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THE CANADIAN DRUG POLICY COALITION
The Canadian Drug Policy Coalition[endnoteRef:2] (CDPC) is a national, non-partisan civil society organization working to advance drug policy grounded in evidence and human rights. CDPC collaborates with people with lived/living experience, researchers, civil society organizations, Indigenous leadership, health providers, and communities across Canada and internationally. Our work includes policy analysis, legal and human-rights advocacy, knowledge mobilization, and community engagement. [2:  drugpolicy.ca ] 

CDPC submits this alternative report to assist the Human Rights Committee in its review of Canada’s compliance with the International Covenant on Civil and Political Rights (ICCPR).
This submission should be read alongside complementary reports by the HIV Legal Network[endnoteRef:3], Tracking InJustice[endnoteRef:4], Amnesty International Canada[endnoteRef:5], the Joint Statement Urging Review of Canada’s Position on Positive Obligations Under Article 6, and national housing and homelessness organizations[endnoteRef:6] addressing intersecting rights violations relating to detention, health care, poverty, and housing insecurity. [3:  www.hivlegalnetwork.ca/index.htm ]  [4:  trackinginjustice.ca ]  [5:  amnesty.ca ]  [6:  housingrights.ca/wp-content/uploads/Canada_ICCPR_Session145_CivilSocietySubmission_NRHN-WNHHN-CCHR_March2026_pdf.pdf ] 
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EXECUTIVE SUMMARY

CDPC’s submission includes a number of detailed concerns – but at its core, it tells the story of one devastating truth: Canada’s laws and government actions are driving death and life-altering injury on a mass scale. 
Today, as you read this submission, an average of twenty-six people in Canada will die from drug-related toxicity[endnoteRef:7]. An estimated 390 people will experience a non-fatal drug poisoning[endnoteRef:8], bringing a significant risk of brain injury.  [7:  health-infobase.canada.ca/substance-related-harms/opioids-stimulants/ ]  [8:  www.brainstreams.ca/news/beyond-the-overdose-a-brain-injury-lens-on-addiction-and-drug-policy-in-bc/ ] 

Since January 2016, more than 53,000 people have died from apparent opioid toxicity. Thousands more have died from stimulant and mixed-substance toxicity. 
This is preventable. In 2025, roughly 83% of opioid-related deaths involve non-pharmaceutical, or “unregulated opioids”[footnoteRef:2]. In 2010, the national mortality rate[endnoteRef:9] due to accidental drug overdose is estimated to have been 6/100,000 population. By 2023, opioid-related mortality rates had skyrocketed to approximately 20/100,000 and stimulant mortality rates more than doubled, with 13,323 drug-related deaths[endnoteRef:10] documented that year. Mortality rates surged between 2012-2023, as illegal fentanyl became increasingly prevalent in Canada’s unregulated drug supply.  [2:  Opioids are a class of drug that includes substances like heroin, codeine, morphine, and fentanyl. Opioids are prescribed for pain relief in medical contexts and used safely every day in hospitals across Canada. These pharmaceutical drugs are produced with strict regulations to ensure dosage and purity. Outside of medical context opioids are used recreationally, for untreated pain and trauma, and by people with physical dependencies. Often, these are produced illegally, outside of regulatory frameworks.  When using “unregulated” or illegally produced drugs, dosage, purity and consistency is never assured. ]  [9:  www.sciencedirect.com/science/article/pii/S0955395925003184#fig0001 ]  [10:  health-infobase.canada.ca/substance-related-harms/opioids-stimulants/graphs.html?ind=661&unit=1 ] 

It is essential that the Committee examine what is driving these changes and how Canada’s laws and actions are driving preventable and foreseeable death on a mass scale. 
These deaths are not the result of increased rates of “addiction”. Rates of drug use and substance use disorders have remained relatively stable over the last decade[endnoteRef:11]. Drug-related mortality has risen sharply because the substances in Canada’s unregulated drug supply have become increasingly unpredictable[endnoteRef:12], varied[endnoteRef:13], contaminated[endnoteRef:14], and potent. [11:  150.statcan.gc.ca/n1/pub/75-006-x/2023001/article/00011-eng.htm ]  [12:  www.catie.ca/prevention-in-focus/what-makes-canadas-illegal-drug-supply-dangerous ]  [13:  www.canada.ca/en/health-canada/services/health-concerns/controlled-substances-precursor-chemicals/drug-analysis-service.html#drug ]  [14:  www.ccsa.ca/sites/default/files/2020-04/CCSA-CCENDU-Adulterants-Contaminants-Co-occurring-Substances-in-Drugs-Canada-Report-2020-en.pdf ] 

The volatility of the unregulated drug supply is a direct and foreseeable consequence of Canada’s drug laws and enforcement practices[endnoteRef:15]. Canada’s approach attempts to eradicate the supply of drugs and discourage drug use by prohibiting certain drugs and the precursor chemicals used to make them, seizing drugs (“drug busts”), and increasing border security, while criminalizing and punishing certain drug-related activities including possessing drugs for personal use. [15:  drugpolicy.ca/about/publication/submission-to-health-canada-on-a-proposal-to-control-the-derivatives-and-analogues-of-4-piperidone-and-its-salts-under-the-controlled-drugs-and-substances-act/ ] 

These policies and practices have not made drugs less available or addressed the demand for drugs. On the contrary, high-level enforcement at borders, ports and drug production sites, combined with low-level street policing disrupts the drug supply chain. Instead of making drugs less available, it often makes the illegal market more chaotic. Drug producers adapt to replace seized drugs, stretch supplies by using additives, and use more concentrated substances to evade detection. Years of drug law enforcement has led to plant-based drugs like heroin being displaced by more potent synthetic drugs like fentanyl. Prohibition has also led to the use of unpredictable additives or substitutes (e.g. benzodiazepines[endnoteRef:16], nitazenes[endnoteRef:17], veterinary tranquilizers[endnoteRef:18]).  The result is a more unpredictable, and often more toxic, unregulated drug supply, which increases the risk of death and harm for people who use drugs, even when their patterns of use have not changed. [16:  www.ccsa.ca/sites/default/files/2025-01/CCENDU-Newsletter-Issue-3-en.pdf ]  [17:  www.canada.ca/en/health-canada/services/publications/healthy-living/emergence-nitazenes-brorphine-canada-2019.html ]  [18:  www.ccsa.ca/sites/default/files/2024-11/CCENDU-Newsletter-Issue-2-en.pdf ] 

This approach to illegal drugs—unlike alcohol, cannabis and prescription drugs—does not enforce any quality controls to increase safety and decrease risk. Throughout this submission we refer to the drug supply as “unregulated” because these drugs are manufactured without regulatory consumer protections to ensure people know the contents, dosage, and purity of the substances they ingest.[footnoteRef:3] [3:  Novel or unexpected substances often cause unintended effects that increase risks and harms - for example, benzodiazepines mixed with opioids may cause the combined effects (e.g. reduced breathing) to be greater than those from either drug alone and naloxone (an opioid overdose reversal medication) does not work on benzodiazepines. This can increase the risk of death and complicates overdose response. As well, regular exposure to benzodiazepines can lead to life threatening withdrawal. ] 

Canada’s focus on criminal enforcement pushes people to use alone and in less safe, hidden environments, because they fear punishment. This makes it more difficult for medical first responders to find them to provide life-saving care. Criminalization also drives stigma and discrimination. This discourages people from disclosing their drug use and seeking health and social supports (e.g. treatment, primary care, housing).
Under Articles 2, 6 and 26 of the ICCPR, Canada has obligations to not only refrain from arbitrary deprivation of life, but also to take reasonable and effective measures to protect life without discrimination where threats are foreseeable. Here we refer the Committee to, and endorse, the “Joint statement urging review of Canada’s position on positive obligations under Article 6”. 
Further, drug law enforcement and punitive policies disproportionately affect Indigenous[endnoteRef:19] Peoples[endnoteRef:20], Black[endnoteRef:21] and racialized communities[endnoteRef:22], women[endnoteRef:23], people with disabilities[endnoteRef:24], and people experiencing poverty and homelessness[endnoteRef:25], raising serious concerns under Articles 2 and 26. [19:  www.sciencedirect.com/science/article/pii/S0955395924003153 ]  [20:  pmc.ncbi.nlm.nih.gov/articles/PMC6291395/ ]  [21:  publications.gc.ca/collections/collection_2024/jus/J4-162-2024-eng.pdf ]  [22:  drugpolicy.ca/resources/guides/racism/ ]  [23:  www.sciencedirect.com/science/article/abs/pii/S095539591830269X ]  [24:  www.liverpooluniversitypress.co.uk/doi/abs/10.3828/jlcds.2024.6 ]  [25:  drugpolicy.ca/about/publication/submission-to-the-united-nations-office-of-the-high-commissioner-on-human-rights-study-on-the-decriminalization-of-homelessness-and-extreme-poverty/ ] 

