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CLINTON BAILEY, 53
BART system service worker,  

Powell Street station

Back in the day 10 years ago, you didn’t have this. 
Like, a needle? We’d all be shocked. “Look at what 
we found, look at what we found!” But now it’s like, 

“Eh—add it to the pile.” It’s crazy. We have a worker 
downstairs in the station at Civic Center, which is 
one of the worst spots for needles, and she’ll fill up 
a sharps container a day of needles.

You watch ’em shoot up. You watch the dealers 
sit down and sell them the dope right in the station, 
and watch them shoot up. All day. We have to call 
911. We see ’em overdose, we see ’em throwing up, 
people passing out all the time. That’s why front-
line workers don’t get the credit, but they’re there 
doing everything.

We have people that sit there and they’re high—and 
I don’t know what the hell on—and they jump up all 
in your face. And here you are, a worker, and you’re 
scared to death. As you notice, most of these stations 
are three-block stations. So there’s times as a worker 
you’re by yourself way out there. Civic Center, the 
end of the platform, is where they love to shoot up at. 
We go down there every 20 to 30 minutes to check 
it, and that’s when you get cursed out, threatened.

This one guy I witnessed had the needle in his arm, 
pants down, he was dead as a doorknob. They almost 
had to break him to straighten him out to get him in 
the bag. Needle just hanging out of the arm. You start 
just to feel sorry for folks. As you work and you start 
talking to folks and you get to know ’em, you come to 
find out that hey, some of these people—you could 
be in their shoes if you were to lose your job or have 
no family to fall back on.

January, I think it was, I went through with [BART 
police] because I work this station. There were two 
guys tapping, shooting up, one guy had already tied 
him up, tapped him off, and then BART police, we 
walk up and we were standing right here. The cat just 
looked up at us and continued to shoot his buddy up. 
The BART police said, “What are you doing? You see 
me right here, what are you doing?” He said, “What 
are you going to do? You’re going to put us out any-
way, at least let us get high before we go.” That’s how 
it simply was for him.

C I T Y IN P A I N

Po l i c e  o f f i c e r s,  s u r g e o n s,  f i r e f i g h t e r s,  B A RT  c l e a n u p  wo r k e r s,  a n d  o t h e r s  t a l k  a b o u t  t h e  
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TERRY MORRIS, 48

Director, 6th Street Harm Reduction Center,  

San Francisco AIDS Foundation

San Francisco has a fairly ginormous number of overdoses and reversals. 
On my commute home, I found someone OD’ed on the stairs at Civic 
Center BART. I had given my Narcan to someone I thought needed it 
more than me, [though] I always carry it in my bag. I started giving res-
cue breathing and yelled, “I need Narcan! I need Narcan!” Six people who 
were homeless and used drugs came and helped me, and then a business 
guy called 911. We laid the guy out, he was on a stairwell and we put him 
on a flatter part of the stairway in the BART station. I gave him rescue 
breathing for about five minutes, and the guy that came to assist me 
administered two doses of Narcan. We saved the guy’s life. 

DR. CHRISTOPHER COLWELL, 52
Chief of emergency medicine, Zuckerberg San Francisco General Hospital

In college, I had a sense of what I thought of as an IV drug user. But 
now I’ve seen everybody from the down-and-out that I’d always 
assumed was an IV drug user to the highest-functioning people in 
business, medicine, law—whatever you consider high-functioning 
society. They’ve all come to the hospital, and they’ve all succumbed 
to injection drug use.

It’s so hard because we see overdoses literally every day. During my 
shift on Monday, we had two people die from having an overdose. One 
was a 28-year-old from overdosing on heroin. We couldn’t get there 
to give him the Narcan in time. At the same time, we had three that 
we did give the Narcan to on time, and we brought them in for eval-
uation, and they’re sitting there going, “When can I leave?” And we 
keep saying, “You took an overdose that would have killed you had no 
one gotten you the Narcan in time. You really need to understand the 
seriousness of this.” And none of the three gave it any real credence.

