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ABOUT THE BOOK

To heal addiction, you have to go back to the start…

Dr Gabor Maté is one of the world’s most revered thinkers on the psychology of addiction. His radical findings – based on decades of work with patients challenged by catastrophic drug addiction and mental illness – are reframing how we view all human development.

In this award-winning modern classic, Gabor Maté takes a holistic and compassionate approach to addiction, whether to alcohol, drugs, sex, money or anything self-destructive. He presents it not as a discrete phenomenon confined to a weak-willed few, but as a continuum that runs through (and even underpins) our society; not as a medical ‘condition’, but rather the result of a complex interplay of personal history, emotional development and brain chemistry.

Distilling cutting-edge research from around the world, In the Realm of Hungry Ghosts avoids glib self-help remedies, instead promoting self-understanding as the first key to healing and wellness. Blending personal stories and science with positive solutions, and written in spellbinding prose, it is a must-read that will change how you see yourself, others and the world.

10th anniversary edition, updated with new chapter on the Opiod crisis


ABOUT THE AUTHOR

Gabor Maté is a retired physician who, after 20 years of family practice and palliative care experience, worked extensively with patients challenged by drug addiction and mental illness.  The bestselling author of four books published in over twenty languages, Dr Maté is an internationally renowned speaker highly sought after for his expertise on addiction, trauma, childhood development, and the relationship of stress and illness.  His book on addiction received the Hubert Evans Prize for literary non-fiction. For his groundbreaking medical work and writing he has been awarded the Order of Canada (his country’s equivalent of the MBE) and the Civic Merit Award from his hometown, Vancouver. His books include In the Realm of Hungry Ghosts: Close Encounters with Addiction; When the Body Says No: The Cost of Hidden Stress; Scattered Minds: The Origins and Healing of Attention Deficit Disorder and (with Gordon Neufeld) Hold on to Your Kids: Why Parents Need to Matter More Than Peers.


PRAISE FOR IN THE REALM OF HUNGRY GHOSTS

“In the Realm of Hungry Ghosts is a survey of scientific evidence on addiction…. Drug-addled, yes—but Maté’s patients are often perceptive, sensitive and struggling to keep whatever dignity society has left them…. That the well-off and the destitute are considered together in this book reminds us that addiction transcends class…. Maté is obviously an effective communicator on medical issues.”

The Gazette

“Excellent…. One of the book’s strengths is Maté’s detailed and compassionate characterization of the afflicted addicts he treats, but this is not just a memoir. Rather, using his own experience as well as the most advanced recent research, he attempts to delineate the closely interrelated psychological, social, and neurological dimensions of addiction…. A calm, unjudging, compassionate attentiveness to what is happening within.”

The Walrus

“Maté presents a well-reasoned critique of the so-called war on drugs and offers suggestions for how we might respond more effectively to chronic addiction.”

The Vancouver Sun

“Powerful…. Maté wades through the vast learning behind the root causes of addiction, applying a clinical and psychological view to the physical manifestation and unearthing some surprising (to the layman anyway) answers for why people do such frightening and destructive things to themselves…. In the Realm of Hungry Ghosts is enormously compelling and Maté, as noted, is admirably, sometimes inexplicably, empathetic to all who cross his path.”

Toronto Star

“Dr. Maté’s latest book [is] a moving, debate-provoking and multi-layered look at how addiction arises, the people afflicted with it and why he supports decriminalization of all drugs, including crystal meth…. [In the Realm of Hungry Ghosts] reads not only as a lively textbook analysis of the physiological and psychological causes of drug addiction, but also as an investigation into his heart and mind.”

The Globe and Mail

“It seems odd to use the word ‘beautiful’ to describe a book that focuses frequently, in graphic, unrelenting detail, on the lives of some of the most hopeless outcasts of our society: the hard-core street addicts with whom Dr. Gabor Maté works. Yet that’s the word that came repeatedly to mind as I read In the Realm of Hungry Ghosts. It’s not only the grace of Maté’s writing, though that’s certainly a great part of it. It’s the sense of compassion that infuses the entire book.”

