s not your intention, but that’s what happens. It
creates a huge negative impact. Is it worth it for those five
minutes?

In his present drug-free state and benign mood Ralph puts
up no argument. “I understand what you say and I agree one
hundred per cent. I’ve approached things in an obtuse
manner...”



“I wouldn’t even call it obtuse,” I reply. “I think you’ve
approached things the way you’ve learned. My guess is that
from a very early age, the world hasn’t treated you very well.
What happened to you? What made you so defensive?”

“I don’t know...My father. My father is a mean, ugly
person, and I hate his guts.” Ralph spits out the words. Under
the sheet his legs tremble violently. “If there i1s one man in this
world I loathe, it’s that man who had to be...mein Vater. Ah, it
doesn’t matter. He’s an old man now and he can’t pay for his
crimes any more than he already has. He’s paid for them a
thousand times over.”

“I think everybody does.”

“I know that,” Ralph growls. “I’ve paid for my crimes.
Look at me. I can’t even walk without this stupid stick. I want
to fly and I’m stuck on the ground because...I’ll tell you
sometime...”

Another conversation then starts up between us. Ralph
articulates a clever, intuitive and astute critique of workaday
human existence and of our society’s obsession with goals, the
essence of which, he feels, varies little from his own pursuit of
drugs. I see an uncomfortable truth in his analysis, no matter
how incomplete a truth it is.

We part on good terms. “I’d love it if Daniel came back,”
Ralph tells me, “and I hope he brings a video recorder. Daniel
could do an intro for a couple of songs and accompany me—
I’m the better singer, you know. We could do more Dylan or
‘Homeward Bound’ by Simon and Garfunkel. They’re all
Jewish people. That’s where my anti-Semitism disappeared
into nothingness, because many of the greatest poetical minds
were Jewish: Bob Dylan, Paul Simon, John Lennon—if it
wasn’t for these people, the world would be a far worse
place.”

I reluctantly inform him that John Lennon wasn’t Jewish.



The plans for a new domicile didn’t materialize. Shortly after
our civilized Vancouver Hospital exchange, Ralph resumed his
life in the Downtown Eastside. With the drugs back in his
system, he has reverted to the volatile, embittered persona
from which he emerges only fitfully. He visited my office not
long ago to recite more poetry.

“Here’s one you’ll like,” he says and starts in on his quick,
mechanical drone.

I find myself loving the sordid honesty of Ralph’s verses.
The internal rhymes he takes care to include in every couplet
reinforce the airtight and suffocating logic of the speaker’s
world: everything fits together: the futile search for
companionship, sexual frustration, alienation, escape into
drugs, grief, bathos, cynicism.

“Do you still write?”” I ask.

“No.” He waves a resigned hand across his face. “I haven’t
done it for a long time. Years, years. I’ve written everything I
wanted to write. Every thought, every emotion I had, I wrote
in poetry.”

I glance at my watch, aware of the crowd of patients outside
my office. “Wait,” Ralph says quickly, “I have one more poem
for you. It’s called...” He searches his mind for the title,
scratching his newly bald crown. His fingernails are lacquered
with dark, purplish blue nail polish. Below the hem of his
soiled T-shirt his forearm muscles are doing an agitated,
serpentine dance.

“Oh, yes, it’s called ‘Winter Solstice.”” Again, Ralph recites
in his inimitable, fast-drawl croak. He fixes his gaze directly at
me, as if insisting on being heard. The poem ends with an
eagle falling out of the sky, dead in mid-flight. I recall what
Ralph said in hospital:

“I want to fly and I’m stuck on the ground.”

Two days later he returns, with unrealistic demands for
medications and for assistance with food and housing I am in
no position to provide. Out pours the rage, expressed with
Ralph’s uncensored Teutonic venom. “And there’ll be some art



for you later,” he yells, stomping furiously out of the office
into the waiting area, where his fellow addicts shake their
heads in puzzlement and disapproval. “Can’t be easy for you
sometimes, working here,” says my next patient, already
walking in the door.

As I leave that afternoon, one of the Portland housekeeping
staff, equipped with a bucket of soapy hot water and a scrub
sponge, is washing a large, crudely drawn black swastika off
the wall just beside the first-floor exit.



CHAPTER 8

There’s Got to Be Some Light

I writing about a drug ghetto in a desolate corner of the

realm of hungry ghosts, it’s difficult to convey the grace that
we witness—we who have the privilege of working down
here: the courage, the human connection, the tenacious
struggle for existence and even for dignity. The misery is
extraordinary in the drug gulag, but so is the humanity.

Primo Levi, the insightful and infinitely compassionate
chronicler of Auschwitz, called moments of reprieve those
unexpected times when a person’s “compressed identity”
emerges and asserts its uniqueness even amid the torments of a
man-made inferno. In the Downtown Eastside there are many
moments of reprieve, moments when the truth of a person
arises and insists on being recognized despite the sordid past

or grim present.

