Attached to this letter is a recent report from the BC Centre on Substance Use (BCCSU) describing
a “market intervention” involving the strict regulation of the illicit opioid market with immediate
potential to reduce the public health consequences stemming from the poisoning of the illicit
drug supply while also directly addressing organized crime concerns, including the financial driver
of the fentanyl market–money laundering cycle. While it is likely out of scope of the commission
to get into detail regarding what alternatives to drug prohibition would look like, we wish to
submit the following facts for your consideration in the hopes they will be incorporated into the
commissions’ findings and are pulled directly from this earlier BCCSU report:
•
•
•
•
•
•
•
•
•
•

•
•
•
•

Accepted Harms of Heroin or other Drug Prohibition:
More violence, crime, disease, corruption and death than would occur with a public health
oriented regulated system;
Institutionalized and endemic organized crime, illegal markets, corruption and criminal
organizations that produce crime, violent injuries and deaths;
Undermining of public health systems when criminalization and enforcement activities drive
people who use drugs away from prevention and care services and into environments where the
risk of harms (e.g., overdose) is increased;
Substance displacement where illicit drug markets move to more hazardous and concentrated
products (e.g., fentanyl) when profit motive drives the illegal market;
Increasing contamination of less harmful drugs (e.g., powder cocaine) with extremely dangerous
and toxic adulterants (e.g. fentanyl);
Creation and aggravation of stigma, discrimination, health and social inequities due
criminalization, based on, for example gender and ethnicity;
Crowding and slowing of criminal justice systems as a result of unsustainably high drug-market
associated arrest, prosecution, and incarceration rates;
Opportunity costs of allocating resources into law enforcement, judicial and correctional/penal
approaches, with consequent scarcity of resources for public health and social development
approaches;
Illicit drug market profits entirely outside the control of government, fueling crime, violence and
corruption in countless urban communities and destabilizing entire countries such as Colombia,
Mexico and Afghanistan;
Millions of tax dollars wasted on a “War on Drugs” approach to drug control that does not achieve
its stated objectives and, instead, directly or indirectly contributes to the above harms.
Benefits of Regulation and Control through regulating the drug market:
Availability: Regulatory tools can be used in an effort to effectively control access, particularly
through the use of age and place restrictions.
Drug market violence: By seeking to eliminate the illegal opioid market, violence arising from
conflict among those involved in opioid supply will likely be reduced.
Organized crime: Seeking to move from an unregulated to regulated heroin market will help
eliminate a key source of revenue for organized crime groups.
Law enforcement resources: A regulated market for heroin creates opportunities for
enforcement resources to be redeployed towards improving and maintaining community health
and safety rather than addressing harms of prohibition.

•
•

Reduced stigma: Moving from the criminalization model to a public health and safety model can
help reduce stigma towards people with addiction.
Revenue for addiction services: Regulating heroin sales could create new sources of revenue for
providing services and supports for people with addiction.
Innovative thinking and solution-oriented approaches are urgently required to overcome the
organized crime and public health crises stemming from drug prohibition, including interventions
that ultimately acknowledge and address the structural mechanisms underlying and causing
organized crime’s tremendous profitability (i.e., drug prohibition).
One such solution that I would like to formally ask the commission to endorse is the evaluation
of regulatory models whereby it would be possible for people with a diagnosis of severe addiction
be able to purchase presently illegal drugs through a public health oriented regulatory system
rather than the illegal drug market that is dominated by organized crime. While it will require
the federal government to change the criminal code to ultimately change Canada’s drug laws,
British Columbia would be well within its abilities and jurisdiction to design, fund and implement
a research trial assessing the public health, economic and public safety impacts of a model
involving the regulation of the illegal opioid market in a defined area such as the Downtown
Eastside where the province’s drug market and drug-related harms are concentrated. Such a trial
could be designed by experts across criminology, addiction medicine and public health and
receive ethical approval and oversight of provincial leaders and academic experts.
When the issue is given serious consideration, it becomes apparent that addressing the profits of
prohibition by regulating the drug market is the only viable way to address the fundamental cause
of organized crime and money laundering in BC, and the passing of the buck by local leaders to
a federal government ill positioned or prepared to change these laws is no longer sustainable. If
a research trial was successful, not only would regulation of the drug market wage economic war
on organized crime but, as described in detail in the attached report, it would have the additional
benefits of generating revenue for public health programming, provide a much safer alternative
to fentanyl, and more closely connect people who use drugs with public health and addiction
treatment interventions – thereby also addressing the root cause of the overdose epidemic.
I encourage you to review and endorse the attached report and I would be happy to provide
additional information including oral testimony should it be of value to your commission.
Thank you for your consideration.
Sincerely,

Evan Wood, MD, PhD, FRCPC, FASAM
Professor of Medicine & Canada Research Chair
in Addiction Medicine, University of British Columbia
& the BC Centre on Substance Use

About the British Columbia Centre on Substance Use
The BC Centre on Substance Use (BCCSU) is a provincially networked organization with a mandate
to develop, help implement, and evaluate evidence-based approaches to substance use and
addiction.
The BCCSU collaborates with partner groups and stakeholders to better prevent and address
harms from substance use and substance use policies. The BCCSU’s multi-pronged approach
is based on research to generate knowledge to drive the development and implementation of
clinical care guidelines, policy supports, and education to ensure a systematic and evidencebased approach to substance use in the province. More at www.bccsu.ca.
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Executive Summary

I

n British Columbia, the fabric of society is
fraying. The morgues are full of community
members who have died of opioid overdoses
as a result of fentanyl poisoning of the illicit
drug supply. For the first time in recent history,
the life expectancy in British Columbia is
decreasing due to extreme rates of overdose
deaths. Behind this public health crisis are
powerful organized crime groups reaping
billions from the illegal fentanyl trade and
targeting the local real estate market to
launder drug profits, contributing to the
housing affordability crisis. The causal
relationship between drug prohibition and
transnational organized crime’s growth is well
known and has been clearly articulated, while
all available evidence indicates that efforts to
curtail the fentanyl supply through drug law
enforcement have failed. Instead, prohibition
has enriched organized crime groups to the
point where recent reports suggest as much as
$5 billion annually in drug and organized crime
profits is laundered through Vancouver-area
real estate in recent years.

cannabis and connect with a range of health
services, while buyers clubs procured lifesaving treatment for patients living with HIV
and AIDS when government inaction limited
access to these medicines. Similar small
user-driven underground initiatives to ensure
access to heroin exist today, but they are risky,
illegal and without a secure supply of fentanylunadulterated heroin. This severely limits
access and sustainability.
This report proposes evaluating an updated
model to these patient-led responses: a
cooperative approach through which heroin
could be restricted to members and legally
obtained from a pharmaceutical manufacturer
and securely stored in much the same way
as it is already obtained and stored for heroin
prescription programs, while also undertaking
scientific evaluation to assess impacts. A
cooperative could undermine the illegal market
wherever it is set up. It could be initiated at
little to no operating cost to the public, with
the potential to reduce fentanyl-related opioid