It’s very frustrating. Especially the realization that, somehow, our 
message is not getting through and that the message of the impact of 

the drug is more powerful. And I’ve had them tell me that. I’ve had patients tell 
me, “Look, doc. I get what you’re saying, I know what you’re saying, and I agree 
with it. But the feeling is too intense. My life focus is on getting back to that 
feeling again.” And the hardest part of all of this is when they’ll tell you, “That 
may have been death, but it was fantastic.” The difference between the ultimate 
euphoria and death is very narrow. 

MEAGHAN McMILTON, early 30s
SFPD officer; did Homeless Outreach for six months

We start every day—and it’s how we spend the rest of our day—with injection drug 
users. The women always stick out the most. I have a really close family member 
who’s an addict who is a woman. For me it feels personal. Any of these women 
could be her. Most cops are pretty good about compartmentalizing. Because oth-
erwise I think it would be impossible to not be sad all the time.
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You are essentially watching people slowly drown. We can’t just kidnap people and make 
them get help. You have to remember that addiction is not a choice. Maybe not seeking 
help is a choice, but who gets addicted and who doesn’t is not a choice. I think the way to 
stay not judgmental is to remember that these are people’s kids. They mean something 
to people, even if they don’t feel like they mean anything to themselves anymore. I don’t 
think that I ever feel judgmental about the decisions they made that led them to that point 
because I’m sure that the vast majority are dealing with all sorts of trauma and ghosts. 

I’ve had one really good successful story. She’s my age. I met her five or six years ago 
when she was just starting her decline. My regular partner and I would see her all the 
time. We were on a first-name basis. And I’d say over the course of three years, she looked 
like she had aged 20. The only way that we felt like we could help her was to arrest her, 
because she wouldn’t do anything willingly—that was back when possession was a felony, 
so then they’re getting booked and they have the opportunity to detox. But then I didn’t 
see her for like two years, and I thought she had died. And then my old work partner ran 
into her on Market Street. She looked great, she was pregnant, she was clean for a year 
and a half, and she had a job at a coffee shop. She was really happy to see my partner. It 
was a lot of oh-my-Gods. My partner sent me a selfie of the two of them. I was working 
midnights at the time, maybe five or six months ago, and I woke up to that picture and it 
made me so happy because maybe two days earlier I’d checked her mug shots to see if she 
had been booked recently. And she had no booking photos for two years, and I was wor-
ried. I just assumed the worst, I thought maybe she had died out here. And then I woke 
up to that happy smiling selfie. It made me very happy.

BRYAN JACKSON, 61
Community program manager, Opiate Treatment Outpatient Program,  

Zuckerberg San Francisco General Hospital; Bayview Mobile Methadone Program

A lot of people in the Bayview need treatment. If you go over to the plaza there, you’ll see 
people using drugs. We have space for 120 people, and we’ve only got about 80. I’ve been 
putting out flyers, letting people know we’re available. But I think a lot of people out there 
are saying, “Why should I go get on methadone when I have heroin?” Sometimes it’s eas-
ier to get the heroin than it is the methadone. There’s no shortage of heroin out there. And 
some don’t come in because of the stigma of using methadone. They think, “Why should I 
get on methadone? That’s just as addictive as heroin.” If a person who’s getting high every 
day has got a place to live, and it’s a comfortable place, what reason is he going to have to 
want to stop? They’ll just continue to use. I try to get them to understand that change 

is a part of their recovery. They might have 
to change their friends. They might have 
to change their environment. I try to take 
them through the stages.

There’s a young woman I started working 
with in 2012. She’s been with us on and off 
for those six years. When she first came in, 
she had been prostituting herself, she had 
gotten arrested, and she wound up going 
to jail. The jail brought her in and we put 
her on methadone. She did the whole pro-
gram, got clean, and even went to a residen-
tial treatment program for a while. But she 
still hasn’t stopped using drugs and now she’s 
back with us. This time she called us and 
said she wanted to get back on the program. 
I keep asking myself, what makes you want to 
keep going out there? Doing the same thing 
over and over and over again, when you know 
what’s gonna happen? You’re gonna go back 
to jail, wind up in the hospital, and you’ve 
got two children that your mother and father 
have adopted. We’re just trying to see if she’s 
gonna get any better this time. And hope-
fully she will.