Josh has been living at the Portland Hotel for about two years.
He’s a powerfully built young man with straight bearing, blue
eyes, regular features, a blond beard and long hair to match.
Because of his mental instability and drug use, his innate
charm and sweetness are often lost on others. His intuition
locks onto people’s vulnerabilities with radar precision; his
intelligence gives his language a knife edge that cuts deep. On
a Friday morning, as [ was preparing to incise and drain a
large abscess on his leg, Josh spoke one disparaging word too
many. It was not a good day—I was irritable and fatigued. My
reaction was unrestrained and aggressive—to say that I lost it
would be understatement.



That afternoon, ashamed, I trudged upstairs to Josh’s room
to make amends. As he listened to my apology, he looked at
me 1n his customary intent and unblinking way, but with
kindness in his eyes. Then, this man whose hostility causes
others to cower in his presence and whose rampant, drug-
fuelled paranoia can see ill will everywhere, said, “Thank you,
but I meant to apologize to you. I see what it’s like for you.
You visited me in hospital last week and you were calm and
attentive, an image of the good doctor. It must be hard for you
in this place, all the negative energy down here and some of it
comes from me—I see you absorb it, and I wonder how you
hold it and still do your job. You’re human, and something has
to give sometime.”

“People down here show a lot of insight,” says Kim Markel,
the vivacious, spike-haired Portland nurse, “but I still find it
surprising when they express care about us. You think they’re
too into their head trips and drug trips and diseases to notice
anything. Like, when I was having a couple of bad months in
my personal life, I remember Larry coming up, and he’s like
‘Something’s wrong with you. I can tell.” [Larry, a narcotic
and cocaine addict, has lymphoma that could have been
eradicated if his drug use hadn’t sabotaged treatment. Now
he’s beyond cure.] ‘You know what, Larry?’ I said. “You’re
right. Something is wrong with me, and I’m working on that.’
And he’s like ‘Okay...do you want to go out for a beer?’ I said
no, but I was touched. Despite their troubles, they pay enough
attention that they actually know when we’re having a hard
time of it.”

Kim combines professional efficiency with humour, down-
to-earth presence and a refreshing openness to the novel and
different. She is also kind. She witnessed my incident with
Josh and gently massaged my shoulders after Josh left the
examination room.

Josh had been homeless for three years before he moved
into the Portland. His paranoia, violent outbreaks and drug
addiction were so out of control that he couldn’t be housed
anywhere. Without the harm reduction facilities administered
by the Portland Hotel Society and other organizations, many
addicts and mentally ill people in the Downtown Eastside



would be street nomads or, at best, migrants with five or six
different addresses a year, being shunted from one dingy
establishment to another. There are hundreds of homeless in
the neighbourhood. As the 2010 Winter Olympics draw near,
the city is predicting the numbers will rise—a prospect that
some policymakers seem to regard more as a potential
embarrassment than as a humanitarian crisis.

“When Josh first came, I couldn’t even get into his room,”
Kim recalls. “Now, every time I go by, he wants me in to show
me the mad space he lives in, and how he’s cleaning it up. You
know, he took me out last week for pizza. He had to buy me
pizza. [ was saying, ‘No, no, I’ll buy you lunch. I have more
money.” He was adamant; this was his treat. It was the grossest
pizza I’ve ever had,” Kim laughs. “I had every bite and I was
like ‘Mmmm, thanks, man.’ He still refuses his medications,
and he’s never going to be stable, but he’s much more
approachable.”

The moments of reprieve at the Portland come not when we
aim for dramatic achievements—helping someone kick
addiction or curing a disease—but when clients allow us to
reach them, when they permit even a slight opening in the
hard, prickly shells they’ve built to protect themselves. For
that to happen, they must first sense our commitment to
accepting them for who they are. That is the essence of harm
reduction, but it’s also the essence of any healing or nurturing
relationship. In his book On Becoming a Person, the great
American psychologist Carl Rogers described a warm, caring
attitude, which he called unconditional positive regard
because, he said, “it has no conditions of worth attached to 1t.”
This is a caring, wrote Rogers, “[that] is not possessive, [that]
demands no personal gratification. It is an atmosphere [that]
simply demonstrates I care; not I care for you if you behave
thus and so0.”!



Unconditional acceptance of each other is one of the
greatest challenges we humans face. Few of us have
experienced it consistently; the addict has never experienced it
—Tleast of all from himself. “What works for me,” says Kim
Markel, “is if I practise not looking for the big, shining success
but appreciating the small: someone coming in for their
appointment who doesn’t usually come in...that’s actually
pretty amazing. At the Washington Hotel this client with a
chronic ulcer on his shin finally let me look at his legs this
week, after me harassing him for six months to have a peek.
That’s great, I think. I try not to measure things as good or
bad, just to look at things from the client’s point of view.
‘Okay, you went to Detox for two days...was that a good thing
for you?’ Not, ‘How come you didn’t stay longer?’ I try to
take my own value system out of it and look at the value
something has for them. Even when people are at their worst,
feeling really down and out, you can still have those moments
with them. So I try to look on every day as a little bit of
success.”