A heroin compassion club could have the immediate
potential to reduce the number of fentanyl-related deaths
and impacts of organized crime
In the face of this reality, this report describes
a model that has the immediate potential to
address the underlying structural basis that
has led to unprecedented levels of organized
crime profits, unaffordable housing and opioid
poisonings. This model is inspired by cannabis
compassion clubs and buyers clubs, both
of which emerged in the 1980s and 1990s in
response to the AIDS epidemic—the last public
health emergency our province faced. Then as
now, compassion clubs functioned to provide
a safe place for people to access medical

poisonings and decrease the spread of opioid
addiction in the province.
In a public health emergency, urgency is
required. It is proposed that this model be
rapidly implemented and rigorously evaluated
to understand how this model for regulation
and control of the heroin market might reduce
fentanyl overdose deaths while undermining
organized crime profits and improving public
health and safety in British Columbia.
5

Why Compassion Clubs?
British Columbia is in the midst of a drugrelated public health crisis. In recent years,
thousands of British Columbians have lost
their lives to overdose and other drug-related
harms.1 While the recent spike in overdose
deaths has been primarily driven by organized
crime through the introduction of illicitly
manufactured fentanyl analogues in street
opioids (e.g., “heroin”), other harms stem from
the contaminated illicit drug supply, including
brain injuries from non-fatal overdoses, also
contribute to major morbidity, mortality and
health care cost.2-8
From an evidence-based public policy
perspective, fentanyl adulteration in the
illicit drug supply is a predictable unintended
consequence of drug prohibition. Specifically,
the same forces that pushed the market away
from relatively bulky opium towards heroin,
a more concentrated opioid that was easier
to transport clandestinely, have continued
to push the opioid market to increasingly
potent synthetic opioids, including a range
of fentanyl analogues.4,6 At the same time,
the prohibition of drugs continues to
contribute to a range of health and social
consequences and, via the criminalization of
people struggling with illicit drug addiction,
perpetuates stigma towards people who use
drugs (see page 8).2-8
British Columbia’s longstanding drug-related
organized crime concerns have also recently
reached a crisis level stemming from the
province’s growing unregulated illegal drug
market.1 The profits enriching organized
crime groups have recently generated
increasing public interest, given high
profile investigations of how the province’s
casinos have been used to launder the
proceeds of organized crime. However, less
attention among the public has been paid
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to acknowledging the links between money
laundering schemes and the source of
organized crime profits: the illegal drug trade.
Similarly, while many in the public view drug
market violence as resulting from the effects
of drugs (e.g., drug-induced psychosis),
and high-level violence in drug markets has
been used to stigmatize people who use
drugs, criminology and law enforcement
research demonstrates the clear links
between the profits afforded to organized
crime groups as a result of prohibition and
drug market violence.9,10 Drug prohibition and
the criminalization of people who use drugs
contributes to a host of other harms to drug
users and society at large (see page 8).2-10
While addiction treatment and harm reduction
interventions are a critical component of
the public health response to substance
use, addiction and related harms, these
interventions do not address the structural
factors that have given rise to the poisoning
of the drug supply (e.g., organized crime
profit motives) and related public health and
safety concerns.4-8 Similarly, harm reduction,
addiction treatment and recovery services,
even when sufficiently brought to scale, will
have a limited impact in addressing direct
unintended effects of drug prohibition that
are driven by organized crime profits in the
illegal market.5
In this context, this report describes a
membership-based cooperative model that
has the immediate potential to reduce the
public health consequences stemming from
the poisoning of the illicit drug supply while
also disrupting organized crime concerns,
including the financial driver of the fentanyl–
money laundering–real estate cycle. This
model is inspired by cannabis compassion
clubs and buyers clubs, both of which emerged

in the 1980s and 1990s in response to the AIDS
epidemic, providing safe access to medicines.
Given that the number of British Columbians
with opioid addiction is currently estimated to
exceed 120,00011 in part as a result of unsafe
physician prescribing12-14 and the proliferation
of the fentanyl market under heroin
prohibition,15 this model does not undermine
efforts to promote cultural changes in the
demand for drugs and, in fact, may actually
reduce interest in opioids among high-risk
populations.16,17

It is proposed that an evaluation of this model
be urgently undertaken with an initial trial site
or sites to be established in neighbourhoods
with high overdose morbidity and mortality,
such as Vancouver’s Downtown Eastside.

→

A REGULATED MARKET TO CONTROL HEROIN

UNREGULATED
LEGAL MARKET

UNREGULATED
CRIMINAL MARKET

Social &
Health Harms

Drug policy spectrum

→

Prohibition

Decriminalization
& Harm Reduction

Strict
Regulation & Control

Light
Market Regulation

Unrestricted
Access

Above: Adapted from an original concept by Dr John Marks
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HARMS OF HEROIN PROHIBITION
• More violence, crime, disease, corruption and death than would occur with a
public health oriented regulated system
• Institutionalized and endemic organized crime, illegal markets, corruption and
criminal organizations that produce crime, violent injuries and deaths
• Undermining of public health systems when criminalization and enforcement
activities drive people who use drugs away from prevention and care services
and into environments where the risk of harms (e.g., overdose) is increased
• Substance displacement where illicit drug markets move to more hazardous
and concentrated products (e.g., fentanyl) when profit motive drives the
illegal market
• Increasing contamination of less harmful drugs (e.g., powder cocaine) with
extremely dangerous and toxic adulterants (e.g. fentanyl)
• Creation and aggravation of stigma, discrimination, health and social
inequities due to criminalization based on, for example, gender and ethnicity
• Crowding and slowing of criminal justice systems as a result of unsustainably
high drug-market associated arrest, prosecution, and incarceration rates
• Opportunity costs of allocating resources into law enforcement, judicial and
correctional/penal approaches, with consequent scarcity of resources for
public health and social development approaches
• Illicit drug market profits entirely outside the control of government,
fuelling crime, violence and corruption in countless urban communities and
destabilizing entire countries such as Colombia, Mexico and Afghanistan
• Millions of tax dollars wasted on a “War on Drugs” approach to drug control
that does not achieve its stated objectives and, instead, directly or indirectly
contributes to the above harms

Modified from the Vienna Declaration - Wood et al. Lancet 2010 Jul 31;376(9738):310-2
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B.C.’s Public Health Emergency
In 2017, at least 3,996 Canadians died from an
opioid overdose, representing a 33% increase
in overdose deaths from 2016.18 Although
every part of Canada has been affected by
the overdose crisis, not all provinces and
territories have been impacted equally.
Specifically, British Columbia has seen the
highest number of opioid overdose deaths in
Canada: in 2018, there were 1,489 confirmed
or suspected illicit overdose deaths in BC,
which translates to a rate of 31 deaths per
120,000 individuals, or 4.5 times the total
number of motor vehicle accident deaths
in the same time period.1 Preliminary data
indicates that illicit fentanyl was detected
(alone or in combination with other drugs)
in approximately 82% of overdose deaths in
2017 and 85% of overdose deaths in 2018.1 At
a population level, life expectancy at birth,
which had steadily increased by three years
from 2000 to 2013 (80.27 to 83.02 years of
age), actually declined by 0.38 years from
2014 to 2016 as a direct consequence of
the overdose crisis.19 Despite increased
investments in harm reduction programs and
the ready availability of take-home naloxone
in many BC communities, overdose deaths
have remained high, with some communities
impacted more than others. For example, in
2017, the death rate in Vancouver’s Downtown
Eastside neighbourhood, where harm
reduction programs and services are highly
concentrated and more accessible than
elsewhere in BC, was estimated at almost 250
deaths per 100,000 individuals—around eight
times higher than the BC average.20 Similarly,
while efforts are underway to establish
a functioning, evidence-based addiction
treatment system across the province, the
reality is that many who have died were not
severely opioid-addicted (e.g., not streetentrenched and dying at home), or in other
cases were not interested in engaging with