After a decade of escalating mortality and morbidity, the threat posed by the unregulated drug supply is unquestionably foreseeable and driven primarily by Canada’s drug laws and enforcement practices. Canada’s continued reliance on criminalization, combined with insufficient and increasingly restricted health interventions, demonstrates a failure to exercise due diligence to protect life, and discriminates against people who use drugs, regardless of how often they use or whether they have a substance use disorder.
For more than a decade, Canada’s own courts have found aspects of such laws and government actions to be a violation of the right to life, liberty and security of the person [endnoteRef:26]. Nonetheless, Canada’s drug law enforcement approaches are intensifying, often in direct opposition to the findings and recommendations of numerous government-convened expert task forces and advisory councils. Governments across Canada are: [26:  For example: R. v. Wilson, 2025 SCC 32 – Canada’s highest court finds arresting people who call for medical help at the scene of an overdose to be unconstitutional because it increases the risk of death and injury; Black v Alberta, 2023 ABKB 123 – Alberta ordered to continue allowing a client and her prescriber to access substances through a safer supply program; Harm Reduction Nurses Association v British Columbia (Attorney General), 2023 BCSC 2290 – BC prohibited from implementing a law criminalizing people who use unregulated drugs in public spaces; R. v. Lloyd, 2016 SCC 13 – Canada’s highest court declares mandatory minimum sentencing of 1 year imprisonment for “possession for the purpose of trafficking” unconstitutional because it constitutes cruel and unusual punishment; Providence Health Care Society v. Canada (Attorney General), 2014 BCSC 936 – Canada ordered to allow clients of a heroin-assisted treatment program to continue accessing pharmaceutical diacetylmorphine (heroin) through the Food and Drug Regulations; Canada (Attorney General) v. PHS Community Services Society, 2011 SCC 44 - Canada’s highest Court declares the government’s decision to force the closure of North America’s first government-sanctioned safe consumption site. ] 

1. Failing to protect the lives of people who use drugs by:
1.1. Ignoring evidence and expert advice to implement quality and access controls for various prohibited drugs;
1.2. Knowingly pursuing law enforcement practices that increase the volatility and contamination of the drug supply.
2. Prosecuting people for providing life-saving programs.
3. Expanding criminalization, police powers and health-based detention by:
3.1. Recriminalizing drug possession in the province of British Columbia and prohibiting decriminalization in Ontario;
3.2. Criminalizing survival activities in public spaces;
3.3. Expanding involuntary treatment regimes and “secure” health facilities.
4. Closing and restricting essential health interventions:
4.1. Closing supervised consumption services;
4.2. Limiting and defunding prescription-based health programs to decrease reliance on the unregulated toxic drug supply.
5. Restricting democratic participation in drug policy decisions.
Taken together, Canada’s approach constitutes a systemic human rights failure. The unregulated toxic drug crisis is not merely a health policy problem. It is a governmental failure to protect the right to life.
The Government of Canada is well aware of these concerns through regular communications with Health Canada, civil society engagement in Canada’s delegation to the Commission on Narcotic Drugs, numerous law reform submissions, and a number of ongoing court cases. Despite the devastating and ongoing loss of life, and submissions made by civil society during the development of the List of Issues Prior to Reporting, this crisis has not been adequately prioritized. The Government of Canada delegation can and should be prepared to address questions from the Committee on this issue.
We ask that the Committee explicitly address drug policy within its review and issue strong recommendations requiring Canada to shift from punishment to regulation, care, and human-rights-based approaches.



SPECIFIC ISSUES AND VIOLATIONS OF THE ICCPR

ISSUE 1
Canada is failing to protect the lives of people who use drugs
Violations of Articles: 6, 2, and 26
1. Canada often justifies its approach to drug policy by asserting that it is necessary to ensure compliance with UN Drug Control Conventions[endnoteRef:27]. This reasoning is not accurate, complete or consistent with Canada’s equally important obligations under international human rights treaties. Canada has latitude under UN Drug Control Conventions, as it has demonstrated by enacting sweeping reforms to cannabis regulation. Further, UN Drug Control Conventions are not static, and are currently the subject of significant debate[endnoteRef:28] among UN Member States, with some states formally problematizing or rejecting them in part or whole. In fact, these conventions are currently under review by an independent expert panel. Most importantly, numerous UN bodies[endnoteRef:29] have made clear that UN Drug Control Conventions must be interpreted in light of Canada’s human rights commitments including those codified in the ICCPR.[endnoteRef:30] [27:  www.unodc.org/unodc/en/commissions/CND/Mandate_Functions/conventions.html ]  [28:  idpc.net/blog/2024/11/the-drugs-omnibus-resolution-2024-the-cold-war-between-drug-free-world-and-harm-reduction]  [29:  drugpolicy.ca/about/publication/submission-to-the-canada-gazette-part-i-volume-158-number-22-controlled-substances-regulations/ ]  [30:  transformdrugs.org/blog/cnd-2025-what-future-for-the-un-drug-control-system] 

2. Compliance with UN Drug Control Conventions does not justify the significant human rights concerns raised in our submission.
3. Canada’s primary drug control statute, the Controlled Drugs and Substances Act[endnoteRef:31] (CDSA), criminalizes possession, trafficking, importing, exporting, and production of listed substances. Penalties include imprisonment, in some cases including maximum sentencing up to life imprisonment. The CDSA is the key mechanism used by law enforcement. As outlined below, enforcement of the CDSA is a key factor driving the increasing volatility and toxicity of the unregulated drug supply. [31:  laws-lois.justice.gc.ca/eng/acts/c-38.8/ ] 

4. The Food and Drug Act and Food and Drug Regulations[endnoteRef:32] (FDA/FDR) are Canada’s primary mechanisms to regulate ingredients, potency and access to other substances, including prescription medications. The FDA/FDR offer the legal framework that could but does not presently increase safety and decrease death and harm, by ensuring that the unregulated drug supply in Canada is not tainted or dangerously potent. The FDA/FDR similarly could but does not presently control manufacture, access/sale, or advertising of unregulated drugs. [32:  laws-lois.justice.gc.ca/eng/Regulations/c.r.c.,_c._870/ ] 

5. In theory, the CDSA and FDA/FDR are intended to protect public health and safety by suppressing the supply of drugs, discouraging the use of drugs outside of medical/therapeutic contexts or legally authorized non-medical use (e.g. alcohol, cannabis, nicotine), and regulating access to quality-controlled drugs in some circumstances (i.e. prescription medications). 
6. In practice, the CDSA/FDA/FDR framework has failed to reduce availability or use of drugs and has acted as a barrier to implementing policies that would reduce the harm caused by tainted, unregulated drugs. Ultimately, it is the government’s legislative framework and the enforcement of it that has produced an unregulated drug supply characterized by extreme risk.
1.1 Canada has failed to follow evidence and expert advice to implement quality and access controls for various prohibited drugs

7. The government has ignored evidence and not acted on the recommendations[endnoteRef:33] of the government-initiated “Expert Task Force on Substance Use” and “Expert Advisory Group on Safer Supply.” Further, Canada has refused to publicly release the full findings of the Expert Advisory Group on Safer Supply, thereby reducing transparency and government accountability. [33:  www.cbc.ca/news/canada/opioid-overdose-crisis-street-drug-government-funding-9.6976562] 

8. [bookmark: _Hlk220595902]In 2021, Canada’s Expert Task Force on Substance Use[endnoteRef:34] called on the Canada to: [34:  www.canada.ca/en/health-canada/corporate/about-health-canada/public-engagement/external-advisory-bodies/expert-task-force-substance-use/reports/report-2-2021.html ] 

immediately develop and implement a single public health framework with specific regulations for all psychoactive substances, including currently illegal drugs as well as alcohol, tobacco, and cannabis. This framework should aim to minimize the scale of the illegal market, bring stability and predictability to regulated markets for substances, and provide access to safer substances for those at risk of injury or death from toxic illegal substances.
9. Other expert bodies and human rights entities have, and continue, to advance similar demands. This includes: The UN Office of the High Commissioner for Human Rights[endnoteRef:35],the British Columbia’s Coroner Service[endnoteRef:36], the BC Provincial Health Officer[endnoteRef:37], the Ontario Chief Medical Officer of Health[endnoteRef:38]– among others. [35:  www.ohchr.org/en/documents/thematic-reports/ahrc5453-human-rights-challenges-addressing-and-countering-all-aspects ]  [36:  www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/death-review-panel/an_urgent_response_to_a_continuing_crisis_report.pdf ]  [37:  www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/reports-publications/special-reports/alternatives_to_unregulated_drugs.pdf  ]  [38:  www.ontario.ca/page/chief-medical-officer-health-2023-annual-report ] 

10. Canada has not responded to or implemented these calls to action despite significant data and research demonstrating the increasing diversification, toxicity and variability of the unregulated drug supply, leading to death and increased health and social harms. 
 