Kim had a very difficult time around Celia’s pregnancy, as
did many others among the female staff. “It was horrible to
see,” recalls Susan Craigie, Health Coordinator at the Portland.
“Celia was beaten up in the street the day before she delivered
her baby. There she was on the sidewalk, two black eyes and a
bleeding nose, screaming ‘The Portland won’t give me taxi
money to get to the hospital!’ I offered to drive her. She
insisted I give her ten bucks first so she could shoot up. |
refused, of course, but my heart broke.”

The three of us—Susan, Kim and [—are chatting in my
office on a rainy November morning. It’s “Welfare
Wednesday,” the second-to-last Wednesday of the month,
when income assistance cheques are issued. In the drug ghetto
it’s Mardi Gras time. The office is quiet and will be until the
money runs out on Thursday and Friday—and then a large
group of hung-over, drug-withdrawn patients will descend
upon the place, complaining, demanding and picking fights
with each other. “Celia and her baby,” says Kim, pursing her
lips sadly. “One of the sweetest moments [’ve ever
experienced was when I heard her singing one day. I was up



on her floor doing my thing and she was having a shower. She
began to sing. It was an awful country song, something I’d
never listen to. But I had to stand still and listen. Celia’s voice
has a lot of purity in it. A pure, gentle voice. She was just
belting it out. It seemed so clear to me all at once—the tone
and the innocence behind it, that’s the real Celia. She kept on
singing and singing for fifteen or twenty minutes. It reminded
me that there are all these different components to the people
we work with. On a day-to-day basis we can really forget that.

“It also gave me this happy feeling that was tinged with a
little bit of sadness. Her life could have been so different, I
thought. I try not to have such thoughts in my day-to-day
work...I try to take people as they are at any moment and
support them that way. Not judge them or think of an
alternative reality they could have, because we could all have
alternative realities. I don’t focus on my own ‘What ifs’ much,
so I try not to focus on other people’s. Only...there was this
split second when I had two images in my brain: Celia at the
worst moments I’ve seen her and then Celia singing to her
kids, living on a farm somewhere with her family...And then I
dropped both images and just listened to that lovely voice
peacefully drifting towards me.”

To Whom It May Concern:

You do not know me, although the name on the envelope
might ring a Bell. I am the individual who took your son's

life...on the 14" of May, 1994.

Remy’s voice is tremulous with excitement or, perhaps,
anxiety. He’s a short, slender man with a pallid countenance
peppered with grey stubbles to match his prematurely greying
hair. He’s standing in front of the open Hastings Street
window. Over the hum of traffic that vibrates into the room, he



reads the words from a crumpled and stained piece of
foolscap. “Man,” he says, “you don’t know what this means to
me, that I wrote this and that I can read it to you. Mind you, |
don’t know if I’ll ever send it.”

It took a Ritalin prescription to help Remy unburden his
mind. He has severe Attention Deficit Hyperactivity Disorder
(ADHD). Never diagnosed before, he was dumbfounded when
I told him about the lifelong patterns of physical restlessness,
mental disorganization and impulse-regulation deficiencies
that characterize the condition. “That’s me all over,” he kept
repeating, hitting his forehead with his palm again and again.
“How did you know that much about me? That’s been me
since I was ankle high to a flea!”

Remy’s conversation is always an exercise in
circumlocution. He launches into tirades on any topic, not
recalling what he already said or where he was intending to go.
He meanders, becoming snagged on the brambles of one
thought, getting lost in the bushes of the next. He doesn’t
know how to stop the flow of words. Some authorities see
ADHD as an inherited neurophysiological dysfunction, but in
my view such psychological agitation has a deeper source.
Remy’s wandering speech patterns are attempts to escape an
agonizing discomfort with his own self.

Now thirty-five, Remy has been an addict since his teenage
years. His first drug of choice was cocaine. The heroin habit
he acquired in prison is managed successfully with methadone,
but he’s rarely been off cocaine since his discharge. After I
diagnosed his ADHD, he agreed to stay away from it—at least
temporarily, so we could give him a trial of methylphenidate,
better known by the trade name Ritalin.

He was astonished the first day he took this medication.
“I’m calm,” he reported. “My mind isn’t going off like a
machine gun. I’m thinking instead of just spinning. It’s not
fucking going sixty different miles an hour, in twenty different
directions. I’'m going, ‘Hang on, I’ve gotta do one thing at a
time here. Just let’s slow down here.”

A few days later, free from the agitating effects of cocaine
and with his brain’s hyperactivity soothed by methylphenidate,



Remy returns to my office in a reflective frame of mind.
“There’s something I need to talk to you about.”