addiction treatment.1,21,22 In this context, while
the establishment of a functioning addiction
treatment and recovery system is absolutely
critical, government is also obligated to
establish and evaluate programs and policies
that can immediately reduce serious harms,
deaths, organized crime and gang violence
associated with prohibition.2
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B.C.’s Organized Crime Emergency
Innovative thinking and solution-oriented
approaches are urgently required to
overcome the crises identified above,
including interventions that ultimately
acknowledge and address the structural
mechanisms underlying and causing
organized crime’s tremendous profitability
(i.e., drug prohibition). British Columbia has
long been a key centre of illegal drug market
activity and related public health and safety
concerns in Canada, and significant law
enforcement resources have been dedicated
toward efforts to suppress the illegal drug
supply and its contribution to organized crime
in the province.23,24 However, as was observed
with the emergence of a violent illegal market
in the United States under alcohol prohibition
in the 1920s,25 the vast illegal market that has
emerged under modern drug prohibition has,
for many years, proven remarkably resistant
to law enforcement’s efforts.4,26,27 This has
resulted in a range of unintended negative
consequences for people who use drugs and
for society at large.2-10
A critically under-acknowledged consequence
of drug prohibition is the tremendous wealthgenerating potential for organized crime and
the knock-on effects of money laundering
on housing affordability in many parts of BC.
Increased public attention related to this
has emerged as a result of near daily reports
of high profile money laundering—where
organized crime groups seek to hide the vast
financial proceeds of drug market revenue
by laundering them through local casinos,
business ventures and the real estate market.
One means of concealing drug-related
financial proceeds that has received recent
attention is the laundering of funds through
the gaming industry. Peter German’s report
Dirty Money involving an independent review
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of money laundering in Vancouver casinos
concluded that organized crime profits being
laundered in BC casinos are from “primarily
drug trafficking” and that “the most lucrative
crimes in Vancouver are related to illegal
drug sales.”28 In February 2019, a CBC news
investigation demonstrated that the amount
of organized crime profits flowing through BC
casinos could be closer to $1 billion, nearly 10
times higher than estimates included in the
Dirty Money report.29
One impact of organized crime’s tremendous
profits in BC has been the impact on the
province’s real estate market. Specifically,
the Attorney General of BC David Eby has
identified the clear links between BC’s
overdose crisis, money laundering and the
real estate market in the province.30,31 In a
November 2018 investigative series, Global
News reporters tracked how organized crime
groups laundered suspected drug money
in BC real estate, estimating that $5 billion
in drug and organized crime profits was
used to buy Vancouver-area homes in 2012
alone.32 This is noteworthy because these
were the profits available to organized crime
groups selling heroin and other drugs (e.g.,
cannabis, cocaine), before the emergence
of illicitly manufactured fentanyl. A 2017 BC
Supreme Court case drew the conclusion
that organized crime groups can cut one
kilogram of heroin (worth $70,000) with
$12,500 worth of fentanyl (and bulking agents)
into 100 kilograms of counterfeit “heroin”
worth as much as $7 million on the street.33
Subsequent disclosures have led the Attorney
General to conclude that as much as $2 billion
in organized crime dollars was laundered
through casinos and real estate in the Lower
Mainland annually.30 This has resulted in the
BC Government and Service Employees Union
calling for a public enquiry into organized

crime’s contributions to the overdose crisis,
money laundering and the inflation of the
province’s real estate market.34 Similar
concerns related to the fentanyl epidemic,
organized crime and money laundering
have recently been raised by Vancouver
City Council, which has observed money in
suitcases and shopping bags being used to
pay taxes at Vancouver City Hall.35 While calls
for a public enquiry may be valid, this report
argues that the best use of public resources
that can ultimately address the organized
crime and drug poisoning crisis in BC would be
to immediately employ and evaluate strategies
to directly confront the structural reason
for organized crime’s success and opioid
overdose deaths in BC: heroin prohibition.
In addition to the problems related to the
profitability of heroin prohibition to organized
crime, health and safety from violence are

among the primary concerns of communities
around the world, and research from many
settings has demonstrated clear links
between high-level gang violence and the illicit
drug trade, particularly in urban settings.9,10
Importantly, while drug-related gang violence
has traditionally been poorly understood
among the public and used to justify the
criminalization of people who use drugs,
violence in drug markets is better understood
as a consequence of prohibition and the
means for drug gangs to gain or maintain their
share of the lucrative illicit drug market.9,10
For instance, a recent systematic review of
studies examining the association between
drug law enforcement and drug market
violence found that nearly all research studies
examining this question have shown that
increasing drug law enforcement expenditures
may actually increase drug market violence.9
The links between organized crime and

Photo: A 2015 seizure by the Combined Forces Special Enforcement Unit of fentanyl powder and pills with an
estimated street value of $3.5-4.5M. (Source: Handout)
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cannabis prohibition were recently well
articulated by Prime Minister Justin Trudeau,
who stated: “The other piece of it is there
are billions upon billions of dollars flowing
into the pockets of organized crime, street
gangs and gun-runners, because of the illicit
marijuana trade, and if we can get that out
of the criminal elements and into a more
regulated fashion we will reduce the amount
of criminal activity that’s profiting from
those, and that has offshoots into so many

use of illegal firearms emerge from this lowerlevel activity and from efforts to control and
grow a market.”23
Similarly, according to a report of the federal
Standing Committee on Justice and Human
Rights: “The Committee was told, on a number
of occasions, that a common feature of urban
gangs is that the primary focus of activity
involves illicit drugs. Crimes committed
for drug-related reasons include property

“The most lucrative crimes in Vancouver are related to
illegal drug sales.” - Peter German, Dirty Money
other criminal activities.”36 Of course, there
is nothing particularly unique about the role
that cannabis prohibition has had in fuelling
organized crime and gang violence, and,
arguably, the heroin and fentanyl markets
have historically been associated with more
gang violence and social dysfunction than the
cannabis market.9,10
Others have drawn similar conclusions
regarding the link between drugs and gang
violence in BC. For instance, according to
the provincial Illegal Firearms Task Force
Final Report: “B.C. gangs sell drugs. Highlevel organized crime figures operating at
the international and national level, such
as outlaw motorcycle gangs, traditional
organized crime, and newer formations
originally based in Russia, the Middle East
and Latin America, exist in B.C., as in all
jurisdictions in Canada. They facilitate the
production, transportation and distribution of
illegal products. They supply resources and
weapons to lower-level crime groups, such as
those operating in B.C., and then manage and
launder the profits. Open-air violence and the