PAULI GRAY, 50S

Senior harm reduction specialist, San Francisco AIDS Foundation; 

San Francisco Hepatitis C Task Force

I do a lot of hep C work. We’re trying to get treatment for hep 
C at needle exchange sites. It used to be you had to be clean 
and sober for three to six months before you could get treat-
ment. Now we know the people infecting other people are 
active users, so we have to treat them. 

I had hep C for 32 years. It’s a devastating disease. It’s 
crippling fatigue and depression. People are like, “I’ve been 
exhausted before,” but it’s different, it’s crippling. I didn’t have 
enough energy to go to work or go to school or have a career 
or follow my bliss and play music again. Drugs will steal your 
bliss. But I can tell you one thing: If you were out there home-
less on the street, you would want to be high too. I’d like to see 
you try it. It’s brutally hard out there, but I’ve seen astonish-
ing acts of kindness too. 

My dog is my best harm reduction worker. I put a hep C 
shirt on him and people come up to pet him and ask me about 
hep C. He got me two of my first three clients that I got cured 
when we started this new program.

DR. CORINNA GAMEZ, 51
Medical director, Office-Based Buprenorphine Induction Clinic, UCSF

My goal is to make patients feel more comfortable from opiate 
withdrawal. When they’re uncomfortable, they want to use, 
and that’s a big trigger for relapse. And I don’t want that to 
happen. We tell them to come in here slightly sick and uncom-
fortable—I know that’s really hard for the patients, but we 
have to instruct them that way so that when we give them 
the buprenorphine, all the buprenorphine does is help them 
with the withdrawal symptoms.

When they’re bouncing around, really agitated, irritable, 
throwing up, and really uncomfortable  CONTINUED ON PAGE 112
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C I T Y IN P A I N

How to Get a 
City Off Drugs

The ABCs of f ighting  
San Francisco’s injection  

drug crisis.

WHAT DRUGS ARE INVOLVED? 
There are two main types: stimulants and opioids. Stim-
ulants include methamphetamine (speed) and cocaine. 
Opioids include heroin and morphine, as well as hydro-
codone, oxycodone, and the like. Because of the ways 
they affect users’ brains, both types are highly addictive.

HOW DO YOU TREAT PEOPLE WHO ARE ADDICTED 
TO THESE DRUGS?
For decades, only one chemical treatment was available 
for opioid addiction: methadone. Methadone is highly 
effective, but it has certain drawbacks. It is itself a power-
ful opioid: Between 2010 and 2012, 45.9 percent of the 331 
opioid overdose deaths in San Francisco were caused 
by methadone, although most if not all of these fatali-
ties occurred as the result of improper use. It can only be 
administered by a federally regulated narcotic treatment 
program, which requires patients to come into a metha-
done clinic every day (until they have demonstrated that 
they can be given take-home doses), pass regular urine 
tests, and attend counseling sessions. The demanding 
nature of the regimen and the drug’s potent effect make it 
less suitable for some patients.

Around 2000, an alternative to 
methadone was approved. The 
new drug, called buprenorphine, 
revolutionized the field of addic-
tion medicine. Buprenorphine (also 
known by the brand name Subox-
one) is not as potent an opioid as 
methadone, does not require daily 
visits to a clinic (though it is taken 
daily), and is less intensely regu-
lated. From the user’s perspective, 
the main drawback of “bupe” is that 
you have to be almost fully with-
drawn from heroin before you can 
start taking it, making the induction 
process agonizing for some. But it 
leaves users feeling less drugged, is 
easier to take, and is as effective as 
methadone at blocking the craving 
to use heroin.

No effective medication exists to 
treat stimulant use disorders. 

WHERE DO DRUG USERS GO TO 
GET TREATMENT?
San Francisco has an extensive 
network of organizations that offer 
treatment, ranging from city-run 
programs to nonprofits to for-profit 
companies. The city’s goal is to pro-
vide same-day or next-day treatment 
with methadone or buprenorphine. 
The city’s respected methadone pro-
gram, the Opiate Treatment Outpa-
tient Program, administered by UCSF 
at Zuckerberg S.F. General Hospital, 
serves 300 patients and also oper-
ates a methadone van that serves 
the Bayview. Another joint city-UCSF 

A SHOT OF MERCY
The mira cle of naloxone, an injectable 

d r u g  t h a t  h a s  s ave d  t h o u s a n d s.