I wait. Remy says nothing for a long time. Then: “I out and
out fucking stabbed a guy once. I was up for four days,
cocaine. [ started drinking booze; I was a fucking mess. I was
just the worst thing—I was a nightmare waiting to happen.

“I was in jail almost ten years. Ten years. All because of
drugs. Every day I think about it. Every day, man. Every
day...I won’t tell it to other people. I’ll just slough it off like it
doesn’t mean something. But it does mean something...I took
some guy’s life who did not deserve to die. ’Cause I was all
fucked up on cocaine, and pills, and fucking booze...”

Nothing in medical training prepares you to hear an
admission like this. Remy was in my office seeking absolution
as surely as if he were a penitent in a confession booth and I, a
cassock-garbed priest.

“We all have moments in our lives that we wish we could
relive...and do over again,” I say. “But for you, this must be a
big one.”

“You know, I remember one thing my mom said to me.
What it would take to straighten me out, she said, is if I ever
began to listen to my heart. And I’'m beginning to. That thing
that [ did, that terrible thing, is the only thing I have. That’s
reality, my reality. And I’m accepting it now.”

“Can you forgive yourself?”

“Yeah, I can. I don’t know how, but I can forgive myself.
His family will never forgive me, though. They want to kill
me. But myself, yeah, I will not let it bring me down. I’ve got
to move on with my life. [ mean, 1t’ll always be there, but I’ve
got to move on and stay positive and stay focused on living. |
have to! I don’t know if that’s right or wrong, but I can’t dwell
in the past and let it bring me down. Otherwise, I’'m fucked.”

“Have you ever communicated with the family?”

“No. They’re very, very prejudiced against white people. It
was a Native guy I killed, and they’re very, very prejudiced...”



I suppress my urge to point out that a family’s grief and
anger or even vengeful feelings in such circumstances do not
necessarily imply racial bigotry.

“Forgiveness is an important concept in the Native
community.”

“Yeah, not for this one. [ know...That’s why I left
Saskatchewan. They’re looking for me.”

“Let me suggest something to you.”

“You mean, write a letter to myself, to them? I know exactly
what you’re going to say!”

“That is what I was going to say. You see, you’re listening
to your heart.”

“It makes sense, doesn’t it,” says Remy, enthused. “I could
try that, just to see how it would make me feel. I’ll bring it to
you and you read it. We’ll talk about it.... I’ll take my
medications. | like to write first thing in the morning. I’ve
been thinking about it—as soon as you mentioned it, [ knew
what you were going to suggest. This might help clear my
mind a little more. I think about it every day...I’m not into
taking people’s lives. You know, this happened eleven years
ago.” I’ve often seen Remy hyper but never so charged with

purpose.

Later the same week, Remy is back in my office reading his
composition, simultaneously nervous and triumphant. His
rabbit eyes dart about, skipping from the paper he grasps in
both hands to my face, constantly gauging my reaction. As he
speaks, he sways, shifting his weight back and forth from one
foot to the other.

1o Whom It May Concern:

You do not know me, although the name on the envelope
might ring a Bell. I am the individual who took your son's

life...on the 14™ of May, 1994.



The reason I'm writing this letter to you is just to let
you know that there is not a day that has gone past since
that tragic night took place, when I do not think of what 1
have done!!

1 do not expect forgiveness on the Part of the family.
But [ feel I must write this to you to let you know how
very sorry I am that it happened and that how wrong I
was.

This has been eating away at me from 11 years now
and I really don t think that the horrendous disregard and
disrespect I have brought upon and done to your Son at
such a young age by ending his life at 19 will ever leave
my mind.

I'm hoping that the hatred you might have had for me
is not as strong as it was in 1994! But if so I understand

and can hold no ill feelings towards you or your Family
for this.

I am truly and totally sorry for what I have done. I no
longer drink alcohol, pop pills like there'’s no tomorrow. I
don 't do heroin anymore and I have finally given up
cocaine, which is at the root of all evil.

Basically I'm writing to say I'm so very sorry for what
I've done to you and your family and I hope one day you
will find Peace.

Remy never did mail the letter. He gave it to me as a
keepsake. I wish I could report that he successfully kept the
cocaine monkey off his back. He has been unable to do that
and, as a consequence, | had to discontinue his
methylphenidate prescription. His intentions foundered when,
shortly afterwards, he entered into a hopelessly overwrought
relationship with a mentally unstable woman even more
dependent on cocaine than he was.

There is in Remy an unquenchable optimism and a vital
sense of humour. The light of possibility continues to glimmer
in him, if only uncertainly. It’s a spark, I’'m convinced, that



will never be extinguished. His confession and his letter,
unsent though it remains, eased his burden. His contrition was
deeply felt, his relief palpable. Although not free of cocaine,
he says he’s using much less than in the past. I believe him.
Perhaps another conversation, another moment of contact with

me or with someone else, will help him move forward again.”’