offences, robbery, assault, and homicide.
Another aspect of drugs and organized crime
is the exploitation of drug-addicted youth.”37
This is consistent with a recent BC RCMP
report which concluded that organized crime
groups in BC have even been luring pre-teens
through social media with the intention
of getting them to run drugs.38 Obviously,
addressing the profits of prohibition is the
optimal way to address these concerns.
Clearly, urgent action is required, and long
overdue, to address the structural basis
of organized crime’s proliferation in BC—
specifically, the profits afforded by
heroin prohibition.
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The Failure of Supply Reduction Strategies
Evidence clearly demonstrates that supplyreduction strategies—which aim to reduce
heroin availability and, in turn, drive drug
prices up to ultimately decrease demand—
have failed. Prior to the fentanyl epidemic,
recent reports had suggested that the
worldwide supply of illicit opiates (primarily
heroin) had increased by more than 380%
in recent decades.7 Drug seizures, arrests,
criminal convictions and other commonly
reported indices of drug law enforcement
“success” have actually been ineffective in
reducing the availability of illegal drugs.39
Recent reports from south of the border have
suggested that, despite a more than 600%
inflation-adjusted increase in the US federal
anti-drug budget since the early 1980s,

heroin prices in the US have decreased by
approximately 80% during this period;7 heroin
purity, meanwhile, has increased by more
than 900%.7
While it has quickly been eclipsed by the
fentanyl epidemic, British Columbia is also
still grappling with a serious prescription
opioid epidemic driven by unsafe prescribing,
iatrogenic addiction and prescription
opioid overdose deaths.40 Data from British
Columbia have demonstrated the area-level
relationship between rates of prescription
opioid dispensation and rates of unintentional
prescription opioid related deaths in BC.41
Importantly, with respect to highlighting
issues related to diversion, research has

Above: Fentanyl was detected in 79% of all illicit drug overdose deaths in B.C. from 2016-2018 (Source: BC Coroners Service)
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shown that over an approximate nine-year
period, 46% of women and 71% of men who
died of a prescription opioid overdose did
not have an active prescription in the 60
days prior to their death.41 Issues of unsafe
prescribing are also highlighted by the report
of a British Columbian patient documented
to have received more than 23,000 pills of
oxycodone through more than 50 physicians
and 100 pharmacies before authorities
finally became aware of the issue.42 In this
context, diverted prescription opioids may
be particularly risky for youth, who may

prescription opioids, not contaminated
with fentanyl.
The failure to reduce the supply of illicit
opioids has also been clearly demonstrated in
the fentanyl era. The widespread availability
of fentanyl across BC is indicated by all health
statistics, including regional mortality data.1
Similarly, when we look to drug availability
estimates in urban centres such as Vancouver,
recent survey data suggest that vulnerable
populations, including street-entrenched
youth, can easily access fentanyl.48 For

More than 70% of youth drug users in Vancouver said they
had immediate access to street fentanyl
perceive them to be lower risk than other
opioids such as heroin.43-45 Studies from
British Columbia and other settings have also
shown how initial prescription opioid use is
associated with initiation into intravenous
drug use among high-risk youth.46 Importantly,
studies have also shown how initial addiction
to prescription opioids can subsequently
result in use of fentanyl and overdose death.47
While somewhat out of scope for this report,
BC clearly needs a holistic strategy that can
actively address issues that contribute to the
high rates of addiction (e.g., trauma, poor
access to evidence-based pain care). Unsafe
prescribing and the widespread availability of
prescription opioids to vulnerable populations
(e.g., those who have never used opioids)
must be addressed, while also ensuring that
those who become addicted to opioids and
those already on prescription opioids for
chronic pain have access to opioids, including

instance, among more than 500 youth drug
users surveyed as part of the At-Risk Youth
Study (ARYS), more than 70% said they had
immediate access (i.e., within 10 minutes) to
street fentanyl, and more than 85% said they
could access fentanyl within 90 minutes.48
Among more than 1,400 adult drug users
surveyed, more than 80% indicated they could
access fentanyl within 10 minutes and 95%
within 90 minutes.48 Other commonly reported
metrics also demonstrate the urgent need to
take innovative action. For instance, a recent
US seizure was estimated to contain enough
fentanyl to kill more than 26 million people.49
Similarly large seizures have been reported
elsewhere;50 a recent example is the acquittal
of a BC man charged with the possession of
27,000 fentanyl pills.51 In terms of the success
of provincial supply-reduction efforts, the
authors of this report were unable to identify
any relevant reports or data.
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Alternatives to Prohibition
In an effort to reduce use of illicit opioids,
oral opioid “replacement” therapies have
emerged in recent decades as a key addiction
treatment intervention. The use of opioid
agonist medications (e.g., methadone,
buprenorphine) as a treatment for opioid
addiction was initially controversial
among the general public, as well as in law
enforcement and government circles.52
However, over time and with clear evidence of
its benefits, opioid agonist treatment gained
wider acceptance and is now considered the
standard of care internationally.53 Extensive
research has shown that these medications
can be safe, effective and life-saving54-56
and are rightly included on the World Health
Organization’s List of Essential Medicines.57
At present, in some areas of BC, including
those where fentanyl is easily accessible
through the illicit drug market, access to
opioid agonist medications and other forms
of effective treatment and recovery services
remains limited,11,48,58 highlighting the urgent
need to establish a functioning provincial
addiction treatment system.
Since oral opioid agonist medications are
not always acceptable or effective among
people with severe opioid addiction, clinical
programs that offer diacetylmorphine (i.e.,
“prescription heroin”) have also emerged
in a number of international settings,
including the Crosstown Clinic in Vancouver.
Similar to oral opioid agonist treatment
medications, research has demonstrated
that when delivered as part of a structured
and supervised clinical program, injectable
opioid agonist treatment (iOAT) is effective
for reducing harms, including risk of death,
among people with severe opioid addiction.59
There have been a number of challenges,
however, in scaling up iOAT programs in
BC to address the opioid overdose crisis.
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The first challenge is cost. While research
has shown that iOAT is cost effective,60
the implementation and operation of iOAT
service models is costly and requires
dedicated infrastructure and resources. To
date, health authorities and government
have been hesitant to make the type of
investments in this area that would enable
access for more than a very small fraction
of the population with opioid addiction. It is
noted that other, less controversial, areas
of health care receive substantially more
funding than addiction care. Again, this
speaks to the need to establish a functioning
addiction treatment system that is inclusive
of evidence-based interventions such as
iOAT, in order to address the longstanding
challenge of untreated addiction in the
province. Nevertheless, in the absence of
this investment, new economical models
to address the fundamental cause of the
overdose crisis (i.e., fentanyl contamination of
the drug supply) are required.
Another challenge has been that
approximately 60% of those who died from
an opioid overdose in BC were non-injection
users (i.e., people who smoke, snort or orally
ingest drugs) and in some cases non-opioid
(e.g., stimulant drug) users who ingested
fentanyl-contaminated drugs, who would not
benefit from access to an iOAT program.22
Finally, many people who are dying of opioid
overdoses are intermittent (i.e., non-addicted)
users21 or are people who, regardless of the
availability of opioid agonist or other forms
of addiction treatment, are not engaged
in addiction care for a variety of reasons,
including personal choice.21,22 For all of these
reasons, novel alternatives to prohibition
that seek to address the poisoning of the
illicit drug supply—that go beyond scaling up
traditional approaches such as opioid agonist
treatment—are urgently required.