The Record

Gabor Maté takes us into the lives of the emotionally destitute and drug addicted human beings who are his patients. In this highly readable and penetrating book, he gives us the disturbing truths about the nature of addiction and its roots in people’s early years— truths that are usually concealed by time and protected by shame, secrecy and social taboo.”

Vincent Felitti, M.D., Co-Principal Investigator, Adverse Childhood Experiences Study
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To beloved Rae, my wife and dearest friend, who has lived these pages with me for fifty years through thick and thin, for better or worse, and always for the best.




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.



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




INTRODUCTION

IT’S FEBRUARY 2018—TEN years after the publication of In the Realm of Hungry Ghosts. I step out of an elevator at a San Francisco hotel. From across the lobby a stranger rushes up, arms open. “My son died of an overdose. It was incomprehensible to me. But on reading your book I understood why it happened.”

The tearful embrace of even one grieving father validates the writing of this book, and the work behind it. Over the last decade, people from all walks of life throughout the world have written to describe the book’s impact on themselves or on the lives of loved ones; on their view of addicted humans and what addiction is, how it helped open their hearts to the enormity of the problem. It has inspired songs and poetry in Canada and the U.S., paintings in Spain, theatre productions in Romania and Hungary, and is now used in learning institutes, in addiction counselling programs and in treatment facilities. Especially rewarding, given the growing crisis in addictions, are reports from young students who describe how they have been motivated to become counsellors or pursue medicine and psychiatry to help people such as those depicted and given expression in these pages. A social worker from Los Angeles wrote: “Our cops have floored me—they’ve put hope into my jaded heart. There is one in particular who has taken the harm reduction model in In the Realm of Hungry Ghosts as a guide: when he identifies candidates, he approaches them with respect and creative compassion.” The book has found a place in prisons—counsellors have told me of inmates who wept when they saw their stories reflected in these pages or some of the associated talks I’ve given. “Your book enabled me to pinpoint the causes of my addiction,” a man incarcerated in Idaho wrote. “I can now answer the question family and friends have asked me for decades: ‘Why?’”

The question of “why” has never been more urgent than now.

As I write this introduction, an opioid overdose crisis rages. Every three weeks in the United States as many people die of overdoses as did in the 9/11 World Trade Center attacks. Britain, which has Europe’s highest proportion of heroin addicts, last year saw drug-related fatalities hit a record high: in England and Wales over 3,700 people died, mainly from heroin and related opioids. In Canada, the numbers are similarly distressing. According to the national Public Health Agency of Canada report of March 2018, there were more than four thousand opioid-related fatalities in Canada in 2017, representing a nearly 50 per cent increase over the previous year, “affecting every part of the country … with devastating effects on families and communities.” My home territory of British Columbia sustained 125 overdose deaths in just one month this past January, according to Provincial Health Officer Dr. Bonnie Henry. “It used to be thought,” Dr. Henry told me, “that overdoses just happened to those people there,” meaning the Skid Row areas such as Vancouver’s drug-notorious Downtown Eastside where this book opens and ends, and where much of its action takes place. In 2016, British Columbia declared a public emergency, in part, says Dr. Henry, to shift the conversation from a localized emergency to the broader social problem it is. “This is not those people. This is our people, our brothers and sisters, families; overdose deaths happen in all neighbourhoods, from the richest to the poorest.”

For all the genuine alarm and grief over this carnage, it is too easily comforting for us to believe that these deaths are due only to individual predilections or habits. On social and political levels they represent human sacrifices. People are falling victim to our society’s long-term disinclination to come to terms with the realities and root sources of addiction, especially of substance use. Over the decades, in the face of all evidence, we have refused to demand or embrace policies that would prevent or properly address the ravages of addiction. As David Walker, inaugural chair, Public Health Ontario, has sharply and aptly noted in a letter to the Globe and Mail (March 17, 2018): “In 2003, a new and frightening epidemic struck Canada, mostly in Toronto; forty-four people died from SARS…. The provincial and federal governments reacted powerfully…. Fifteen years later, opioid addiction, another new and frightening epidemic, is striking Canada. One wonders why our collective response is, relatively, so muted. Is it because we value those who are dying less? Is this the ‘caring’ society we are becoming?”