“My mother calls me Canada’s most famous junkie,” says
Dean Wilson sardonically. “I probably am.” Dean is a well-
known figure at political events and international conferences
about drug addiction. One of the founders of VANDU, the
Vancouver Area Network of Drug Users, he has been a
tenacious and articulate advocate of decriminalization and
harm reduction policies, a prime mover in the establishment of
the pioneering Supervised Injection Site (also known
colloquially as the Safe Injection Site). A Senate committee on
addictions hailed his presentation as one of the most
inspirational they had heard.

Dean is a thin, edgy figure with brimming-over energy that
keeps him physically in motion even when he’s sitting or
standing. He speaks rapidly, leaping from one topic to another,
interrupting himself only to chuckle at his own witticisms.
He’s fifty years old, but like many people with ADD, looks
younger than his age. He knows I’ve also been diagnosed with
Attention Deficit Disorder and laughs uproariously when I tell
him my theory that we ADD folk look young because all the
time we spend tuning out doesn’t add to our years. Dean’s
fame spread after the international showing of filmmaker
Nettie Wild’s award-winning documentary Fix: The Story of
an Addicted City. In the opening scene Dean, in business
clothing, walks briskly down Hastings and tells how he once
received a prize from IBM for selling more personal
computers than any other salesperson in Canada. In the next
scene, bare from the waist up, he displays his tattoo-covered
torso and arms as he injects himself with pure heroin.



“Sometime before this video’s over, I will be straight,” he
promises the camera.

That hasn’t happened. Dean has used: heroin intermittently
and cocaine more consistently. He is on methadone.
Occasionally he’s tried to scam me—and at times he’s likely
succeeded in doing so—but now he’s very direct in
acknowledging his substance intake. “It’s taken me a while to
trust you,” he says, “but I love it that when I’m fucking up |
can tell you that I’'m fucking up.” (A statement which, for all |
know, may be another scam.) More recently he’s been clean of
all injection drugs for a few months and is feeling optimistic
and energized. “Tune in again next time for another exciting
episode,” he jokes about his ongoing battle.

Dean’s one-room apartment at the Sunrise Hotel is a far cry
from the expensive home he used to own in South Vancouver,
when he was a single father bringing up his three children and
earning hundreds of thousands of dollars a year. “I had a
computer business,” he says, “selling microcomputers back
when they were $40,000 apiece. I would use my heroin in the
morning and later at night. I did that for twelve years. Every
second weekend, the kids would go see their mother. As soon
as they were on that bus, I would shut the drapes, lock the
doors and get totally wasted—until Sunday, when they came
back. And then I would do the straight, blue-suit-and-tie thing
and do the weekends with baseball and soccer for the next two
weeks—ijust dying, just dying until I could close that door
again and get high. It became harder and harder and harder to
keep up the fagade. I was lying to everybody, including
myself. When I fell down, I really fell down. My wife
[formerly a heavy drug user] finally straightened out, and the
kids left to live with her. I immediately got back into cocaine. I
hadn’t used cocaine in thirteen years.... I blew $180,000 in six
months, and before I knew it, [ was living down here in the
Cobalt Hotel.”=8

Despite silver-spoon early years in a wealthy adoptive
family and a successful business life, Dean spent six years in
prison for drug-related crimes. “What’s the worst thing you’ve
ever done?” I ask. Dean winces as he tells me about an
incident in jail that still revolts him for its cruelty and physical



sordidness—nothing would be served by repeating it here.
“You’re only the second person I’ve ever told this,” he says.
His long-time partner, Ann, was the first. “I saw and did some
terrible things in jail. I could never talk about it. Ann finally
told me to write it up. [ wrote on for fifteen pages, couldn’t
stop. Three months later, she asked me to read it to her. I read
it out: I finally voiced it. I turned and looked at her and said,
“You did it! You got it out of me.’ It made it a lot easier. And
then I burned those pages.

“As I purged that shit, I realized I had to bring light back
into my life. Otherwise, all the horror I’d seen and done would
have been for nothing. There’s got to be some light. I believe
there 1s a truth—for lack of another word, I’ll use “spiritual’
truth. It’s not God or this or that, but the fact 1s, the world is
good, it all equals up to good, and I want that goodness in
me....

“That’s why I’m so into this activism part. The whole idea
behind VANDU was to trust the untrustworthy, help the
helpless. Then we became very political. We’ve taken on
governments, changed politics in this city. I’ve led senators on
a walkabout of this neighbourhood, showing them it’s more
than just drugs—it’s a community. That so many political
leaders now support harm reduction, that’s our doing.”
Whether or not Dean’s organization can take all the credit for
this small but significant shift in the political wind, it’s an
initiative to be proud of.