BENEFITS OF REGULATION AND CONTROL

• Availability: Regulatory tools can be used in an effort to effectively control
access, particularly through the use of age and place restrictions.
• Drug market violence: By seeking to eliminate the illegal opioid market,
violence arising from conflict among those involved in opioid supply will likely
be reduced.
• Organized crime: Seeking to move from an unregulated to regulated heroin
market will help eliminate a key source of revenue for organized crime groups.
• Law enforcement resources: A regulated market for heroin creates
opportunities for enforcement resources to be redeployed towards improving
and maintaining community health and safety rather than addressing harms
of prohibition.
• Reduced stigma: Moving from the criminalization model to a public health and
safety model can help reduce stigma towards people with addiction.
• Revenue for addiction services: Regulating heroin sales could create
new sources of revenue for providing services and supports for people
with addiction.
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What is a Compassion Club Co-op?
The compassion club cooperative model
described in this report is inspired by cannabis
compassion clubs and buyers clubs, both
of which emerged in the 1980s and 1990s in
response to the AIDS epidemic. At that time,
compassion clubs functioned (and still do so
today) to provide a safe place for people to
access medicines and connect with a range of
health services, while buyers clubs procured
life-saving treatment for patients living
when government inaction limited access to
these medicines. Similar small user-driven
underground initiatives to ensure access to
heroin exist today, but they are risky, illegal
and without a secure supply of fentanylunadulterated heroin. This severely limits
access and sustainability.This report proposes
an updated, members-only cooperative
model through which heroin could be legally
obtained from a pharmaceutical manufacturer
and securely stored in much the same way
as it is already obtained and stored for heroin
prescription programs, while also undertaking
scientific evaluation.
The compassion or buyers club would
function as a cooperative (or “co-op”), as
an autonomous and democratic enterprise
owned and operated by its members who
share its benefits as they work towards
mutually set goals.61 General principles of
cooperatives include voluntary membership;
democratic control of the enterprise;
economic participation by members;
autonomy and independence; sharing
information, training and other resources;
cooperation among cooperatives; and
concern for the community.61 Common
types of cooperatives include consumer
co-ops, which are retail enterprises owned
and maintained by their consumers who
receive discounted goods in return for their
contribution. Co-op grocery stores are a
common example of this model. Similarly,
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housing cooperatives are a unique mode of
home ownership whereby members jointly
own and maintain the complex with shared
purchasing and decision-making power, with
aims to create a strong sense of communitybonding and to provide safe and secure
housing to their members. Housing co-ops
also operate on the principle of affordability
regardless of economic status, offering
sliding scale pricing based on ability to pay.
Some models are subsidized for all members,
while others have a proportion of higher
means members cover extra cooperative
costs, ensuring accessibility for lower-income
tenants. The heroin compassion clubs could
operate in the same way, with a sliding scale
and subsidies determined by the membership.
In addition to its democratic and inclusive
values, the economic resilience of the
cooperative model has led to its adoption
in a wide range of industries as well as
the financial and public sectors.62,63 This
economic sustainability is attributed to the
pooling of member resources, ability to
take advantage of economies of scale, and
the equitable distribution of financial risk.64
Thus, cooperatives are reportedly more
sustainable than other forms of enterprise
in turbulent socioeconomic climates.65 For
example, a recent report found that the fiveyear survival rate of co-ops in BC was close
to 67%, compared to a five-year survival
rate of 39% for conventional start-ups in
Canada.65 Over the last few decades, there
have been a growing number of cooperatives
established in BC, partly due to governmentfunded policies and programs that support
their formation and the long-term success
of cooperative businesses and activities
in benefitting BC communities. See the BC
Government’s Cooperative Associations page
for more information.

Member-Driven Purchasing Cooperatives
A member-driven purchasing cooperative
is an arrangement among businesses or
individuals whereby members agree to
aggregate their demand in order to purchase
a certain product at a lower price from a
supplier.66 This typically involves jointly
soliciting bids from competing suppliers or
service providers and awarding purchasing
contracts in order to meet common needs.66,67
A representative example of a purchasing
cooperative is group purchasing in the
healthcare supply chain. By aggregating their
purchase orders and relevant resources,
members are able to take advantage
of volume discounts, price protection,
shared storage and distribution facilities
and costs, and other economies of scale
to reduce their overall purchasing costs
for medical technologies, pharmaceutical
products, facility maintenance supplies
and other necessities.64,67 Data from the US
show that 72% of total community hospital
expenditures takes place through purchasing
cooperatives.68
Another key advantage of group
purchasing is improved product quality
control, standardization programs and
influence on how market conditions
evolve. Bulk purchasing allows cooperative
members to gain leverage with suppliers
and impose quality standards on the
market.64 Government entities and public
institutions also meet a significant portion
of their procurement requirement through
cooperative purchasing, not only to minimize
costs to the public, but also to impose pricing
and quality benchmarks over the long term.66-68
There are also historical and modern
examples of consumer-driven purchasing
cooperatives for prescription drugs (i.e.,
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antiretroviral drugs for HIV, hepatitis C)69,70
and other substances (e.g., vaporized nicotine
products, cannabis, kava)71-73 that are not
available, not approved, unregulated, or illegal
in the countries where they are established.
Reputable buyers clubs help consumers
to navigate otherwise dangerous or illegal
purchasing and importation processes
for restricted and controlled substances,
sometimes by operating within legal
frameworks (e.g., special access schemes) or
legal “grey areas” (e.g., personal importation
laws), but also illegally. Although the structure
and operation of these consumer groups
vary across jurisdictions, most are nonprofit and “closed circuit” enterprises built
on human rights principles which people
who use drugs have been following for
decades: self-supply, self-organization, and
harm reduction.71 Strengths of these models
include providing a safe environment for peerdelivered risk mitigation and harm reduction
practice, preventing illicit transactions,
quality control, shifting economic surplus to
consumers from criminal organizations, and
increased consumer protections, agency
and responsibility.5,71 Cannabis compassion
clubs and social clubs in particular have
a long history, and there is a wealth of
information available regarding successful
implementation and sustained operation of
user-driven and -regulated models within
different legal regimes and sociopolitical
contexts (e.g., blueprints and “lessons
learned”).6,72