1.2 Canada knowingly pursues law enforcement practices that increase the volatility and contamination of the drug supply

11. When law enforcement pressures increase, illegal drug manufacturers adapt: 
· Substances become more potent and compact to evade detection (e.g. the shift from heroin to synthetic drugs like unregulated fentanyl[endnoteRef:39]); [39:  www.canada.ca/content/dam/hc-sc/documents/services/publications/healthy-living/evolution-fentanyl-canada-11-years/evolution-fentanyl-canada-11-years-en.pdf ] 

· Novel and often more potent substances proliferate (e.g. emergence of highly potent analogues like carfentanil and addition of other substances like veterinary tranquilizers and benzodiazepines);
· Production becomes more sophisticated or clandestine and lacks safeguards to ensure consistent potency and to protect against cross-contamination. 
12. This phenomenon is well documented internationally and in Canada through drug checking services[endnoteRef:40] and Health Canada’s own monitoring systems[endnoteRef:41]. [40:  drugchecking.community/reports ]  [41:  health-infobase.canada.ca/canadian-drug-and-substance-watch/ ] 

13. Ultimately, consumers are not able to access adequate information that would give them knowledge of the potency or contents of the substances they ingest. And, shifts in the contents and potency of the drug supply reliably increase the foreseeable risk of death.
14. Police enforcement (e.g., drug seizures) increases the volatility of the drug supply and recent research shows that drug deaths increase significantly[endnoteRef:42] for up to three weeks after police drug seizures[endnoteRef:43]. Fear of police and criminalization also deters people from accessing health and social services, and incarceration is correlated with increased risk of death upon release. [42:  ajph.aphapublications.org/doi/10.2105/AJPH.2023.307291 ]  [43:  pmc.ncbi.nlm.nih.gov/articles/PMC10262240/. ] 

15. According to UN experts[endnoteRef:44], this approach “undermines health and social wellbeing and wastes public resources while failing to eradicate the demand for illegal drugs and the illegal drug market.” [44:  www.ohchr.org/en/statements-and-speeches/2022/06/end-war-drugs-and-promote-policies-rooted-human-rights-un-experts] 

16. Put plainly, when police enforce drug laws – people are at greater risk of death[endnoteRef:45]. [45:  pubmed.ncbi.nlm.nih.gov/38211403/ ] 

17. Under General Comment No. 36, Article 6 requires States to address “general conditions in society that may give rise to threats to life.” Canada’s drug policy framework and enforcement practices predictably produce tens of thousands of preventable deaths; this cannot be reconciled with Canada’s obligations under Article 6. The continued reliance on prohibition despite overwhelming evidence of harm demonstrates a failure of due diligence by the Government of Canada. 
18. This failure is compounded by discriminatory impacts of police enforcement. Enforcement disproportionately targets Indigenous peoples, Black communities, and people living in poverty. Thus, Canada’s drug law enforcement not only fails to protect life but does so inequitably, engaging Articles 2 and 26.
19. The scale, duration, and predictability of Canada’s drug toxicity crisis demand recognition as a systemic violation of the right to life. The Canadian Drug Policy Coalition recommends that:

The Committee find that:
1. Canada’s drug laws (CDSA, FDA, FDR) are a significant contributor to the volatility and toxicity of the unregulated drug supply, constituting a violation of the right to life under Article 6;
2. Canada has failed to take reasonable and effective measures to protect life without discrimination where threats are foreseeable by failing to respond to and work towards implementation of the recommendations of the Expert Task Force on Substance Use in violation of Articles 2, 6 and 26.

The Committee call on Canada to:
1. Publicly release the full findings and reports of the Expert Advisory Group on Safer Supply;
2. Within 1 year, complete an arms-length review of the impacts of drug law enforcement on the volatility of the drug supply, and discriminatory practices and effects of such enforcement. This should be led by an independent committee of qualified interdisciplinary evaluators and people with lived/living experience with meaningful engagement from civil society;
3. Implement the recommendation of the Expert Task Force on Substance Use to create “a single public health framework with specific regulations for all psychoactive substances” including a commitment to specified goals and timelines, processes for lived/living experience and civil society engagement, and human rights accountability mechanisms to ensure that reasonable and effective measures are taken in a timely manner.

ISSUE 2
[bookmark: _Hlk220618573]Prosecuting people for providing life-saving programs: The Drug User Liberation Front Compassion Club
Violations of Articles: 2, 6, 9, and 26
20. CDPC is mindful that the issue described herein is still before both the Supreme Court of British Columbia and the Federal Court of Canada. CDPC wishes to emphasize that nothing in this submission should be interpreted to increase risk of harm and death for members of the Drug User Liberation Front (DULF) compassion club nor the security of the person or liberty of the founders of the DULF compassion club who are currently challenging criminal convictions[endnoteRef:46] for their involvement in the compassion club.  [46:  www.canlii.org/en/bc/bcsc/doc/2025/2025bcsc2225/2025bcsc2225 ] 

21. In 2016, the province of British Columbia declared the toxic drug crisis a public health emergency[endnoteRef:47]. The crisis, however, is not limited to British Columbia; it is devastating families and communities across the country. [47:  news.gov.bc.ca/releases/2016hlth0026-000568] 

22. In this context, between August 2021 and June 2022 the founders of DULF sought authorization[endnoteRef:48] from the Government of Canada to establish a compassion club for people at significant and foreseeable risk of death due to unregulated drugs. Their request was supported by academic experts and the local Medical Health Officer. Even the Vancouver Police Department was informed of DULF founders’ plan and agreed to work with them if the government authorized the compassion club. [48:  dulf.ca/program-documents/] 

23. DULF wanted to act lawfully; they asked the government for help. The government rejected their request in July 2022. Faced with what one founder described as a “horror beyond words”[endnoteRef:49] in their community, DULF’s founders were compelled to act, even without government authorization. [49:  thetyee.ca/News/2025/12/02/What-Stake-DULF-Constitutional-Challenge/] 

24. DULF sourced heroin, methamphetamine and cocaine online, tested the drugs using the best available technologies, packaged and labeled them with ingredient lists and health warnings, and carefully selected compassion club members who were all at least 18 years of age and currently using unregulated drugs. Drugs were sold at-cost and without any profit to the founders.
25. The compassion club opened in August 2022. They operated transparently; police, government, and health authorities were all informed as to their operations. Highly experienced researchers were evaluating DULF’s compassion club’s operations and outcomes.
26. And, it worked. During the year that the club operated[endnoteRef:50], members experienced significantly reduced risk of non-fatal overdose, and, of the club’s 47 members, one died prior to ever accessing the club and only two people declined to attend follow up interviews required as part of the club’s evaluation. No overdoses occurred on DULF’s premises. [50:  www.sciencedirect.com/science/article/pii/S095539592400015X#sec0001] 

27. In 2023, numerous politicians mounted a public campaign targeting DULF. In an increasingly politicized environment characterized by misinformation, DULF was raided by police, its founders were arrested and the compassion club was shut down.
28. At the time of their arrest, even the Vancouver Police Department agreed that their arrests could “absolutely”[endnoteRef:51] result in drug users who rely on the compassion club’s services consuming more dangerous substances. The Premier of British Columbia acknowledged that DULF had been doing “life-saving work”[endnoteRef:52]. [51:  www.ctvnews.ca/vancouver/article/2-arrested-in-vancouver-police-crackdown-on-unsanctioned-safe-drug-supply-program/ ]  [52:  drugpolicy.ca/when-law-and-policy-is-unjust-communities-have-no-choice-but-to-act/] 