“Former mayor Philip Owen at one point said all the addicts
should be sent to the army base at Chilliwack. Two years later,
he was advocating for the SIS [Supervised Injection Site]. We
took over City Hall and walked in with a coftin, to symbolize
all the overdose deaths. Councillors said, ‘Get them out of
here.’ I said, ‘I just need five minutes.” Mayor Owen gave us
five minutes, and I have to hand it to him—he listened to us.
Now he’s internationally known for his leadership in harm
reduction, and as a city, Vancouver is known for that. And who
were we? Just a bunch of junkies.

“The little bits of light in this community are not publicized
enough,” Dean goes on. In his hotel there are three or four



older people. If Dean doesn’t see them for twenty-four hours,
he does a room check. Others, he says, will look out for him.
Many of the sex trade workers are also part of a buddy system:
if one doesn’t show at the end of the day, the buddy will set
things in motion to find her.

“In the days when I used to live in the West End, I’d get into
the elevator and never look at anyone, just stare at the floor or
the ceiling or the numbers as they lit up one after another. |
didn’t know my neighbours. In my building I know everybody,
and down here it’s like that everywhere.”

In his hyperkinetic way, which makes him look as if he’s
jogging even when he’s sitting still, Dean continues.
“Cynicism is rife down here, but at the same time most of us
want to see that we’re looking after each other. We have the
feeling that no one else is going to look after us—for most
people down here, no one ever has—and so we have to care
for each other. It’s done at the most basic level-—just, ‘How
are you, how are you getting along?’ And then you leave the
person alone. We somehow balance all the ripping each other
off with the caring. There’s a lot of warmth, a lot of support.”

Dean knows that isolation is in the very nature of addiction.
Psychological isolation tips people into addiction in the first
place, and addiction keeps them isolated because it sets a
higher value on their motivations and behaviours around the
drug than on anything else—even human contact. “Rip-offs
happen, but being part of the community is important. Even if
it’s the poorest postal code in the country, this is the last club.
‘If you can’t belong to this club,’ I say, ‘you can’t belong to
any club.’”

There are many volunteers, committed caregivers and
support groups in the Downtown Eastside. Innovative
programs are often initiated on shoestring budgets, with the
participation of people who were only recently wired to
narcotics or other drugs. Judy, quoted in Chapter 3, has given
up cocaine completely. She volunteers with other members of
a night patrol, acting as guardian angels to sex trade workers.
“We keep an eye on them. We speak with them, just to say
hello or to kid around. We ask if they need any help. We give



out condoms. We make them feel there’s someone around they
can turn to if they’re in trouble.” The transformation in Judy’s
self-perception, the rise in her self-esteem since she’s begun to
serve the needs of others in a genuine way is wondrous to
behold. In a recent photograph she radiates a confidence and
sense of purpose that were unimaginable just one year ago,
when she was on IV antibiotics for a near-crippling spinal
infection and had to wear a metal brace drilled into her skull.

“I’ve been through infections many times, but this was a
really serious one,” Judy told me shortly after her treatment
was completed. “Having the steel halo on all that time and
being limited and feeling screws bolted in my head—it was
definitely an eye-opener. Yeah...every time I get any using
thoughts I just remind myself what I went through for the last
five months, and it’s just not worth the chances.

“When I was using, | had tunnel vision,” she now recalls. “I
didn’t really notice that life was still existing around me. I just
knew my little world. What I wanted was what I revolved
around—when was I going to have my next fix or next toke or
whatever. Now I actually go for walks a couple of times a day,
and I go out and I see all the people, and all the tourists. And |
say, ‘Hi...how you doing...?’ I don’t know what’s wrong with
me...and it’s so strange.... It’s a good feeling, I’'m liking it,
but it’s all so weird. Is this going to stop, is this going to
change anytime soon? I’m not trying to be pessimistic. It’s just
that it’s so unusual, so foreign to me.”






PART II

Physician, Heal Thyself

The meaning of all addictions could be defined as endeavours
at controlling our life experiences with the help of external
remedies. ... Unfortunately, all external means of improving
our life experiences are double-edged swords: they are always
good and bad. No external remedy improves our condition
without, at the same time, making it worse.

THOMAS HORA, M.D.
Beyond the Dream.: Awakening to Reality



CHAPTER 9

Takes One to Know One

It’s hard to get enough of something that almost works.
VINCENT FELITTI, M.D.

I's not one of my Portland days, but the work won’t leave me

alone. Susan, our health coordinator, rings me on my cell,
sounding exasperated: “Mr. Grant is back here at the hotel.
What should we do?” I stifle a profanity. I have no patience for
treating addiction today; I’m supposed to be at home, writing a
book about it.

“Mr. Grant” is Gary, a barrel-bellied, grey-bearded bear of a
man, with HIV and diabetes—both risk factors for infection.
Neither condition deters him from injecting any accessible
vein in his foot with cocaine. His upper-arm vessels are too
scarred and corroded by chemicals to serve. A large ulcer is
eroding his right big toe, its black base oozing with the
breakdown products of dead flesh. For two weeks we’d been
urging Gary to accept hospitalization, since it was still possible
that intravenous antibiotics could save his toe.