Cooperative Governance Structures
The governance structure of a cooperative
reflects its ownership and control by its
members. To achieve this end, cooperative
enterprises typically comprise variations
of the following elements.74,75 First,
cooperatives normally have a board of
directors, often democratically elected to
represent each member organization. The
directors are responsible for the development
and communication of the cooperative’s
overarching mission, vision and objectives;
identification and mitigation of conflicts
of interest and diverging expectations;
development of operational policies
and strategies to meet the goals of the
membership; acquisition, preservation and
allocation of collective assets and resources;
hiring and supervision of management teams;
and informing the members. Often, a general
manager is hired by the board of directors
to implement the policies and strategies
specified by the board. The manager is in
charge of forming necessary working groups
and overseeing the day-to-day operations
of the cooperative. Providing the board
of directors with progress reports and
recommendations for long-term planning is
also among the manager’s responsibilities.
The members control the cooperative by
electing the board of directors from fellow
members and actively voting on cooperative
policies and bylaws. Sales would be restricted
to eligible members.
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Why Heroin?
There are various opioids that could be
made available through a cooperative
approach, and, in the context of the public
health emergency, many models should
be urgently considered for evaluation.
This report recommends the use of
diacetylmorphine (pharmaceutical trade
name “Heroin”) for several reasons. First,
while there are licensed opioid analgesic
(pain) medications that may be attractive
due to their status as legal drug products
approved by Health Canada (e.g., morphine,
hydromorphone), most people with opioid
addiction and at immediate risk of overdose
prefer heroin to prescription opioids.
Evidence for this comes from the recently
completed SALOME trial,76 which, in the
face of federal government opposition to
providing prescription heroin, compared
the effectiveness of hydromorphone (a
licensed opioid pain medication) to heroin.
In their ground-breaking clinical trial, the
SALOME research team demonstrated
that these medications were similarly
effective.76 However, after the trial
concluded, only a fraction of patients stayed
on hydromorphone: of the approximately
135 clients currently engaged in care at
the Crosstown Clinic, more than 85% have
either switched to or stayed on prescription
heroin when given a choice between the two
options.77 These data are consistent with
a recent survey of more than 650 persons
who use opioids (predominantly street
fentanyl) which found that approximately
80% expressed a preference for heroin (if it
were available), 16% expressed a preference
for fentanyl, and only 4% expressed an
interest in prescription opioid pills such
as morphine or hydromorphone.48 Second,
among those in the community experiencing
fentanyl-related harms (e.g., instability,
frequent non-fatal overdose), there are also
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a number of reports of individuals seeking
out illicit heroin (which can be confirmed as
fentanyl-unadulterated by drug-checking
services) and benefiting substantially from
transitioning from fentanyl to exclusive
heroin use. Indeed, the cooperatives model
proposed in this report emerged from
the descriptions of individuals with lived
experience who have been advocating for this
type of unadulterated and regulated heroin
supply for many years. Third, heroin may
provide advantages with respect to reducing
diversion and experimentation with opioids
among high-risk populations not addicted to
opioids. Specifically, while many vulnerable
populations, including high-risk youth,43-45
often view prescription opioids as safer for
experimentation,78 there is a more widespread
understanding of the health risks of heroin
use.79 In this context, it is noteworthy
that widespread use of the prescription
painkiller hydromorphone (and a clear lack of
knowledge regarding the risks of overdose)
in Ontario80 resulted in hydromorphone
being the second-largest contributor to
opioid overdose deaths between 2014 and
2016, according to data released by Ontario’s
Chief Coroner (555 deaths in comparison to
fentanyl’s 752 deaths).81 Further, the provision
of heroin may increase the likelihood that
the cooperatives would largely be restricted
to experienced opioid users who may
already be using extremely high-risk drugs
such as fentanyl. Fourth, organized crime
groups have proven highly adept at creating
fentanyl-containing counterfeit pills that look
exactly like prescription medications (e.g.,
counterfeit Xanax, Oxycontin, etc.) with deadly
consequences, including among non-addicted
experimenting youth.82-84 As such, while this
report supports the evaluation of a full range
of efforts to reduce exposure to fentanyl,
strategies that solely rely on the provision

of prescription analgesic medications in pill
form could be undermined by organized crime
groups that react by producing fentanylcontaining pills that look identical to pills
provided through public health interventions.
Fifth, the establishment of a regulated and
controlled supply of fentanyl-unadulterated
heroin may increase demand for street heroin
among persons who use street opioids, and
force organized crime groups to return to the
provision of heroin as part of the illicit drug
market. Sixth, if the cooperative models are
effective in reducing organized crime and
overdose deaths without the development of
unexpected harms, this may present a model
that could be evaluated with other illegal or
unregulated substances in circumstances
where prohibition has contributed to
public health and safety issues.85 Seventh,
it is noted that evaluating a model for the
regulation of heroin accessibility to people
who use opioids may not be inconsistent
with reducing overall rates of opioid use in
BC. For instance, while it is now estimated
that more than 120,000 British Columbians
are addicted to opioids11 due to both unsafe
opioid prescribing and the illegal drug market
feeding the province’s opioid epidemic,15
studies have demonstrated that modernizing
drug policy is not inconsistent with reducing
rates of use. This is true of Switzerland,
which observed a dramatic reduction in new
heroin users coinciding with the widespread
access to opioid agonist treatment, including
prescription heroin, and concluded: “The
harm reduction policy of Switzerland and its
emphasis on the medicalization of the heroin
problem seems to have contributed to the
image of heroin as unattractive for young
people.“17 Similarly, in some western European
jurisdictions that have pioneered the use
of supervised injecting facilities, there are
models where illicit heroin is procured by a

“house dealer” who is responsible for providing
an unadulterated supply of the drug. Similarly,
while the Portugal model of drug control has
involved a range of interventions seeking to
assertively provide addiction treatment and
care to heroin users, it is noteworthy that
the country has seen a dramatic reduction
in harms related to heroin coinciding with
these interventions and the decriminalization
of personal amounts of heroin and other
drugs.86 Similarly, according to a World Health
Organization survey carried out in Colombia,
Mexico, United States, Belgium, France,
Germany, Italy, Netherlands, Spain, Ukraine,
Israel, Lebanon, Nigeria, South Africa, Japan,
People’s Republic of China and New Zealand:
“Globally, drug use is not distributed evenly
and is not simply related to drug policy, since
countries with stringent user-level illegal
drug policies did not have lower levels of
use than countries with liberal ones.”16 While
explanations for these observations require
additional research, it may be that treating
drug use as a health issue has the potential to
reduce phenomena related to demand (e.g.,
“forbidden fruit”) and supply (e.g., organized
crime profit motive) that result directly
from prohibition. Finally, while it is out of
scope for this report, it is well recognized
that heroin production in countries such as
Mexico and Afghanistan contributes to major
organized crime, high-level violence and
other related concerns, including terrorism, in
drug-producing nations.87-89 As such, various
expert groups have recently articulated how
regulating drug use in consumer markets has
potential to reduce organized crime concerns,
not only where drugs are sold, but also in
nations where illegal drugs are produced.2,5,6,10
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Members-Only: Heroin Compassion Clubs
This report represents a white paper
describing a thoughtful model that could
be urgently implemented and evaluated
using experience from other cooperative
frameworks (e.g., cannabis buyers clubs)
and tailored towards the specific need for
a strategy of heroin provision focused on
public health and safety. Some areas for
consideration are described below.

Board Composition

While basic elements of heroin compassion
clubs could be based on other cooperative
models, there are unique elements that
should be considered. For instance, given
the highly prevalent need for public health,
trauma-informed addiction treatment,
culturally safe care for Indigenous peoples,
and integrated recovery services to be
provided to people who may become addicted
to heroin, the cooperative board could include
in its structure a strategy to recruit board
members or representatives with expertise in
these areas to work alongside board members
with lived experience. Having members with
lived experience governing the cooperative
could allow for broader culture changes in
the opioid drug market promoting health and
welfare of people who use drugs.