As with many other human problems, there exist what are called proximate causes to this escalating epidemic—causes that immediately contribute to the tragic outcomes. Anyone reading or watching the daily news today is aware that salient amongst the proximate causes is the recent, wide availability of the cheap and potent manufactured opioids fentanyl and carfentanyl. (These drugs, compared with their plant-derived relatives heroin and morphine, have a much narrower margin of safety: that is, the difference between a dose that will get one “high” or out of withdrawal and one that will kill is much smaller. Hence their lethality.)

Dire a threat as they pose, potentially suicidal habits form only the tip of a huge iceberg. Our society, with people increasingly desperate to escape the isolation and dismay of their daily lives, is rife with every manner of addiction, with more arising all the time. “Internet addiction appears to be a common disorder that merits inclusion in DSM-V [The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition],” suggested an editorial in the American Journal of Psychiatry the same year this book appeared—and how much more commonly recognized a disorder it has become since then.

Recently, an article in Psychology Today discussed “internet gaming disorder.” Smart phones are another major new addictive focus. New York psychotherapist Nancy Colier reported that “most people now check their smartphones 150 times per day, or every six minutes. And young adults are now sending an average of 110 texts per day…. Forty-six per cent of smartphone users now say that their devices are something they ‘couldn’t live without’”: a classic sign of addictive dependency.

We should be cautious not to confuse the trees for the forest—the manifestation for the underlying process, the symptom for the cause. There are no new disorders here, only new targets for the universal and age-old addiction process, new forms of escape. The mind and brain processes are the same in all addictions, no matter what form, as is the psycho-spiritual emptiness that resides at the core.

“What the data look like is a society gripped by despair, with a surge of unhealthy behaviors and an epidemic of drugs,” the Nobel Prize–winning economist Paul Krugman wrote in the New York Times. How are we to address the manifestations of despair without understanding the despair itself?

The circumstances that promote despair—and potentially therefore addiction—are, with each decade, more and more entrenched in the industrialized world, from the East to the West: more isolation and loneliness, less communal contact, more stress, more economic insecurity, more inequality, more fear and, ultimately, more pressure on and less support for young parents. There is more and more disconnect in face of the pseudo-connectivity of our technological age. As the magazine Adbusters wryly noted in a recent issue, “You have 2,672 friends and an average of thirty likes per post and no one to have dinner with on a Saturday.”

It is striking that here in the Downtown Eastside, where, at some facilities drugs can be tested before users inject them, many still choose to inject even knowing their substances contain potentially deadly components. To understand why, we must look for the ultimate causes, the ones impelling people to substance use—and to addictions of all sorts—in the first place.

“We need to talk about what drives people to take drugs,” the famed trauma researcher Dr. Bessel van der Kolk has said. “People who feel good about themselves don’t do things that endanger their bodies…. Traumatized people feel agitated, restless, tight in the chest. You hate the way you feel. You take drugs in order to stabilize your body.” That is the desperation—the need to regulate one’s body and mind, to escape unbearable distress or unrest. As shown in the pages of this book, it activates all addictions, substance-related or not.

“I’m not going to ask you what you were addicted to,” I often say to people. “Nor when, nor for how long. Only, whatever your addictive focus; what did it offer you? What did you like about it? What, in the short term, did it give you that you craved or liked so much?” And universally, the answers are: “It helped me escape emotional pain; helped me deal with stress; gave me peace of mind, a sense of connection with others, a sense of control.”