“Yes, tomorrow,” he’d say. But tomorrow never came.

Four days ago, late on Friday evening, I sought him out in
his eighth-floor room. The homecare nurses treating the
wound had called in desperation: “Would you commit him on
mental health grounds?” Loath to use that ultimate weapon on
someone in no way psychotic—just addicted—I promised to
see what I could do. I was prepared to pull out the pink slip of
involuntary committal, but only as a final resort.

Gary had just come in from scoring a deal. Like many in the
Downtown Eastside, he supports his habit with what his long-
time friend Stevie once mockingly called “a self-initiated, self-
organized marketing endeavour.” He makes just enough to
keep himself in his substances of choice. Only two weeks



before, Stevie had died of liver cancer. Gary had been very
close to her—*a fellowship of free trade advocates” in Stevie’s
words. Intensely distressed by Stevie’s demise, Gary had been
on an extended cocaine binge since her death.

“Everybody’s worried about you, Gary,” I said. “That’s why
I’m here.”

“Well, I’'m worried about me, too.”

Just then Kenyon appeared in the doorway, leaning on his
cane.

“Got any crystal, Gary?” he asked in his keening voice,
slurring his words and seemingly oblivious of my presence.
“Fuck off, you idiot. Can’t you see the doctor’s here?” “Okay,’
Kenyon replied, soothingly, as if humouring an obstreperous
little child. “I’1l be back.” He hobbled off, the tap-tap of his
wooden cane on cement echoing away down the hall.

bl

“You could lose your foot,” I resumed. “The gangrene is
spreading.”
“I can see that. If you tell me I have to go to hospital, I will.

(13

“I appreciate your confidence in my opinion. I only wish I
could be equally confident in your capacity to fulfill your
intentions, honourable as they are.” The bite in my tone is
deliberate. “You promised the same last week, and since then
the ulcer has doubled in size. Will you go tonight?”

“Ah, not on a Friday night. I’ll be in Emerg until the
morning. Tomorrow.”

“Gary, I hate to even say this, but if by tomorrow at eleven
a.m. you haven’t left for the E.R., I’'m going to declare you
mentally incompetent and commit you on the grounds that
you’re endangering your own health. You want the truth of it?
I don’t think for a minute you’re crazy, but you’re acting crazy.
So I’ll do 1t.”

It’s the same line I’d used on Devon a few months back
when he’d refused treatment for a spinal abscess that could
have left him quadriplegic. I rarely resort to such threats, as I
find them ethically unjustifiable and, for the most part,



valueless in practice. I did hospitalize Devon under duress,
however, and he’s thanked me for that since, many times over.

Next morning Gary did get himself to hospital, only to be
discharged with an ineffective antibiotic. The hotel staff had
not called me in time, and I’d had no opportunity to
communicate with the E.R. physician. Arranging Gary’s
admission and linking him up with the appropriate specialists
had been Sunday’s work. And now, on Tuesday, he’d
absconded from the HIV ward and fled back to the Portland.
He’d passed the point of antibiotic salvage. Toe amputation
was scheduled for Wednesday.

Although it’s my mid-week writing morning, Susan believes
Gary’s situation is too delicate for the doctor who’s filling in
for me. I agree to drop in and, if compelled, to play the pink-
slip card. I hear Susan’s voice soften in relief. Heading
downtown, I’m thrown a curveball by the addicted voice in my
own head. “Sikora’s? Just for a minute?” No, I tell myself,
tempted as | am, that would be impossible to justify. I arrive at
the Portland to find that Gary, mercifully, has returned to
hospital in the nick of time, just before he would have lost his
bed. Good, I think to myself. I'm tired of having to drag
people to healing by the scruff of their neck. With that, I drive
away from the Downtown Eastside, that woeful planet of drug
users and dealers who hustle, grind, cheat and manipulate 24/7
to feed their habits.

[’m on my way to St. Paul’s Hospital, where, in addition to my
Portland work, I provide medical care to psychiatric inpatients.
I take my usual route: exit the Portland parking garage, left out
of the alley onto Abbott, right onto Pender. Two blocks past
Abbott, my pulse quickens as I approach Sikora’s—without
doubt one of the world’s great classical music stores.

Agitating my mind and body are thoughts of a CD of
operatic favourites by the tenor Rolando Villazon. I listened to



selections yesterday when I went to the store to pay off my
latest debt, but resisted the urge to purchase. Today it’s
clamouring for me to return and pick it up. [ must have it and I
must have it now. The desire first arises as a thought and
rapidly transforms itself into a concrete object in my mind,
with a weight and a pull. It generates an irresistible
gravitational field. The tension is relieved only when I
succumb.

An hour later, I leave Sikora’s with the Villazon disc and
several others. Hello, my name 1s Gabor, and [ am a
compulsive classical music shopper.