Heroin Acquisition and Storage

In terms of the legal approach to obtain
heroin, one mechanism that would support
these cooperatives is Health Canada’s
recently implemented Drugs for Urgent Public
Health Need (UPHN). This mechanism is
designed specifically to support population
(rather than individual patient) needs and
jurisdictional (provincial or territorial)
requirements. The UPHN regulatory pathway
enables provincial and territorial public
health officials to request quantities of
drugs deemed necessary for use in their
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jurisdictions for an urgent public health
need. Unfortunately, the UPHN mechanism’s
authorization indication is for “substitution
therapy in case of severe heroin dependence
as part of a treatment program with
prescription heroin” and therefore could be
viewed as out of scope for the cooperative
model proposed in this report. However,
in light of the national devastation of the
overdose crisis, a discussion with the federal
government could be broached to determine
the best regulatory pathway for off-label use
of diacetylmorphine.
While the UPHN mechanism likely precludes
the need, an alternative would be to access
diacetylmorphine via a Section 56 exemption
mechanism. According to the Controlled Drugs
and Substances Act, under Section 56 “The
Minister may, on any terms and conditions
that the Minister considers necessary, exempt
from the application of all or any of the
provisions of this Act or the regulations any
person or class of persons or any controlled
substance or precursor or any class of either
of them if, in the opinion of the Minister,
the exemption is necessary for a medical
or scientific purpose or is otherwise in the
public interest.” While the public health
emergency is a sufficient rationale, to ensure
that there are no unintended consequences
of the cooperatives model, a robust
evaluation strategy would be established and
implemented in parallel, and the exemption
mechanism could be provided for both health
and research purposes.
At the present time, pharmaceutical grade
heroin (as approved to treat opioid use
disorder) can only be imported into Canada
from a manufacturer in Switzerland by a
Health Canada licensed dealer. The role of
the licensed dealer is outlined in the Narcotic

KEY ELEMENTS OF A HEROIN COMPASSION CLUB
• Could be operated by a non-profit society rather than government, involving
experts with lived experience, addiction and public health
• Would provide powder diacetylmorphine (a form to prevent counterfeit pills)
obtained from a pharmaceutical supplier through federal government legal
means with secure storage and handling (i.e., pharmacy model)
• Would require heroin be purchased and limited to personal amounts to address
issues related to diversion (e.g., sale of opioid pills obtained for free)
• Could be available from a range of low-barrier addiction services
• Would involve eligibility screening for all new members by a health care provider
including an informed consent process describing risks of heroin
• Would require members to complete overdose prevention and naloxone training,
as well as education on the risks of using heroin alone, risks of combining
opioids with alcohol or other sedatives and strategies to avoid overdose among
themselves and their peers
• Could be established alongside easily accessible and free addiction treatment
and trauma-informed recovery services for those with an interest in OAT or
other addiction treatment
• Revenue generated would be designated to in-house or other resources,
including supports for heroin access for those without financial means (e.g.,
sliding scale)
• Robust evaluation strategy would be established in parallel
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Control Regulations, with compliance
requiring specialized knowledge, facilities and
processes.90 While details would need to be
finalized with respect to identifying a licensed
dealer and an appropriate compounding
pharmacy (or other facility), these challenges
could be addressed in a straightforward
fashion if heroin is obtained through the same
channels as those used by the Crosstown
Clinic in Vancouver.
While a completely traditional pharmacybased drug dispensing model may not
be necessary for these cooperatives, a
contracted or government pharmacy provider
that could adhere to similar principles
used in pharmacy environments regarding
security, proper documentation, storage and
inventory management would be critical so
as to avoid diversion and drug shortages. The
guidelines from Health Canada’s Directive on
Physical Security Requirements for Controlled
Substances91 could be instituted to ensure
compliance with narcotic control regulations
and the minimum accepted level of security
as outlined by Health Canada.90 Pharmacy
expertise would also be required to manage
the timing of import and export permits to
ensure an adequate supply of heroin while
meeting necessary storage requirements.
For the purposes of the cooperatives model,
it is proposed that members be provided
with diacetylmorphine powder rather than
a liquid formulation that could only be used
for injection. This is consistent with how
heroin is traditionally sold in powder form in
illicit drug markets, but the heroin available
through the cooperatives would be sterile and
unadulterated with potentially toxic additives
or impurities. It would be precisely measured
and dispensed in known quantities and at
relatively safe doses. For instance, a “point”
of street heroin was traditionally composed
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of approximately 60% pure heroin and 40%
caffeine to reduce risk of overdose, and
similar products have been developed for
heroin-assisted treatment programs in other
jurisdictions.92,93

Screening Potential Members

Presently, clinical iOAT programs employ a
standardized screening process, generally
involving a full medical assessment from
a physician, to ensure prospective clients
meet eligibility criteria. While a lower barrier
approach may be required for prospective
members of a heroin compassion club, a
screening process conducted by an onsite staff member who is a health care
provider could help ensure that curious
youth and other vulnerable populations
(e.g., inexperienced or opioid-naïve) receive
balanced and accurate information about
the program and the known risks of heroin
use, including overdose and addiction.
Documentation of informed consent could
be required as well as completion of a
cooperative membership agreement to
confirm that the new member understands
and agrees to follow the cooperative’s rules to
remain a member. Members of a cooperative
could use their membership to access heroin
from other cooperatives when travelling to
other parts of the province.

Public Health and Medical Care
Considerations

Due to the inherent risks involved in heroin
use, heroin compassion clubs should operate
alongside and with the support of public
health and social services that could be
provided by the regional health authorities.
For instance, as a condition of membership,
cooperative members could be required to
complete overdose prevention and naloxone

training, receive education on the risks
of using heroin alone and of combining
opioids with alcohol or other sedatives
(e.g., benzodiazepines), and know where
to access harm reduction services (e.g.,
overdose prevention sites, needle/syringe
distribution programs, take-home naloxone
programs) in the community. Although
program requirements would not be solely
focused on those who inject, due to risks of
bloodborne (e.g., HIV, hepatitis C) and deep
soft tissue (e.g., endocarditis, osteomyelitis)
infections, education on sterile injection
technique and the provision of harm reduction
supplies could similarly be required. Further,
due to risks associated with intravenous use,
alternative modes of use could be promoted
for those who prefer not to inject or who
wish to cease injecting. In this context, it is
noteworthy that prescription heroin programs
in some jurisdictions offer inhalational use.
For example, an intervention to promote the
smoking of heroin in Germany had high uptake
and was overall quite successful,94 as have
efforts to avoid transitioning to injecting in
the Netherlands.92 Additionally, given the
known benefits of social supports such as
housing to overall health and recovery from
trauma and addiction (particularly among
street-entrenched users), advocacy and
support with addressing these needs could be
provided as an adjunct service to members.

expected for individual, short-term personal
use (i.e., picked up several times per week).
In addition to public health considerations,
most people who become addicted to
heroin will at some point express interest in
addiction treatment. As such, cooperatives
could be established alongside easily
accessible (and free) trauma-informed
addiction treatment and recovery services.
For instance, since heroin is intermediateacting and most regular heroin users will
experience withdrawal symptoms about
six to eight hours after their last use (e.g.,
overnight), other forms of long-acting opioid
agonist treatment (e.g., methadone) could
be prescribed by a partnering health care
professional or clinical service working
alongside and in collaboration with the
cooperatives. In fact, since the cooperatives
would be generating revenue through the sale
of heroin (less any costs of daily operations),
the co-op’s board may wish to designate
revenue to in-house resources that could
support providing members access to
addiction treatment and recovery services as
well as other health and social services. This
would be similar to early cannabis compassion
clubs, which offered a range of health and
social services to members beyond simply
supplying cannabis, including therapies to
address pain and other comorbidities using a
sliding price scale for those of limited means.