29. In 2025, the DULF founders were each found guilty of three drug trafficking offences. The maximum punishment for these crimes is imprisonment for life.
30. The members of the compassion club lost access to lifesaving supports and were left without reasonable options other than once again using drugs from the unregulated supply. One club member, whose drug use was more stable when the club was in operation, has publicly admitted that after it was shut down he returned to using unregulated drugs, was exposed to fentanyl for the first time, and during the two months after the club closed, he overdosed “at least once a day”[endnoteRef:53]. [53:  www.cbc.ca/news/canada/opioid-overdose-crisis-street-drug-government-funding-9.6976562] 

31. DULF’s founders are now challenging the lawfulness of the CDSA on the basis that a portion of the law violates Canada’s Charter of Rights and Freedoms because it unjustifiably violates rights to life, liberty, security of the person and protection against discrimination. The founders are not currently in custody; they have been released into the community while the Supreme Court of British Columbia hears their court challenge.
32. Canada’s drug laws failed to support the DULF compassion club, despite its demonstrable success in reducing overdose and related harm to its members. Government and police actions caused foreseeable and significant risk of death of club members. Prosecutors charged DULF’s founders without properly considering whether it was in the public interest to do so.
33. The result is a devastating violation of ICCPR obligations to protect life without discrimination contrary to Articles 2, 6 and 26, and arrests and convictions that are manifestly disproportionate, unjust, unpredictable and discriminatory[endnoteRef:54] contrary to Article 9. The Canadian Drug Policy Coalition recommends that: [54:  ccprcentre.org/files/media/ICCPR_easy_to_read_commentary_WEB.pdf ] 


The Committee find that:
1. Canada’s failure to legally authorize the DULF compassion club violates Article 6;
2. Government and police actions to close the DULF compassion club and prosecute the DULF founders violate Articles 6 and 9.

The Committee call on Canada to:
1. Stay all criminal charges and expunge the criminal records of the DULF founders for their involvement in the compassion club;
2. Immediately undertake a review of section 5 of the CDSA and relevant sections of the FDA/FDR and, within 1 year, bring forward amendments to these laws to ensure non-medicalized safer supply programs such as DULF’s compassion can operate lawfully.




ISSUE 3
Expanding criminalization, police powers and health-based detention
Violations of Articles: 2, 6, 9, 26
34. In the devastating context described above, Canada’s actions are increasing foreseeable risk of death, harm and criminalization of impacted communities by rescinding harm-reducing policies, increasing criminalization of people who use drugs and lack housing, and abandoning evidence-based health services while enacting involuntary treatment laws and policies.
35. Canada is acting in a manner contrary to long-established human rights standards. Such violations were succinctly described by the UN High Commissioner for Human Rights, Navi Pillay, in 2009[endnoteRef:55]: [55:  www.ohchr.org/en/press-releases/2009/10/un-human-rights-chief-calls-international-drugs-policy-include-focus-human ] 

Individuals who use drugs do not forfeit their human rights. All too often, drug users suffer discrimination, are forced to accept treatment, marginalized, and often harmed by approaches that over-emphasize criminalization and punishment while under-emphasizing harm reduction and respect for human rights.
3.1 Recriminalizing drug possession in the province of British Columbia and prohibiting decriminalization in Ontario
36. “Decriminalization” refers to policy that removes criminal sanctions[endnoteRef:56] related to drug use. Models of decriminalization vary widely around the world, and the impact of these policies depend on design, implementation, and alignment with rights-based principles. Poorly designed models risk perpetuating harms, while strong models can advance public health, social justice, and human rights[endnoteRef:57]. [56:  www.talkingdrugs.org/drug-decriminalisation/ ]  [57:  Ranger, C., 2025, Updating Decriminalization Across the World: Synthesis of Evidence, Rights-Holder Analysis, and Theory of Change [Unpublished manuscript].] 

37. The province of British Columbia (B.C.) implemented a limited decriminalization policy in January 2023 through an exemption granted by the Government of Canada under the CDSA. The policy removed criminal sanctions for people 18 years and older for possession of up to combined total of 2.5 grams of opioids, methamphetamine, cocaine and MDMA for personal use. 
38. B.C.’s stated purpose[endnoteRef:58] for implementing decriminalization was to reduce the stigma associated with seeking care for substance use and to support people to access health and social services by treating substance use as a health matter, not a criminal justice issue. Criminal justice involvement for drug use[endnoteRef:59] is tied to a number of negative health and social outcomes, and people are at significantly higher risk of drug-related death in the days and weeks after release from jail[endnoteRef:60]. [58:  www.bccdc.ca/health-info/prevention-public-health/decriminalization-in-bc ]  [59:  www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/reports-publications/special-reports/stopping-the-harm-report.pdf   ]  [60:  www.tdin.ca/res_documents/Drug%20Toxicity%20on%20Release.pdf ] 

39. Despite significant concerns[endnoteRef:61] and limitations[endnoteRef:62] of B.C.’s decriminalization model, preliminary evaluation data indicate its beneficial impacts[endnoteRef:63] including: significant decreases in police interactions[endnoteRef:64]  (called “offences”) and police seizures of small amounts of drugs; increased comfort seeking health and social services; decreased ambulance calls; and no observed increase in substance use disorder diagnoses. [61:  www.sciencedirect.com/science/article/pii/S0955395924001634 ]  [62:  link.springer.com/article/10.1186/s13011-023-00547-w ]  [63:  www2.gov.bc.ca/assets/gov/overdose-awareness/data_report_to_health_canada_august_2025.pdf ]  [64:  www.dal.ca/news/media/media-releases/2025/04/14/media_release__study_finds_drug_decriminalization_in_british_columbia_linked_to_significant_reduction_in_criminal_justice_involvement.html ] 

40. The B.C. and federal governments failed support the success of decriminalization. Governments did not conduct evidence-based public education in local communities, governments or police, failed to make parallel investments in health services and housing, and adopted language in public announcements that entrenched stigma. All of which set the stage for public misunderstanding and backlash.
41. Amidst growing politicization of the decriminalization policy, B.C. attempted to enact a law targeting homeless people who use drugs (outlined below at 3.2) in November 2023, and eventually recriminalized drug possession in public spaces in May 2024. Almost immediately, possession “offences” rebounded to rates nearly as high as pre-decriminalization. This change impacted people living in poverty, homeless people, and people without access to health and social services and safe places to consume drugs indoors. Notably, this change disproportionately harms racialized communities and Indigenous people who are disproportionately experiencing homelessness.
42. B.C. abandoned decriminalization[endnoteRef:65] as of January 31, 2026. It is now once again a crime to possess small amounts of drugs for personal use. [65:  drugpolicy.ca/bc-revives-criminalization/ ] 

43. Decriminalization cannot mitigate the harms caused by government failures to address the unregulated drug supply. That said, its abandonment increases the foreseeable risk of death by increasing criminal justice involvement amongst people who use drugs and driving people to use drugs in isolation to avoid police surveillance. These impacts disproportionately impact and discriminate against Indigenous, Black and racialized communities, people without housing, and people living with disabilities.
44. Government failures to support proper implementation and education about decriminalization in B.C. has impacted other regions in Canada. Toronto, Ontario requested a CDSA exemption to decriminalize drug possession in 2022; their request was rejected[endnoteRef:66] by the Government of Canada in May 2024. [66:  www.canada.ca/en/health-canada/news/2024/05/statement-from-the-minister-of-mental-health-and-addictions-and-associate-minister-of-health0.html] 

45. The province of Ontario went a step further in 2024, introducing a law[endnoteRef:67] that prohibits municipalities and local health boards from applying for any form of decriminalization exemption. [67:  www.ontario.ca/laws/statute/24c27a] 

3.2 Criminalizing survival activities in public spaces
46. In Canada, most public space is regulated through municipal bylaws and other provincial, territorial or federal land use legislation. These overlapping laws and policies frequently criminalize activities related to drug use that occur at the intersection of poverty and homelessness. Rights violations against people living in encampments are more fully outlined in the “Right to Life & Ending Homelessness in Canada”[endnoteRef:68] civil society submission. [68:  housingrights.ca/wp-content/uploads/Canada_ICCPR_Session145_CivilSocietySubmission_NRHN-WNHHN-CCHR_March2026_pdf.pdf ] 