A word before I continue: I do not equate my music
obsession with the life-threatening habits of my Portland
patients. Far from it. My addiction, though I call it that, wears
dainty white gloves compared to theirs. I’ve also had far more
opportunity to make free choices in my life, and I still do. But
if the differences between my behaviours and the self-
annihilating life patterns of my clients are obvious, the
similarities are illuminating—and humbling. I have come to
see addiction not as a discrete, solid entity—a case of “Either
you got it or you don’t got it”—but as a subtle and extensive
continuum. Its central, defining qualities are active in all
addicts, from the honoured workaholic at the apex of society
to the impoverished and criminalized crack fiend who haunts
Skid Row. Somewhere along that continuum I locate myself.

I’ve been to Sikora’s several times a week in the past two
months—not to mention brief forays to the Magic Flute on 4™
Avenue and lightning visits to Sam the Record Man and HMV
in Toronto during a recent speaking tour, to say nothing of the
closing-out sale at Tower Records in New York. As of now,
mid-February, I’ve blown two thousand dollars on classical
CDs since the New Year. I’ve broken my word to stop
bingeing, pledged with maximal contrition to my wife, Rae,
after my thousand-dollar pre-Christmas and Boxing Day
splurge. Day in, day out I’ve obsessed about what music to get
and spent countless hours poring over write-ups on classical
music websites—time that could have been devoted to family
or to writing this book with its rapidly approaching deadline.
But as soon as the reviewer says something like “no self-



respecting lover of symphonic/choral/piano music should be
without this set,” I’'m done for.

Suddenly I cannot imagine my life without this Dvorak
symphony cycle or that version of Bach’s Mass in B Minor, or
this interpretation, on period instruments, of Haydn’s Paris
Symphonies. I cannot abide another moment without
Rachmaninov’s Preludes, or Le Nozze di Figaro, Bachianas
Brasileiras, a collection of Shostakovich’s chamber music; yet
another fourteen-CD version—my fifth—of Wagner’s Ring
Cycle; new issues of Bach’s solo violin or solo cello pieces.
This very day I must have Locatelli’s L’Arte del Violino,
Rautavaara’s Garden of Spaces, the Diabelli Variations, Pierre
Hantai’s latest rendition of the Goldberg Variations on
harpsichord, Schnittke’s or Henze’s or Mozart’s complete
violin concertos, my third version...I read and write, eat and
even sleep with music in my ears. I cannot walk the dog
without a sonata, a symphony, an aria sounding on the
earphones. My thoughts and feelings and inner conversations
about recorded classical music are what I wake up to in the
morning, and they tuck me in at night.

Beethoven composed thirty-two piano sonatas. I own five
complete recordings of them—having discarded twice as
many, some repurchased and relinquished more than once.
Stored away somewhere in our attic are two sets I will never
listen to again. I have five complete versions of the sixteen
Beethoven string quartets and six collections of the nine
symphonies. At one time or another I’ve owned almost all the
recorded Beethoven symphony cycles issued on CD, including
the three out-of-favour sets also currently hiding in the attic. If
at this very moment [ were to begin to play all the collected
Beethoven works on my shelves—and if I did nothing else—it
would take me weeks to hear it all. And that’s just Beethoven.

Many CDs on my shelves have made only cursory visits to
my stereo’s disc drive, if I’ve listened to them at all. Others
have never had a hearing, languishing as orphans on my
shelves.

Rae is suspicious. “Have you been obsessing and buying?”
she’s asked me a number of times in the past few weeks. I look



directly at my life partner of thirty-nine years and I lie. I tell
myself I don’t want to hurt her. Nonsense. I fear losing her
affection. I don’t want to look bad in her eyes. I’'m afraid of
her anger. That s what I don’t want.

I’ve given hints—almost as if [ wanted to be caught. “You
look stressed,” Rae remarks one evening in early January.
“Yes, it’s all these CDs,” I begin to reply. She eyes me: my
embarrassment is instant and palpable. “I mean, all these CVs
I have to email for my speaking engagements.” A clumsy
recovery. I’m guilty as sin and I must look it. How I manage to
escape 1s beyond me. For a moment, I consider confessing as,
eventually, I always do.

The following week, over morning coffee, I look up from
the newspaper. “Ah,” I remark to Rae, “the Vancouver Opera
is doing Don Giovanni in March.”

“Don Giovanni,” Rae muses. “I don’t know that one. What’s
it about?”

“The Don Juan story. The obsessive womanizer. He’s this
creative, charming and energetic man. A daring adventurer,
but a coward morally, who never finds peace within. His erotic
passion is insatiable: no matter how often it’s consummated, it
leaves him restless and dissatisfied. And his poetic talent and
his drive for mastery only serve his relentless need to possess.
It’s always about the next acquisition—he even keeps a
notebook listing his amorous conquests. He has many, many
opportunities for salvation, but he spurns them all. He
torments others and sacrifices his own mortal soul. He scorns