Such responses illuminate that addiction is neither a choice nor primarily a disease. It originates in a human being’s desperate attempt to solve a problem: the problem of emotional pain, of overwhelming stress, of lost connection, of loss of control, of a deep discomfort with the self. In short, it is a forlorn attempt to solve the problem of human pain. All drugs—and all behaviours of addiction, substance-dependent or not, whether to gambling, sex, the internet or cocaine—either soothe pain directly or distract from it. Hence my mantra: The first question is not “Why the addiction?” but “Why the pain?”

“Even the most harmful addictions serve a vital adaptive function for dislocated individuals,” writes my friend and colleague Dr. Bruce Alexander in his seminal work The Globalization of Addiction: A Study in the Poverty of the Spirit. “Only chronically and severely dislocated people are vulnerable to addiction.” By dislocation he means “an enduring lack of psychosocial integration.” Dr. Alexander calls that inner and social disconnect dislocation; I call it trauma.

“Drug problems need to be seen and addressed within their wider social and economic context; entrenched drug problems appear to be significantly linked to inequality and social exclusion,” urged the U.K. Drug Policy Commission in 2012. In Britain, not surprisingly, the addiction epidemic is most prevalent in places like Hull where the demise of the fishing industry has helped engender one of the highest rates of unemployment in the U.K. The New York Times recently reported from Hull: “The new kick came from fentanyl, an opiate painkiller fifty to one hundred times more powerful than morphine that was mixed in with the heroin. The drug has killed thousands of Americans, including the rock stars Prince and Tom Petty, but the lethal risk it poses has barely deterred addicts in Kingston Upon Hull, known familiarly as Hull. In fact, many of them cannot get enough of it. ‘It makes all the pain go away,’ said Chris, thirty-two, a homeless resident of Hull who has been addicted to heroin for more than eight years.”

“It can be soul destroying to see that every day we are losing people to what could have been preventable deaths,” Dr. Henry acknowledges. “Balancing that, we have made a lot of progress in raising awareness. The public discourse we have seen has changed dramatically.” From my travels across North America and internationally I know that to be the case. I trust this book will continue to contribute to that change. But despite encouraging signs and health policy initiatives locally and federally in Canada and internationally, we still have a long way to go to if we wish to approximate anything resembling a sane, evidence-based, compassionate and scientific approach to addiction treatment and prevention. The overdose crisis places us at a precipice. The current situation being untenable, we can move to a place of possibility or allow ourselves to slide over the edge into greater dysfunction, deeper tragic futility.

In Canada, as a welcome sign of impending good sense, it has been reported that two of the leading parties, the Liberals and the New Democratic Party, are considering decriminalizing the possession of now-illicit drugs for personal use. This has been done with great success in Portugal, the one country in the world where it is no longer illegal to possess a small amount of, say, heroin or cocaine for personal use. Instead of jails, people are encouraged to enter rehabilitation programs. Instead of being socially ostracized, they are offered help.

Portugal has seen a reduction in drug habits, less criminality, and more people in treatment. They have halved their rate of injection drug use. There has been no downside. Norway is pondering the same policy. “How I frame it is the decriminalization of people who use drugs, not the decriminalization of the drugs,” says Dr. Henry. Can we imagine the progress we could achieve if a great proportion of the resources now poured into the toxic sinkholes of enforcement and incarceration were dedicated to prevention, harm reduction and treatment? That is the possibility.

The peril is that we may turn in the other direction, to more enmity, disdain, and hostility. The world’s richest and most influential country, where addiction rates are already the highest despite—and in large part because of—draconian policies, threatens to move toward more ostracism, more violent repression. In March 2018, the president of the United States publicly approved of death sentences for drug dealers. “Some countries have a very, very tough penalty—the ultimate penalty,” Donald Trump said. “And, by the way, they have much less of a drug problem than we do.” As USA Today  reported, “Last May, Trump congratulated Filipino President Rodrigo Duterte for a ‘great job’ in his crackdown on drugs. Duterte has boasted about personally shooting and killing at least three crime suspects. Human rights groups and the United Nations have condemned Duterte’s vigilante-style campaign that has left thousands of suspected drug dealers and users dead.” America’s current top law-enforcement official, Attorney General Jeff Sessions, has also called for stricter enforcement and harsher punishment, believing, in the face of all evidence, that crime inevitably follows drug use. What crime inevitably does follow is not drug use as such, but criminalization, as the writer Johann Hari brilliantly shows in Chasing the Scream: The First and Last Days of the War on Drugs. In the words of the Colombian journalist Alonso Salazar, the Americanled war has “created criminality and destruction of life and nature that is beyond any precedent.”