47. Due to the increasing toxicity and unpredictability of unregulated drugs, public spaces can be the safest place to use drugs[endnoteRef:69] to ensure proximity to others and access to emergency health care, outreach services, and harm reduction support in the event of a drug poisoning. People with no housing or shelter access live their lives in public spaces and may have nowhere else to use. [69:  drugpolicy.ca/for-immediate-release-bc-supreme-court-rules-in-favour-of-harm-reduction-nurses-association-pauses-coming-into-force-of-bcs-public-drug-consumption-law/ ] 

48. Provincial laws and Municipal bylaws increasingly seek to criminalize drug use and survival activities in public spaces. People without housing can be fined, displaced, detained, or have property seized as a result of such activities. Under some laws, people convicted of a public space offence can face incarceration. These measures force people to use drugs in isolated areas where overdose risk increases as emergency response is unavailable. 
49. CDPC and Pivot Legal Society voiced many of these concerns[endnoteRef:70] with the United Nations Office of the High Commissioner on Human Rights in 2023. Despite this, provinces and municipalities continue to implement new laws and bylaws that drive harm. [70:  drugpolicy.ca/about/publication/submission-to-the-united-nations-high-commissioner-for-human-rights/] 

50. Notably, a in B.C. that sought to prohibit drug use in numerous public spaces and create offences and punishments (including fines and possible incarceration) was stopped from being implemented by the Supreme Court of British Columbia[endnoteRef:71]. The Court found that “the unregulated nature of the illegal drug supply is the predominant cause of increasing death rates in British Columbia” and that in this context “irreparable harm will be caused if the Act comes into force” – including increased risk of death. The Court acknowledged “it is apparent that public consumption and consuming drugs in the company of others is oftentimes the safest, healthiest, and/or only available option for an individual, given a dire lack of supervised consumption services, indoor locations to consume drugs, and housing.”  [71:  www.canlii.org/en/bc/bcsc/doc/2023/2023bcsc2290/2023bcsc2290.html ] 

51. Despite this court decision, Ontario implemented[endnoteRef:72] a similar – though more punitive – law in 2025. Under Ontario’s law, anyone who is suspected to be consuming an illegal substance in a public space can be directed by a police officer to leave the area (this includes a dwelling or tent), can have their drugs seized and, if convicted of an offence, can be fined of up to $10,000 and/or imprisoned for up to six months.  [72:  www.ontario.ca/laws/statute/s25005 ] 

52. The resulting displacement, incarceration, and police seizure of drugs or drug use equipment can lead to increased overdose risk and mortality[endnoteRef:73], directly engaging the right to life. The broad police discretion authorized under these laws to detain or remove individuals based on suspicion of drug use also raises concerns of arbitrary detention under Article 9 and discriminatory enforcement under Article 26. [73:  ajph.aphapublications.org/doi/full/10.2105/AJPH.2023.307291?role=tab ] 

3.3 Introducing involuntary treatment regimes and “secure” health facilities
53. Canadian provinces already have laws allowing people to be detained against their will for mental health reasons causing danger to oneself or others. While these laws may require reform to ensure they respect rights and bodily autonomy, they do have mechanisms to allow people to request review of their detention and they should be used in only the most serious of circumstances based on reliable information and informed by best available evidence. People who use drugs are already increasingly detained under these laws, often when experiencing a combination of mental health symptoms and unregulated drug-related intoxication. These laws are intended as a last resort for the treatment of serious mental health conditions – not for addictions treatment.
54. In the last two years, some provinces have begun prioritizing policies to detain people and force them into drug treatment[endnoteRef:74] without their consent. These treatment programs often require abstinence, prohibit people from accessing effective and safe medical supports like methadone, and increase the risk of overdose upon discharge[endnoteRef:75]. This policy shift towards “involuntary treatment” is being driven by political discourse, not evidence.  [74:  www.cbc.ca/news/canada/edmonton/alberta-involuntary-treatment-centres-addictions-1.7467178 ]  [75:  journals.sagepub.com/doi/abs/10.1177/1073110520979384 ] 

55. To understand the dangers and human rights violations caused by involuntary treatment, it is important to understand that “addiction” does not have an agreed upon scientific definition[endnoteRef:76] and how a person’s drug use is treated varies significantly depending on economic and social status, race and gender. Systemically marginalized communities are more likely to receive poor-quality treatment or none at all.  [76:  drugpolicy.ca/our-work/addiction-treatment-position-statement/ ] 

56. Further, the current patchwork of “addiction treatment” systems in Canada fails to meet[endnoteRef:77] the needs of far too many people who seek support. For addiction treatment to be safe and effective, it should be accessible, high-quality, culturally responsive, upholding of human rights[endnoteRef:78], and voluntary. A significant portion of addiction treatment in Canada is run by privately-operated service providers, some of which are for-profit companies[endnoteRef:79]. Canada does not have national standards for addiction treatment to ensure services are safe and effective. With the exception of Québec[endnoteRef:80], provincial accreditation systems for residential facilities, where they exist at all, do not meaningfully enforce expected standards of care[endnoteRef:81]. This means that most places in Canada, privately-run treatment providers operate without meaningful government oversight around staff training or certification, standards of care, or what treatment they offer. Residential addiction treatment centres are not required to track service user outcomes or publicly share reports of abuse or deaths. Voluntary treatment is not readily available. People seeking treatment may have to wait months or years[endnoteRef:82] for services depending on where they live and many people die while they wait. [77:  www.ccsa.ca/sites/default/files/2023-05/Accountability-in-Bed-Based-Addiction-Treatment.pdf ]  [78:  www.hivlegalnetwork.ca/site/dependent-on-rights-assessing-treatment-of-drug-dependence-from-a-human-rights-perspective/?lang=en]  [79:  www.cbc.ca/news/canada/private-addiction-treatment-centres-unregulated-danger-9.6948952 ]  [80:  www.legisquebec.gouv.qc.ca/fr/document/rc/S-4.2, r. 0.1?langCont=en ]  [81:  pubmed.ncbi.nlm.nih.gov/40157735/ ]  [82:  amho.ca/wp-content/uploads/2025/03/Unlocking-Solutions_Understanding-and-Addressing-Ontarios-Mental-Health-and-Addictions-Supportive-Housing-Needs-AMHO2025.pdf ] 

57. Rather than improving access to voluntary treatment services that people want and need, some provinces are prioritizing involuntary treatment. Both Alberta[endnoteRef:83] and B.C.[endnoteRef:84] are building involuntary drug treatment facilities rather than investing public funds in improving evidence-based voluntary services. [83:  calgaryherald.com/news/politics/alberta-build-mandatory-drug-treatment-centres-calgary]  [84:  news.gov.bc.ca/releases/2024PREM0043-001532 ] 

58.  There is limited evidence to suggest that involuntary substance use treatment is safe[endnoteRef:85] or effective[endnoteRef:86]. While, coercion may keep people in a treatment facility longer, the evidence does not demonstrate that they will exit treatment healthier, happier, more stable, or with reduced[endnoteRef:87] substance[endnoteRef:88] use[endnoteRef:89]. On the contrary, involuntary treatment is linked to increased risk of fatal and non-fatal overdose after being[endnoteRef:90] discharged[endnoteRef:91]. Many people who have been treated involuntarily also associate it with persistent trauma and severe violations of their health and safety, largely because there are even fewer safeguards[endnoteRef:92] in place to prevent abuse for involuntary patients than there are for voluntary patients[endnoteRef:93].  People who have been subjected to involuntary treatment may be less willing to engage with voluntary health services in the future, worsening their health and social outcomes, as well as the health and social outcomes of communities overall[endnoteRef:94].  [85:  journals.lww.com/cja/abstract/2023/06000/involuntary_treatment_for_adult_nonoffenders_with.5.aspx ]  [86:  journals.lww.com/cja/fulltext/2023/12000/effectiveness_of_involuntary_treatment_for.2.aspx ]  [87:  pmc.ncbi.nlm.nih.gov/articles/PMC4752879/pdf/nihms751135.pdf ]  [88:  pubmed.ncbi.nlm.nih.gov/27964869/ ]  [89:  onlinelibrary.wiley.com/doi/abs/10.1111/add.14769 ]  [90:  harmreductionjournal.biomedcentral.com/articles/10.1186/s12954-024-00999-8#citeas ]  [91:  journals.sagepub.com/doi/abs/10.1177/1073110520979384 ]  [92:  bcombudsperson.ca/investigative_report/committed-to-change-protecting-the-rights-of-involuntary-patients-under-the-mental-health-act/ ]  [93:  bcombudsperson.ca/wp-content/uploads/2025/08/OMB-Committed-to-Change-FINAL-web.pdf ]  [94:  journals.lww.com/cja/abstract/2020/03000/the_ethics_of_compulsory_treatment_of_addictions.2.aspx ] 