Additionally, while risks of diversion are
limited under this model by the fact that
heroin must be purchased through the
cooperative model (risk of diversion of
prescription opioids is greatest when
medications can be sold after being obtained
for free),42 to avoid heroin being purchased
in bulk by organized crime groups and sold
indiscriminately, the quantity of heroin sold
to members could be limited to what might be

Establishing Operations

The support of local, provincial and
national governments and agencies will be
required to ensure the success and urgent
establishment of the cooperative model
and evaluation. For instance, all levels of
government could provide start-up funding.
Local governments could also provide
space for the cooperatives to operate, thus
reducing overhead costs. The provincial and
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federal governments could further move
quickly to provide support for operations
and evaluation, and provide required legal
exemptions as outlined in this report. In
British Columbia, the Overdose Emergency
Response Centre is perfectly positioned to
assist in addressing questions related to
diacetylmorphine acquisition and appropriate
pharmacy storage and compounding, and
to provide support in the establishment of
the cooperatives’ governance and operation.
Additionally, should Vancouver’s Downtown
Eastside be selected as an initial trial site,
Vancouver Coastal Health has established
a new Regional Addiction Program that,
in partnership with the VCH Public Health
Program, would be well positioned to assist
in the establishment of a cooperative
evaluation. Similarly, the Vancouver Police
Department has a longstanding history of
partnering with and supporting alternatives
to prohibition including the Vancouver
heroin prescription trials. Finally, local nonprofit societies with experience in providing
services and supports to people who use
drugs, such as the PHS Community Services
Society in Vancouver’s Downtown Eastside
(if selected as an implementation site), could
provide leadership in establishing the heroin
compassion club cooperative structure
in partnership with local organizations
representing individuals with lived experience
(e.g., Vancouver Area Network of Drug
Users) and Vancouver Coastal Health. With
the support of the provincial Overdose
Emergency Response Centre, other regional
health authorities and local organizations
representing individuals with lived experience
are well positioned to implement cooperatives
in other areas of
the province.

Additional Considerations

There is a substantial literature examining
how societies might move from a “war
on drugs” approach that emphasizes
criminalization, drug law enforcement and
other supply side interventions towards a
public health oriented, regulated market
model as described in this report. For
instance, in British Columbia, the Health
Officers Council has been making thoughtful
recommendations for many years on how we
might improve public health and safety by
moving towards a regulated model for drug
control.3,85,95 Internationally, the blue ribbon
panel known as the Global Commission on
Drug Policy—comprised of current and former
world leaders, including former presidents of
Mexico, Columbia and Brazil—has called for
the regulation and legal control of all drugs.5,8
These and other experts have clearly
articulated that it is possible to wage
economic war on organized crime and
improve public health and safety through the
regulation of the drug market. The Global
Commission on Drug Policy summarizes
the situation as follows: “The continued
expansion of the illicit trade despite growing
enforcement efforts aimed at curtailing
it demonstrates the futility of repressive
prohibitions. Therefore, following pragmatic
harm reduction principles, in the longer
term, drug markets should be responsibly
regulated by government authorities. Without
legal regulation, control, and enforcement,
the drug trade will remain in the hands of
organized criminals. Ultimately this is a choice
between control in the hands of governments
or gangsters; there is no third option in which
drug markets can be made to disappear.”96
It is acknowledged that this white paper
does not provide all the answers and that key
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POTENTIAL BENEFITS OF HEROIN COMPASSION CLUBS
• Addresses growing acknowledgement that overdose response must increasingly
focus on the poisoning of the drug supply and fentanyl as the primary cause
of deaths
• Directly undermines organized crime profits by allocating revenue to regulated
system as has been called for by experts for many years
• Allows for co-location with public health and addiction treatment interventions,
as well as referral to recovery services
• Acknowledges the public health harms stemming from prescription opioid
perceptions (e.g., safe) and risks (e.g., addiction/overdose), as well as
counterfeit pill issue
• Establishes a regulated and controlled supply of heroin which may increase
demand for actual heroin among persons who use opioids, altering current
fentanyl saturated opioid marketIf effective, presents a model that could be
evaluated with other illegal or unregulated substances where prohibition has
failed to reduce supply and contributed to public health and safety issues
• Provides the opioid that most opioid-addicted individuals prefer and view
as effective, similar to patients seeking medical cannabis through cannabis
compassion clubs
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original cannabis compassion clubs, that
ensured no one who needed access was
denied solely based on their ability to pay.
Such a model may also address the streetlevel structural violence (e.g., drug debts)
and other drug acquisition concerns faced
by many severely heroin-addicted persons.
Similarly, it is envisioned that injectable opioid
agonist therapy treatment programs (e.g.,
the Crosstown Clinic model offering heroinassisted treatment) would still require urgent
scale-up and could operate alongside and
complementary to heroin compassion clubs,
to ensure structured opioid agonist treatment
options for those with severe addiction not
amenable to oral opioid agonist therapies.
The heroin compassion club model also
does not preclude a full range of strategies
to make a fentanyl-unadulterated opioid
supply safely available (e.g., at overdose
prevention sites). Fortunately, community
members have already been pressing forward
seeking to advance this concept, and the
provincial and federal governments have
recently established structures that are well
positioned to address these questions and
quickly move to support the implementation
and evaluation of this model. In this context,
given the number of lives that continue to be
lost—as well as the increasing entrenchment
of organized crime in British Columbia—
moving forward with an emergency response
mentality is needed.

these circumstances. As such, and given that
implementing the recommendations of this
report will take time, it is the recommendation
of the authors of this report that these types
of safety and health behaviours not be a target
of law enforcement.

SUMMARY

The implementation and evaluation of a
full range of evidence-based strategies
are required to address the fentanyl
contamination of the illicit drug market.
This report outlines one blueprint for heroin
regulation which, if urgently implemented,
could be evaluated in a way that would
greatly improve knowledge of strategies
to undermine organized crime and the
impacts of establishing alternatives to heroin
prohibition in Canada. While this might be
viewed as controversial in some settings,
the recommendations of this report are
consistent with recommendations the Health
Officers Council of British Columbia has been
making since before the fentanyl epidemic.85,95
As with all evidence-based policies, as
knowledge is gained, the model could be
adjusted to maximize benefits and address
any unexpected harms. To move forward,
urgent leadership and vision at all levels of
government will be required.

It is noted that, due to the availability of drugchecking services, some opioid users are
already identifying sources of unadulterated
heroin in the illicit drug supply.99 In some
cases, support workers are assisting in
the process of procuring unadulterated
heroin. Anecdotal reports suggest dramatic
improvements in social functioning and
reductions in non-fatal overdoses under
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