In this book I argue that there is no “war on drugs.” One cannot make war on inanimate objects, only on human beings. And the people the war is mostly waged upon are those who have been the most neglected and oppressed in childhood, for, according to all the science, all the epidemiological data, all the experience, they are the most likely to succumb to substance addiction later in life. In our civilized times we are punishing and tormenting people for having suffered trauma.

Inevitably, addictions are most prevalent and most deadly among populations who, historically, have suffered the most enduring trauma and dislocation. Just weeks prior to this present writing, in early March 2018, I was invited to return to the Blood Tribe Reserve, a Blackfoot community near Lethbridge, Alberta, to speak at a conference on youth. In the words of their physician, Dr. Esther Tailfeathers, the community had experienced “a perfect storm” two weeks earlier, on February 23. Welfare payments meant there was money around. Drug dealers descended on the reserve—drug dealers in this case being largely young people themselves, hopelessly mired in poverty in a place where unemployment is nearly 80 per cent and where the housing situation is so dire that sometimes three families—up to twenty people—share a house with one bathroom and six or seven people per bedroom. The dealers traffic to support their own drug habits. There was a blizzard in the evening, so emergency personnel had trouble maneuvering on the roads. That night brought nineteen overdoses and one stabbing death. Among those who overdosed, only two died; a tragedy the community could rightfully if unhappily consider a triumph. They had instituted harm reduction measures such as making Naloxone, an injection to reverse opiate overdoses, readily available to people.

The conference had been called because so many Blackfoot youth have been falling victim to addiction or exhibited other manifestations of trauma. Suicides, self-cutting, violence, anxiety and depression occur at a high rate in Canada’s First Nations communities, as they do on American Indian reservations and in Australian aboriginal communities. The ordinary citizen simply has no idea, cannot even begin to imagine, what misfortunes, tragedies and other kinds of adversity many Native young people experience by the time they reach adolescence—how many deaths of loved ones they witness, what abuse they endure, what despair they feel, what self-loathing plagues them, what barriers to a life of freedom and meaning they face.

In all countries with a colonial legacy, the questions we must ask are straightforward. How do societies move to heal the multigenerational trauma that drives the misery of many Native communities? What can be done to undo the dynamics our past has dictated? Some may balk at such inquiry, fearing the discomfort that comes with guilt. In truth, this is not a matter of communal guilt, but of communal responsibility. It is not about the past. It is about the present. And it is about all of us: when some among us suffer, ultimately we all do.

“Your book humanizes the addict,” many readers have told me. That acknowledgement reflects a fundamental and common misperception. Addicts are human. What keeps many of us from seeing that? It is only the habit of our egocentric mind that divides the world into “us and them.” More precisely, it is our inability—or refusal—to see the us in “them” and the them in what we take to be “us.”

Such failure of imagination is seen in every realm, from personal relationships to international politics. Simply put, it reflects that clinging to identity which is our way of belonging to a group. And if we identify with a group of any dimension narrower than all humanity, there must then be others who, by definition, do not belong and to whom, we may believe at least unconsciously, we are superior. That superiority makes us feel entitled to judge, and to remain indifferent.

Preventing and healing trauma is a universal issue, not restricted to any one class or any particular ethnic or racial grouping. In fact, as I get to know more about Native ways I am often struck by the thought that we hurt ourselves when we dismiss cultures whose core teachings and values, if appreciated by modern society, could help heal our world.