59. The province of Alberta[endnoteRef:95] has passed a deeply concerning involuntary treatment law – this law is not yet in force and should be stopped from ever being implemented due to the foreseeable harms and serious human rights abuses it poses. The Alberta law allows police to apprehend and involuntarily detain people who use drugs even when they have been deemed to have capacity to make decisions about their care[endnoteRef:96]. The law’s criteria for apprehension[endnoteRef:97] focus on whether a person has a history of overdose, is struggling with daily activities, is experiencing deteriorating health, is demonstrating severe intoxication, among others. None of the criteria in the law justify the violation of bodily autonomy[endnoteRef:98] and foreseeable risk to life and health caused by involuntarily detaining a person due to drug use. Further, none of these criteria take the unregulated and variable drug supply into consideration in assessing the reasons why a person has a history of overdose, appears severely intoxicated or is experiencing deteriorating health. [95:  www.alberta.ca/providing-life-saving-treatment-for-substance-abuse-and-addiction ]  [96:  pmc.ncbi.nlm.nih.gov/articles/PMC12638111/ ]  [97:  www.canlii.org/en/ab/laws/stat/sa-2025-c-c-21.5/latest/sa-2025-c-c-21.5.html]  [98:  www.aclrc.com/blog/albertas-compassionate-intervention-act-and-charter-rights/  ] 

60. People experiencing poverty and housing instability are disproportionately impacted by coercive treatment policies as a way to remove visibly homeless people from their communities rather than working to provide safe and adequate housing for all community members. Governments in Canada have failed to adequately invest in voluntary, evidence-based treatment, while concurrently neglecting their obligations to address structural determinants of health, such as housing and poverty. In the  resulting context, provinces are deploying forced treatment to clear homeless encampments[endnoteRef:99] and displace people deprived of housing out of public view. [99:  www.thetrillium.ca/news/health/growing-encampments-prompt-ontario-mayors-to-call-for-forced-treatment-9604774 ] 

61. Involuntary detention cannot be used as a substitute for voluntary, accessible, high-quality health care, housing, meaningful poverty reduction initiatives.
62. Unionized workers are also impacted by coercive treatment policies. Workers can be forced into treatment programs that are harmful to them, can lose their employment for refusing to see a doctor chosen by their employer, and can be ordered to maintain 24/7 abstinence and undergo regular drug testing for months or years – at their own expense – even if there is no reasonable employment-related justification for these measures.
63. In sum, involuntary addictions treatment is linked to an increased risk of death and harm contrary to Article 6. These laws and policies discriminate against people who use drugs, especially those without housing and experiencing poverty, contrary to Articles 2 and 26. The widespread use of involuntary treatment is not supported by evidence and disregards informed consent raising concerns that these policies also violate Article 7 guarantees that “no one shall be subjected without his free consent to medical or scientific experimentation” and Article 9 protections against arbitrary detention. The Canadian Drug Policy Coalition recommends that the Committee call on Canada to:
1. Within 1 year, complete an arms-length review of existing decriminalization policies throughout the world and craft recommendations to amend section 4 of the CDSA (prohibition of drug possession). To be led by an independent committee of qualified interdisciplinary researchers and people with lived/living experience with meaningful engagement from civil society;
2. Amend federal, provincial and territorial human rights laws to protect people against discrimination on the basis of social status, including housing status;
3. Rescind laws that target people who use drugs and rely on public spaces for the necessities of life and invest in housing and health and social services to provide dignified alternatives to homelessness and public drug use;
4. Rescind involuntary addictions treatment laws and invest in publicly administered, not-for profit, voluntary addictions treatment that is high-quality, accessible and culturally responsive;
5. Establish national standards for addictions treatment including client redress mechanisms, quality assurances, mandatory evaluation of outcomes and reporting of deaths and injuries.




ISSUE 4
Closing and restricting essential health interventions
Violations of Articles: 6, 2, 26
64. Given the scale of the current crisis, Canada must take stronger actions to prevent death and mitigate harm now. Harm reduction is the last line of defence for people at risk of imminent death from unregulated drugs. “Harm reduction” describes not only a suite of health and social services; it is also a principle for interpreting law[endnoteRef:100] and policy and an ethos of mutual aid and care. Many harm reduction services that are now officially authorized and touted by Canada’s government emerged out of community-level action by-and-for people who use drugs and their allies. [100:  R. v. Wilson, 2025 SCC 32] 

65. These proven life-saving and health-benefitting services are now under attack. Political actors[endnoteRef:101] have launched misinformation campaigns[endnoteRef:102], used a Parliamentary Committee studying the “Opioid Epidemic and Toxic Drug Crisis”[endnoteRef:103] on health to spread misinformation[endnoteRef:104] and encourage discrimination against people who use drugs, and laws and government decisions are shutting down services people rely on every day. Harm reduction services are being blamed for social inequities, structural and systemic problems, and service-design flaws that they did not cause and do not have power to solve.  [101:  www.cbc.ca/news/canada/british-columbia/supervised-consumption-site-scale-back-poilievre-1.7262063 ]  [102:  pressprogress.ca/why-pierre-poilievres-video-attacking-safe-supply-is-misleading-and-dangerous/ ]  [103:  www.ourcommons.ca/committees/en/HESA/StudyActivity?studyActivityId=12437048 ]  [104:  www.ourcommons.ca/documentviewer/en/44-1/HESA/meeting-120/evidence#Int-12787647 ] 

66. CDPC recognizes that neither of the services described below (supervised consumption sites and prescription-based safer supply) can be scaled to a population level, nor are they a solution to the systemic unregulated drug crisis driven by the CDSA/FDA/FDR legal framework. They are not intended to be complete solutions, are not appropriate or available to people who only use unregulated drugs occasionally, and, to-date, have been implemented with significant limitations that decrease their potential efficacy, such as geographic barriers.
67. They do, however, save lives daily. For the thousands of people who use unregulated drugs and can access these services, they create safety and connect people to systems of care.
4.1 Closing supervised consumption services

68. Canada has historically been a leader in advancing supervised consumption services (SCS), having opened InSite, the first sanctioned SCS in North America, in 2001. In 2011, the Supreme Court of Canada declared that the government’s refusal to extend the authorization InSite needed to operate was unconstitutional because it violated the right to life and security of the person. Despite this, in the last year over half of the SCS in Ontario have been forced to close and sites in other locations are under threat.
69. The Government of Canada describe these services[endnoteRef:105] as: [105:  www.canada.ca/en/health-canada/services/substance-use/supervised-consumption-sites/explained.html ] 

Supervised consumption services save lives and benefit communities. Supervised consumption sites provide a safe, clean space for people to bring their own drugs to use, in the presence of trained staff. This prevents accidental overdoses and reduces the spread of infectious diseases, such as HIV. Supervised consumption sites may offer a range of evidence-based harm reduction services, such as drug checking.
70. SCS operate as a low-barrier drop-in health and social service. They are not intended or designed to act as comprehensive treatment services. By welcoming clients without expectation that they seek abstinence, SCS can connect with many people who are not connected to other health and social services. They provide safety and overdose response in the moment, and over months and years build relationships to help people connect with health and social supports.
71. SCS are busy, and they save lives. Between January 2017 to May 2025, SCS[endnoteRef:106] in Canada were visited 5,394,643 times, serving 531,495 people. SCS staff have responded to more than 65,977 overdoses. Data gathered since 2020 shows that there have been 0 confirmed overdose fatalities in Canada’s SCS. [106:  health-infobase.canada.ca/supervised-consumption-sites/#a5 ] 

72. Over the last two years many SCS have been forced to close. Many have been defunded, new provincial laws are forcing services to close due to new requirements that they not be within 200 metres (Ontario: CCRA, 2024[endnoteRef:107]) or 150 meters (Quebec Bill 103, 2025[endnoteRef:108]) of schools, daycares. In Ontario, municipalities and local health boards are prohibited from applying for or supporting applications to operate SCS without permission from the Ontario government. It is clear the government has no intention of offering that permission. In the words of Ontario’s Minister of Health, Sylvia Jones: “There will be no further safe injection sites in the province of Ontario under our government”[endnoteRef:109]. [107:  www.ontario.ca/laws/statute/24c27a ]  [108:  www.publicationsduquebec.gouv.qc.ca/fileadmin/Fichiers_client/lois_et_reglements/LoisAnnuelles/en/2025/2025C34A.PDF ]  [109:  www.cbc.ca/news/canada/toronto/legal-challenge-ontario-law-supervised-consumption-sites-free-to-relocate. ] 