program, the Office-Based Buprenor-
phine Induction Clinic, helps patients 
get started on buprenorphine. 
Nonprofits like HealthRight 360 offer 
substance use disorder programs. 
There are several private companies 
that offer methadone or buprenor-
phine treatment, including BAART, 
Westside, and Fort Help. In addition, 
there are numerous residential treat-
ment programs, such as Ferguson, 
Baker Places, and Delancey Street. 
Finally, needle exchanges such as the 
6th Street Harm Reduction Center, 
the San Francisco Drug Users Union, 
and Glide provide clean needles and 
referrals for treatment. For stimulant 
users, city-run programs like the 
Stimulant Treatment Outpatient Pro-
gram at Zuckerberg S.F. General offer 
counseling and support.

Finally, the city has a program 
designed to help the highest-risk, 
most vulnerable injection drug 
users, almost all of whom are home-
less. Dr. Barry Zevin and his team 
at the Tom Waddell Urban Health 
Clinic in the Civic Center, working 
closely with the city’s Homeless 
Outreach Team, go out on the 
streets regularly, bringing medical 
care and treatment to people who 
otherwise might not get help.

WHO PAYS FOR ALL THIS? 
Even indigent patients can receive 
free medical care and treatment—
and the city isn’t on the hook for 
nearly as much money for these 

programs as it used to be. Medicaid 
expansion under the Affordable 
Care Act made substance use treat-
ment an “essential benefit” and 
guaranteed federal funding for 
treatment in state-run low-income 
programs like MediCal. Before the 
Obamacare expansion, the city had 
to fund most substance treatment 
programs out of its General Fund. 
Last year, of the $70 million spent 
on substance use by the S.F. Depart-
ment of Public Health, less than half 
came from the city.

WHAT ARE THE SNAFUS?
A bureaucratic Catch-22 can dis-
incentivize providers from giving 
treatment and patients from seeking 
it. To receive coverage, a MediCal 
patient must choose a provider 
to be his or her medical “home.” 
Patients who choose a provider that 
doesn’t offer, say, buprenorphine 
and subsequently want or need to 
get on a buprenorphine program 
will have to go to a different pro-
vider. But unless they make that new 
provider their medical home, their 
treatment will not be covered by 
MediCal—meaning the new pro-
vider will have to pay. Some provid-
ers will not accept patients under 
these terms, and some patients do 
not wish to leave their home pro-
vider, which means they can’t get 
necessary treatment. Providers are 
trying to resolve this problem. 
—Gary Kamiya and Ahalya Srikant

NALOXONE, which reverses opioid 
overdoses, has pulled thousands of 
San Franciscans back from the brink 

of death. Also known by the brand names 
Narcan and Evzio, the drug has been used 
by first responders for half a century. But 
beginning in 2003, San Francisco became 
the first city in the country to distribute it 
widely, in partnership with the Drug Over-
dose Prevention Education project. 

In 2010, the drug was used a reported 62 
times by civilians trying to reverse over-
doses. By 2016, the number of self-reported 
reversals had soared to 877. “It really is the 
most incredible drug on the planet,” says 
Hannah Cohen, syringe access coordina-
tor at Glide. 

Naloxone reverses overdoses by tem-
porarily knocking opioids like heroin and 
fentanyl off the brain’s opioid receptors, 
allowing users’ respiratory systems to 
kick back in. The drug has no negative side 
effects—although it can send people into a 
rapid and uncomfortable withdrawal and 

immediately kills a heroin high—and no 
effect on people without opioids in their 
systems.

Starting in 2010, the city began allow-
ing trained harm reduction workers to 
hand over blank-check prescriptions for 
naloxone to anyone, including people who 
use drugs, who can now obtain it through 
syringe exchanges and other programs, 
often for free. 