Though still controversial when this book was being written a decade ago, the concept and practice of harm reduction is now broadly accepted across Canada, even if still not broadly enough. Insite, then North America’s only supervised narcotic injection site, is now the model for many such facilities, where clients can bring their illicit substances without fear of arrest or harassment; where they are given clean needles and sterile water to inject with; and where, if they overdose, they are resuscitated by trained personnel. Multiple studies have demonstrated the efficacy of harm reduction in preventing illness, reducing health care costs, and saving lives. In the last two years of writing Hungry Ghosts, I was the physician at the detox centre associated with Insite. Then-Prime Minster Stephen Harper and his government were determined to shut the place down but were prevented from doing so by a unanimous decision of the Supreme Court. The justices deemed Insite an essential medical service.

Harm reduction has made significant inroads in the U.S. as well. San Francisco will soon be the first American city officially to open a supervised injection site; unofficially such facilities already operate. The idea, as Dr. Henry, British Columbia’s provincial health officer, says, “is to keep people alive until we can actually build a system that can help people with substance use and addiction and mental health [matters]. As your book points out, we don’t have a system that can prevent people from becoming addicted, nor one that can meet them where they are in their journey and can support them through the different phases of recovery, or to try to have a life when they have a mental health issue, or addiction, or both.”

But not all the harm-reduction facilities in the world will suffice to stem the tide of addiction so long as our system fails to recognize the source of the problem in trauma and social dislocation, and so long as treatment facilities focus mostly on trying to change the behaviours of addicted human beings instead of healing the pain that drives those behaviours.

Forty years ago, I graduated from medical school at the University of British Columbia without in four years having heard a single mention of psychological trauma and its impacts on human health and development. A few decades later my colleague Dr. Henry studied medicine at Dalhousie University on the other coast of Canada, and then in San Diego and Toronto. She, too, heard not a word about trauma in all her years of study. Shocking as it may seem, nor do most medical students even today, anywhere, despite all the evidence linking trauma to mental and physical illness and addiction. How are physicians to help people when they are given no education to understand the source of the problems their patients present with? How is the system to cope with an epidemic it misperceives?

When it comes to understanding addiction, the dilemma of not seeing is deep. Our defences will not allow us to be aware of our own pain and the dysfunctions in which we seek escape from it. That failure of self-recognition sets up an invisible boundary between society and socially-ostracized addicts, and all too often between health care professionals and their clients.

It is for this reason, I believe, that for some readers the most difficult chapter in Hungry Ghosts is the one in which I describe my own addiction to compulsive shopping and to work—just two of the many forms addiction can take. While many find this section illuminating, a few have reacted adversely to it. Someone posted on my website: “The book … was good till [the author] started talking about spending thousands of dollars on music? … Totally lost credibility with me.” Or, as one reviewer expressed it: “A passing mention of these foibles would have sufficed…. Maté is too self-aware a practitioner to place his compulsions on par with those of the addicts he treats. But he does place them at a distant point on the same continuum, and this, I think, is a disservice to the people whose addictions really do threaten their well-being.”

While at first sight some might find it strange to liken “mild” addictions to lethal drug habits, it has become more widely recognized through the last decade that addiction can take on many guises, from substances to seemingly “respectable” compulsions that all take a toll on human health and happiness. There are no good addictions; none are mere “foibles.” All addictions cause harm; any habit that does not cause harm is, by definition, not an addiction. My particular addiction to the compulsive acquisition of classical music—shopping for the music, not the love of music itself—led me to waste time and money, lie to my wife, ignore my children, and sabotage my responsibilities to my patients. And what did I get from that? The same dopamine-driven hit of excitement, thrill and motivation the gambler or sex addict or cocaine-dependent self-soother also craves. This temporary alteration of brain chemicals and mind states characterizes addiction of all kinds, from drugs to eating to self-cutting: these are the attempts at regulating body and mind Dr. van der Kolk refers to. (Tellingly, when my crack- or meth-or heroin-dependent patients heard about my helplessness in the face of my shopping habit, they would shake their heads and laugh, “Hey Doc, I get it, you’re just like the rest of us.” The truth is, we are all “just like the rest of us.”)