73. Some provincial governments justify the closure of these services by inaccurately alleging that SCS increase crime and violence in their local communities. The data don’t support that story. Findings suggest that with the exception of break and enters, SCS in Toronto were associated with neutral to positive improvements in local crime trends[endnoteRef:110] and SCS implementation was not associated with increased homicide rates but, instead, a reduction in monthly incidence near SCS[endnoteRef:111].  [110:  jamanetwork.com/journals/jamanetworkopen/fullarticle/2841824 ]  [111:  www.thelancet.com/journals/lanam/article/PIIS2667-193X(25)00032-8/fulltext ] 

74. The data do show that many SCS clients lack housing[endnoteRef:112], are experiencing extreme poverty, and are often coping with a number of health conditions and trauma. Many clients do not have a home or indoor place to go when SCS are closed, and some rely on poverty-driven minor crimes like shop lifting or other theft to meet their most basic daily needs.  [112:  www.sciencedirect.com/science/article/abs/pii/S037687162030243X ] 

75. SCS are now being forced to close or told to take responsibility to ensure people experiencing homelessness and poverty are not seen sleeping or loitering near an SCS. Governments ask SCS to provide more and more crime data when reporting on their services. It is not reasonable for small, often under-resourced SCS to be held responsible for systemic government failures to address homelessness and poverty. Governments are shifting the blame for their failures and asking too much from frontline workers who are already helping people in crisis and saving lives every day.
76. Governments are also intentionally limiting how SCS operate, leaving many people unable to benefit from them. In the last few years, there has been an unprecedented shift from injecting to smoking[endnoteRef:113] unregulated drugs across North America. In B.C. smoking-related overdose deaths increased from 29% (2016) to 65% (2023), yet less than half of supervised consumption sites offered a safe place for people to smoke.  In Ontario, opioid toxicity deaths where inhalation was the only mode of drug use almost doubled (2017-2021)[endnoteRef:114] and, since 2020, approximately half of opioid toxicity deaths had evidence of inhalation[endnoteRef:115].  Despite this, Ontario has never funded inhalation services.  [113:  www.sciencedirect.com/science/article/pii/S0376871624001960 ]  [114:  www.sciencedirect.com/science/article/pii/S095539592300244X?via%3Dihub ]  [115:  odprn.ca/wp-content/uploads/2024/11/OCC_Opioid-Mortality-Summary-2024_Q2-October-2024.pdf ] 

77. This is not accidental: it is a government choice that is causing increased foreseeable risk of death. Beyond the significant risk of death for people who inhale drugs, this government failure is also being used against existing SCS who are regularly blamed when members of the public witness a person smoking/inhaling drugs outside an SCS. SCS providers would provide safer indoor spaces for these people, if government allowed and resourced them to do so.
78. SCS closures have significant impacts for people who use drugs as well as a chilling effect on harm reduction service providers. A site in Lethbridge Alberta was the busiest in the world until the Alberta government forced its closure in 2020[endnoteRef:116]. A study[endnoteRef:117] looking at the potential closure of SCS in Toronto estimated that “a large proportion of people – almost 50% in some scenarios – would lose access to an intervention with a strong evidence base for improving their health and well-being.” Since this study, over half the sites in Toronto were forced to close. [116:  pmc.ncbi.nlm.nih.gov/articles/PMC12142985/ ]  [117:  odprn.ca/wp-content/uploads/2024/11/Estimating-the-Effects-of-Closing-Supervised-Consumption-Sites-in-Toronto.pdf ] 


79. SCS cannot save everyone who is at risk of death. They have, however, prevented tens of thousands of possible deaths in the last decade. Closing them is a clear violation of Article 6. Government’s justifications for these closures are grounded in and perpetuate discrimination and stigma against people who use drugs, lack housing and live in poverty contrary to Articles 2 and 26.
4.2 Limiting and defunding prescription-based health programs to decrease reliance on the unregulated toxic drug supply

80. As outlined throughout this submission – Canada’s preventable drug-related death crisis is being driven by the unregulated drug supply. In this context, pharmaceutical-grade alternatives to unregulated illegal drugs are an effective intervention to prevent death and injury, and to improve community safety. 
81. Programs like this are commonly referred to as “safe supply” or “safer supply”. Safer supply includes both prescription-based services and non-medicalized compassion club models such as the model that DULF tried to implement. The goal of these programs is to reduce people’s reliance on unregulated and unpredictable drugs that are causing fatal and non-fatal overdose without requiring that people become abstinent (sober). They are designed to prioritize immediate safety and to support longer-term wellness and stability while also decreasing a person’s likelihood of being arrested and imprisoned for drug and poverty related crimes. The Government of Canada defines these programs[endnoteRef:118] as: [118:  www.canada.ca/en/health-canada/services/opioids/responding-canada-opioid-crisis/safer-supply.html ] 

Safer supply refers to providing prescribed medications as a safer alternative to the toxic illegal drug supply to people who are at high risk of overdose. Safer supply services can help prevent overdoses, save lives, and connect people who use drugs to other health and social services.  
82. Currently, the Government of Canada has only authorized limited prescription-based models. In variations of this model, a prescriber provides controlled access to pharmaceutical alternatives to the unregulated drugs that put people at risk of dying. 
83. This model creates significant limitations. Most people at risk of dying do not have access to a medical prescriber, and these programs have never been scaled up or designed to properly meet people’s needs.  For example: in April 2024, 15 programs in Ontario[endnoteRef:119] were providing life-saving care to about 1,500 people – a fraction of the number of people that could potentially have benefited from it. 2,224 people died of opioid toxicity in Ontario in 2024. In November 2023 in British Columbia, approximately 3,500 people[endnoteRef:120] were accessing safer supply, compared to an estimated 225,000 people[endnoteRef:121] who access the unregulated drug supply each year. [119:  www.substanceusehealth.ca/sites/default/files/Prescribed Alternatives Programs in Ontario - Briefing Note April 2024.pdf ]  [120:  www.bccdc.ca/health-professionals/data-reports/substance-use-harm-reduction-dashboard ]  [121:  www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/death-review-panel/review_of_illicit_drug_toxicity_deaths_2022.pdf ] 

84. Further, the pharmaceutical alternatives available through prescriber-based safe supply do not meet the needs of all clients[endnoteRef:122], limiting their efficacy. For example, prescribing hydromorphone (Dilaudid) to someone who has been regularly exposed to much stronger opioids like fentanyl can be inadequate. Additionally, some people have become physically dependent on benzodiazepines when unexpectedly exposed through contaminated unregulated drugs, but benzodiazepines are not offered in some programs. Rather than improve prescription safer supply programs, governments have used these design failures as reasons to restrict or end safer supply services. [122:  drugpolicy.ca/wp-content/uploads/2023/10/Canadian-Civil-Society-Advancing-Safe-Supply_Policy-Brief-and-Recommendations_Feb-2023-1.pdf ] 

85. Despite these limitations, people accessing safer supply[endnoteRef:123] are exposed to far less risk of death and injury, they are less likely to be hospitalized due to drug overdose, commit fewer poverty-related crimes, and are more likely to maintain stable housing and achieve better social outcomes such as employment. Communities also benefit from safer supply programs because emergency and other health care services are less overwhelmed. [123:  odprn.ca/wp-content/uploads/2023/07/Safer-Opioid-Supply-Rapid-Review.pdf ] 

86. Between 2017 and March 2025, Health Canada funded 31 prescription-based safer supply projects across the country. Despite data showing positive outcomes, that funding was time-limited and expired on March 31, 2025. Rather than working to scale up and improve these programs, Canada has abandoned them both by failing to renew their funding and, in some regions, passing legislation and policies that make these services nearly impossible to implement.
87. Every person who loses access to a safer supply program is put at immediate and longer-term foreseeable risk of death because they are being forced back into the toxic unregulated drug supply. In December 2023, more than 130 experts[endnoteRef:124] in substance use called on the Canadian government to continue to support and scale-up safer supply programs. They noted:  [124:  www.ourcommons.ca/Content/Committee/441/HESA/Brief/BR12961854/br-external/KollaGillian-e.pdf ] 