Naloxone can be injected directly into a 
person’s upper thigh or glute. Although it’s 
the most effective way to prevent an over-
dose, it’s possible to save a life without it. 
Cohen emphasizes the importance of per-
forming rescue breathing on all overdose 
victims: laying the person on her back, tip-
ping her head back to open the windpipe, 
checking her mouth for any objects that 
she could choke on, and then plugging her 
nose and breathing into her mouth either 
directly or through the barrier of a T-shirt 
or hand, starting with two large breaths, fol-
lowed by one breath approximately every 
three seconds. Acting as an outside set of 
lungs can prevent brain damage due to oxy-
gen deprivation and can keep a person alive 
until paramedics arrive or until the opioids 
leave the body. —Lindsey J. Smith
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from their withdrawal symptoms, when 
you give them the medication you can 
see a visible difference in their behav-
ior and how they’re doing. When they 
feel like the medication is working out, 
they’re more inclined to follow up and 
stick with the program and do the rest 
of the treatment, like counseling, other 
interventions, and things like that.

A few years ago, we had a patient we 
were concerned about because he was 
an injection drug user. He was injecting 
in his right groin because he couldn’t 
find any more veins in his arms or his 
legs. When I did the physical examina-
tion, you could actually hear that the 
blood vessel was weakened—it was 
making a hissing sound. It sounded 
like it was an emergency that anytime 
could pop. You know when you have a 
hose that bubbles up? That can explode.

So we called to transport him to the 
emergency room. We had our people 
at the general hospital ready to receive 
him, they walked him to the ER, and the 
ER people saw him and called surgery. 
With this chain of providers wanting 
to help him, they repaired the blood 
vessel and he was doing well.

A few months later, he came back 
to my clinic and I said, “How are you 
doing? I’m so glad to see that you’re 
doing well and you’re alive! But why 
are you back here?” And he said, “Oh, 
I’m using…but now it’s on the left 
side.” This, truly, is addiction. After 
everything—where we all tried to pull 
together to help him—he stayed clean 
for a little bit. But after that, he was 
injecting on the other side. That was 
the sad reality. So we helped him again. 

DANNY GRACIA, 48
San Francisco firefighter

In the ’90s, when we would respond 
to heroin overdoses in the Tender-
loin, it would be mostly people inside 
their SRO units, hallways, basements. 
You didn’t see nearly as much of it in 
the wide open, all day every day, out 
on the streets and sidewalks. I would 
say 70 percent was behind closed doors, 
and now you see the opposite of that: I 
think it’s probably 70 percent out in the 
open and 30 percent is indoors, because 
there are a lot more people living on 
the streets now.

We do what we need to do, whether 

it’s outside or inside. We start working 
on them—oxygen, CPR, et cetera, and 
then the medics come and inject Nar-
can. In a few minutes, a person will sit 
up and start talking to you. Sometimes 
they complain that you ruined their 
high and you should have left them be. 
Sometimes they throw up on you and 
complain. You try to help them, and 
you do what you can for them, but you 
might come back the next day and the 
same person did the same thing. 

DR. JOSEPH PACE, 45
Director of primary care homeless  

services, San Francisco Department of 

Public Health

A lot of the people that we care for have 
lived pretty tumultuous and traumatic 
lives. You talk to some people about 
their substance of choice, and they 
often will talk about it as if they have 
a relationship to it. It’s their friend, it’s 
their companion, it’s the person that 
gets them through rough periods of time.

If you think about how long it 
took for these coping mechanisms to 
develop, to reverse that, or help peo-
ple find new coping strategies, can take 
quite a bit of time and persistence. We 
as medical providers want people to be 
as healthy as they can be; ultimately, 
that is up to what the person is ready for. 
If that means they want to stop using 
drugs, great, we’ll get them on that path; 
if that means they’re not ready to stop 
using drugs, well, how can we reduce 
the harm? And then we try to move peo-
ple along a spectrum of change toward 
something. We try to hold out hope that 
things can be different for people.

We try to employ a strengths-based 
approach. Someone has survived all 
this adversity and they have picked and 
chosen things that they have needed 
to get them through the day, and 
through the years. But they’ve done 
something that’s allowed them to sur-
vive, so they must have some strengths 
they’ve brought to the table. So how 
can we identify those strengths and use 
those to help someone find a way for-
ward? Some of it is a little bit of a dis-
covery for the client. They might not 
see themselves as having strengths. For 
us it’s about identifying that for them 
and saying, “Hey, you’re really good at 
this. You get your needs met, or you 
know how to focus when you really 
want to, so let’s find ways to build on 
those strengths.” 
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