There is only one universal addiction process. Its manifestations are multiple, from the gentler to the life-threatening, but in all addictions it utilizes the same brain circuits of pain relief, reward and motivation; it imposes the same psychological dynamics of shame and denial, the same behaviours of subterfuge and dishonesty. In all cases, it exacts the price of inner peace, harm to relationships, and diminished self-worth. In the case of substance addicts, whether in thrall to nicotine or alcohol or illicit drugs, it also jeopardizes physical health. Only from a broader understanding of addiction and from an appreciation of its sources, not in genes or choices but in human suffering, arise treatment approaches that could truly heal.

“We have a very fragmented mental health system,” Dr. Henry says, a view I endorse as unfortunately all too true. “[If] mental health is the poor sister of the health system, then addiction is probably the second cousin who lives in the slums.”

Required for treatment is a multilevel approach that accepts people as they are. For those not ready for abstinence: harm reduction. For others: Twelve-Step programs, but without legal or moral coercion of the participant. As Michael Pond points out in his fine book, Wasted: An Alcoholic Therapist’s Fight for Recovery in a Flawed Treatment System, “Contempt toward substance users permeates our culture.” Pond experienced such contempt even in Alcoholics Anonymous, a reason, he believes, why the Twelve-Step approach never worked for him despite the companionship, selfless support and loving kindness that individuals in the organization gave him. AA was never intended as a treatment but as a way of life for people seeking liberation from dependence. No one should be forced into it, or into any other modality of recovery.

If Twelve-Step programs do not help everyone—for all their value, they help only a minority—what does? There is no “one size fits all” answer to the challenge of addiction. For many opiate addicts, substitute treatment with drugs like Suboxone are life-saving (in British Columbia, physicians have been granted wide latitude to prescribe Suboxone, which carries very little risk). Medications can be beneficial to some addicted people, various types of counselling for others, but no single approach guarantees success. Each addicted person needs to be met at exactly the place where they find themselves at that moment.

Most physicians receive little, if any, training on the subject of addiction, despite the devastating toll addiction takes on physical and mental health, longevity, productivity and family life. The few so trained are educated with a very limited biological perspective. If I were asked to design a comprehensive substance addiction treatment system today—and for the more devastating “process addictions” such as, say, gambling or compulsive sex pursuits—it would include the following features:


	Physicians, counsellors, psychologists, educators, lawyers, judges and all law enforcement officers are trained in trauma-informed approaches.

	Naloxone and other harm-reduction measures become widely available. Harm-reduction facilities are established in all sizeable communities. Substitution opiate treatment is offered readily to anyone who qualifies for it.

	Detox facilities with low-threshold and rapid access are opened in many communities.

	Graded facilities where people can move from detox to trauma healing, in-depth counselling and skills-training in personal and social relationships are built.

	People are taught self-care, including healthy nutrition and body-work modalities such as yoga or martial arts, along with mindfulness practices such as meditation.

	The false separation between mental health issues, on the one hand, and addictions, on the other—practiced in many institutions and treatment facilities—must be ended. They are inseparable: often the latter are self-medications for the former. Both originating in trauma, they must be addressed simultaneously and together.

	Since the addicted brain is impaired from childhood onward and since drugs in particular further damage the brain, rehabilitation needs to be seen as a long-term endeavor, patiently pursued and compassionately conducted.

	Instead of the identified addict being seen as the problem, extended families are encouraged to recognize addiction as an issue of transgenerational trauma and, therefore, as an opportunity to heal many, not just the one.

	On the prevention side, young families at risk are identified and supported emotionally and, if need be, financially. As I point out in Appendix III of this book, prevention needs to begin at the first prenatal visit.

	Teachers and school personnel are educated to recognize the signs of early trauma in children, and schools provide remedial interventions and programs to children and adolescents at risk. All personnel dealing with young children are trained to understand human developmental and psychological needs.