Due to the complexity of their needs, there is a strong danger that people who lose access to safer supply programs will not only lose access to a source of regulated, prescribed opioids, but will also lose access to the comprehensive primary care they have been receiving through [federally]-funded programs. This will result in poor health outcomes and even death for many people currently receiving safer supply.
88. A 2025 study[endnoteRef:125] supports their call to action, finding that closure of these programs: [125:  odprn.ca/research/publications/closingscs-toronto/ ] 

…may force them back into an increasingly dangerous unregulated market, ultimately putting their lives at risk, along with reversing the many benefits programs provided, such as connections to essential health and social services. By replacing harm reduction programs with treatment services, the government is not reducing the demand for opioid use; instead, it forces a return to the unregulated drug market, ultimately putting individuals at risk of overdose.
89. By failing to fund, improve and scale up these programs, Canada is ignoring evidence and recommendations from its own Expert Advisory Group on Safer Supply, and recommendations from researchers, clinicians, public health officials and civil society organizations.
90. Canceling life-preserving health services and forcing people into withdrawal (whether immediately or forcing someone to taper off their medications) can be dangerous to life and health contrary to Article 6, and disrespects patient autonomy, informed consent, and the right to health and continuity of care. All of which undermines trust and can push people toward unsafe alternatives, compounding stigma and harm rather than reducing it.  

The Canadian Drug Policy Coalition recommends that the Committee call on Canada to:
1. Commit to sustaining and scaling up the number of supervised consumption services (SCS) in Canada, including by providing adequate funding for these services and ensuring that provincial laws and policies do not prohibit or unreasonably restrict SCS;
2. Create national standards for inhalation services in SCS and fund the establishment and operation of inhalation services in SCS anywhere where data indicate need for them;
3. Immediately re-instate funding for safer supply programs and ensure that provincial laws and policies do not prohibit or unreasonably restrict safer supply programs;
4. Implement expert recommendations for improving the accessibility and efficacy of prescription-based safer supply programs;
5. Establish national standards for non-prescription-based safer supply programs that can be implemented under the current CDSA/FDA/FDR legal framework.




ISSUE 5
Restricting democratic participation in drug policy decisions 

91. Finally, amidst this crisis and the significant harmful changes to policy and services outlined in this submission, CDPC has identified a decrease in transparency and accountability in government decision making. Life-altering decisions are being made without appropriate opportunities to provide input. Where opportunities do exist, it is increasingly unclear if or how expert opinion and civil society submissions are taken into consideration in government decision-making.
92. We are not asserting that Canada is acting in direct violation of Article 25. Rather, the violations of articles 2, 6, 7, 9, and 26 asserted in our submissions could be significantly mitigated if government decision-making was conducted more transparently and properly considered the submissions of experts and civil society groups that put significant effort into articulating the life, health and human rights implications of numerous law, regulatory and policy reforms pursued by government.
93. Taking reasonable and effective measures as required under the ICCPR requires that Canada conduct its legislative and regulatory functions in a manner that allows civic engagement and ensures that government policy is grounded in reliable evidence and compliant with human rights standards. 

The Canadian Drug Policy Coalition recommends that the Committee call on Canada to:
1. Review legislative, regulatory and federal committee processes to ensure they are transparent, provide adequate opportunity for civic engagement, that evidence submitted in such processes is properly considered, and that human rights standards and Charter obligations taken into consideration.




SUMMARY OF RECOMMENDATIONS PART 1
Recommendations to mitigate death and harm caused by the unregulated drug supply:
1. Immediately undertake a review of section 5 of the CDSA and relevant sections of the FDA/FDR and, within 1 year, bring forward amendments to these laws to ensure non-medicalized safer supply programs such DULF’s compassion club are able to operate lawfully;
2. Within 1 year, complete an arms-length review of the impacts of drug law enforcement on the volatility of the drug supply, and discriminatory practices and effects of such enforcement. To be led by an independent committee of qualified interdisciplinary evaluators and people with lived/living experience with meaningful engagement from civil society;
3. Implement the recommendation of the Expert Task Force on Substance Use to create “a single public health framework with specific regulations for all psychoactive substances” including a commitment to specified goals and timelines, processes for lived/living experience and civil society engagement, and human rights accountability mechanisms to ensure that reasonable and effective measures are taken in a timely manner.
Recommendations to decrease risk of dying, criminalization and arbitrary detention of people who use drugs and who provide life-saving services:
1. Stay all criminal charges and expunge the criminal records of the DULF founders for the involvement in the compassion club;
2. Within 1 year, complete an arms-length review of existing decriminalization policies throughout the world and craft recommendations to amend section 4 of the CDSA (prohibition of drug possession). To be led by an independent committee of qualified interdisciplinary researchers and people with lived/living experience with meaningful engagement from civil society;
3. Amend federal, provincial and territorial human rights laws to protect people against discrimination on the basis of social status, including housing status;
4. Rescind laws that target people who use drugs and rely on public spaces for the necessities of life and invest in housing and health and social services to provide dignified alternatives to homelessness and public drug use;
5. Rescind involuntary addictions treatment laws and policies and invest in publicly administered, not-for profit, voluntary addictions treatment that is high-quality, accessible and culturally responsive.



SUMMARY OF RECOMMENDATIONS PART 2
Recommendations to ensure effective, evidence-based health services are available without discrimination:
1. Establish national standards for addictions treatment including client redress mechanisms, quality assurances, mandatory evaluation of outcomes and reporting of deaths and injuries;
2. Create national standards for inhalation services in SCS and fund the establishment and operation of inhalation services in SCS anywhere where data indicate need for them;
3. Implement expert recommendations for improving the accessibility and efficacy of prescription-based safer supply programs;
4. Establish national standards for non-prescription-based safer supply programs that can be implemented under the current CDSA/FDA/FDR legal framework;
5. Commit to sustaining and scaling up the number of supervised consumption services (SCS) in Canada, including by providing adequate funding for these services and ensuring that provincial laws and policies do not prohibit or unreasonably restrict SCS;
6. Immediately reinstate funding for safer supply programs and ensure that provincial laws and policies do not prohibit or unreasonably restrict safer supply programs.
Recommendations for government transparency and accountability:
1. Publicly release the full findings and reports of the Expert Advisory Group on Safer Supply;
2. Review legislative, regulatory and federal committee processes to ensure they are transparent, provide adequate opportunity for civic engagement, that evidence submitted in such processes is properly considered, and that human rights standards and Charter obligations taken into consideration.





A NOTE ON TERMINOLOGY: 

Canada’s illegal drug supply has shifted significantly over the past decade and the language different stakeholders use has evolved over time. While there are overdose deaths associated with legal (e.g. alcohol) and prescription drugs, the vast majority of drug-related acute deaths and injuries result from people consuming illegal drugs from the “unregulated drug supply,” sometimes referred to as a “toxic drug supply.” Many community groups, researchers, academics and health care providers refer to Canada’s ongoing crisis as the “unregulated drug crisis” to foreground the reality that it is the lack of legal regulation that is driving the vast majority of death and injury. 
In this submission we generally use the term “unregulated”, however, other interchangeable terminology such as overdose, drug poisoning, toxic drug death, drug-related death crisis also appears. These variations reflect the different terms adopted in the research, government records, and other sources.
“Overdose” is still commonly used to refer to unregulated drug-related harms but is not entirely accurate. “Overdose” refers to when there is too much of a drug in a person’s body, which causes them to experience severe, sometimes life-threatening health impacts. Overdoses can be fatal and non-fatal. The term “overdose” can inadvertently imply that someone is aware of what a dose should be and has knowingly ingested more than that dose. In earlier decades (pre-2010), the unregulated drug supply was less volatile in Canada. At that time, the unregulated heroin supply was relatively stable, uncontaminated and less varied; however, dosage was not easy to measure and sometimes the amount a person took overwhelmed the body. 
Today, dosage is still hard to measure, but the contents of drugs are far more unpredictable and varied - often with more potent and unknown adulterants, substitutes, or contaminants. This is why the terms “contaminated,” “tainted,” “poisoned,” and “toxic” are used more frequently. The issue is less that someone has knowingly taken a higher dose (“overdose”) and more likely that they believe they are purchasing a specific drug with specific dosing, but are often unknowingly consuming other substances that cause significant unintended negative effects.
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