	Social programs are instituted that meet young people’s requirements for connection, adult guidance and meaningful activity.



We would have much to gain from respecting the resilience and age-old teachings of those who have suffered the most from trauma, dislocation, addiction: the Aboriginal people among us. Their values always emphasized communality rather than heedless individualism, restoration of the wrong-doer to the community rather than retribution, inclusion rather than separation, and, most importantly, a view of human beings that balances our physical with our mental, emotional and spiritual needs. The more I assimilate the latest scientific research on human development, the brain, health and the interconnections between the individual and the social milieu, the greater respect I have for the traditional practices of those we have colonized and whose culture we did our best to destroy. They had no addictions prior to colonization.

Since the publication of Hungry Ghosts ten years ago, I have also learned about the healing of addictions through traditional shamanistic plants and practices originating in South America and Africa, such as ayahuasca and iboga. My work with the former was the subject of a nationally-aired documentary program on the CBC’s Nature of Things. Much has been written about such modalities recently and I will have more to say about the subject in my next book, now in progress, The Myth of Normal: Being Healthy in an Insane Culture. They are not panaceas, but we are foolish to ignore them. As I wrote in a brief piece for the Globe and Mail : “A holistic understanding informs many aboriginal wisdom teachings. Like all plant-based indigenous practices around the world, the use of ayahuasca arises from a tradition where mind and body are seen as inseparable…. I have witnessed people overcome addiction to substances, sexual compulsion and other self-harming behaviours…. In its proper ceremonial setting … ayahuasca may achieve in a few sittings what many years of psychotherapy can only aspire to do.”

As I mentioned at the beginning, my encounters with bereaved parents—and there have been many—are always the most moving for me personally. Since addictions, whether to drugs or behaviours like gambling, sexual compulsion, eating—to anything, really—are rooted in pain engendered in so many cases by childhood suffering, it is perhaps unexpected that many parents who have lost adult children to addiction have expressed recognition and understanding, rather than being hurt or angry or perceiving themselves blamed. Hungry Ghosts is intended not to blame anyone but to embrace tormented humanity, to show that addiction is one of the commonest and most human manifestations of torment. There is no accusation, only the fundamental reality that suffering is multigenerational, that we pass it on unwittingly until we understand it and break the links in the chain of transmission within each family, community, society. Parent-blaming is emotionally unkind and scientifically incorrect. All parents do their best; only our best is limited by our own unresolved or unconscious trauma. That is what we unwittingly bequeath to our children, as I did myself. The good news in this book, as in many other sources, is that trauma and family disconnection can be healed. Given the right conditions, we now know, the brain can heal itself.

I trust In the Realm of Hungry Ghosts will continue to reach many people to communicate its healing message, grounded in truths emotional, psychological, social and scientific. Truth, as we know, brings freedom even as it may evoke pain.

Addictions arise from thwarted love, from our thwarted ability to love children the way they need to be loved, from our thwarted ability to love ourselves and one another in the ways we all need. Opening our hearts is the path to healing addiction—opening our compassion for the pain within ourselves, and the pain all around us.

Gabor Maté

Vancouver

April, 2018

PS: In the Downtown Eastside, tragedies and wonders continue. “Serena,” whose story is featured in Chapter 4, died of an HIV-induced brain abscess, shortly after the publication of Hungry Ghosts. “Celia,” pregnant in Chapter 5, has miraculously reunited with a daughter she gave up for adoption three decades ago. It will surprise no one that the daughter—who originally read the book without recognizing that her mom was depicted in it—herself struggles with addiction. She lives in Ottawa and is regularly in touch with me as she takes steps toward recovery. I hope to see her avoid the fate of her mother.
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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 is, 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.
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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

AS I 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, I 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 I 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 is 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.”fn1

—

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. I 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 I 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 self-lessly 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 his 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.”1 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 is 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 lighthearted 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
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