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Abstract
Objectives On January 31, 2023, a three-year exemption from the Controlled Drugs and Substances Act was granted 
to the Canadian province British Columbia (BC), allowing the cumulative possession of 2.5 g of specific unregulated 
drugs amongst adults. The goals of the policy are to reduce health, social, and economic harms associated with 
criminalization, stigma, drug overdose deaths, as well as drug seizures, arrests, and associated enforcement and court 
costs. As the inaugural year has passed, we aimed to assess people who use drugs’ awareness and knowledge of the, 
as well as the policy’s impact on their drug use patterns and overdose risk.

Methods We conducted 100 telephone-based semi-structured interviews with people who use drugs from across 
BC, exploring changes in drug use experiences and perceived overdose risk since the implementation of the policy. 
Participants also completed an interviewer-administered survey assessing socio-demographics and substance use 
patterns. We utilized a qualitative content analysis approach to analyze the interview data.

Results Our findings indicate a general awareness of the policy among participants, although some policy details 
were often misunderstood, and participants expressed the need for more widespread dissemination of policy 
information. While the majority of participants reported that their drug use patterns remained unchanged after 
decriminalization, some made subtle adjustments, such as carrying under the 2.5 g threshold to minimize the risk 
of criminalization. Participants highlighted several policy benefits and concerns, including its potential to reduce 
criminalization and stigmatization, but also increase public drug consumption. Participants offered suggestions for 
policy improvement.

Conclusion These findings underscore the need for ongoing monitoring of the impacts of decriminalization 
regarding its potential impact on people who use drugs’ drug use patterns and related risks. Reevaluation of the 
possession threshold and efforts to enhance education and awareness about the policy could help achieve the 
policy’s goals.

Unpacking the Effects of Decriminalization: 
Understanding Drug Use Experiences 
and Risks among Individuals Who Use Drugs 
in British Columbia
Farihah Ali1,2,3* , Cayley Russell1,2 , Margret Lo1,2 , Matthew Bonn4 , Geoff Bardwell7 , Jade Boyd8 , 
Elaine Hyshka9  and Jürgen Rehm1,2,3,4,5,6,10

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://orcid.org/0000-0002-2968-3824
http://orcid.org/0000-0001-9634-9554
http://orcid.org/0000-0001-8832-7697
http://orcid.org/0000-0002-6406-0171
http://orcid.org/0000-0003-3368-7681
http://orcid.org/0000-0001-7919-5995
http://orcid.org/0000-0001-5785-8890
http://orcid.org/0000-0001-5665-0385
http://crossmark.crossref.org/dialog/?doi=10.1186/s12954-024-01108-5&domain=pdf&date_stamp=2024-10-23


Page 2 of 13Ali et al. Harm Reduction Journal          (2024) 21:190 

Introduction
In 2023, the Canadian province of British Columbia 
(BC) introduced a three-year pilot decriminalization 
policy representing a novel shift in Canadian drug pol-
icy, informed by other international efforts. Decrimi-
nalization aims to move away from a punitive approach 
towards a public health approach by reforming the legal 
framework around the possession of select unregulated 
drugs [1]. Under this policy, adults over the age of 18 in 
the province of BC are allowed to possess up to a cumu-
lative amount of 2.5 g of specific drugs, including opioids, 
methamphetamine, cocaine/crack-cocaine, and MDMA/
ecstasy, for personal, non-prescribed use [1]. This policy 
is a pilot initiative that is in effect for a period of three 
years, from January 31st, 2023, to January 31st, 2026, and 
involves a public awareness campaign and police educa-
tion efforts to increase understanding [1, 2]. The stated 
goals of the policy include a reduction in health, social, 
and economic harms associated with criminalization, 
reduction of stigma, reduction of drug overdose deaths, 
and a reduction in drug seizures, arrests, and associated 
enforcement and court costs [3]. Overall, the policy aims 
to shift the public’s perception of drug use and foster a 
safer environment by reducing stigma against people who 
use drugs and alleviating concerns of criminal charges. 
Stigmatization associated with drug use often discour-
ages people who use drugs from seeking help or utiliz-
ing essential harm reduction and treatment services. 
However, many critics have asserted that the goals of the 
decriminalization policy are ambitious, and that it will 
not address the overdose crisis, which is largely driven by 
the toxicity of the unregulated drug supply and a lack of 
access to regulated, non-toxic substances (i.e., ‘safe sup-
ply’) [4–6]. For instance, in Canada, fentanyl and related 
analogues now primarily make up the illegal opioid sup-
ply [7], and fentanyl-involved opioid deaths are now the 
leading cause of death in BC for people aged 10–59, with 
fentanyl being detected in 85% of opioid deaths in the 
province in 2023 [8]. Moreover, the drug supply has been 
further tainted with benzodiazepines (i.e., ‘BenzoDope’) 
and other adulterants such as xylazine (i.e., ‘Tranqdope’) 
[9, 10]. For people who use drugs, the use of unregulated 
drugs often leads to various harms, including arrest, bar-
riers to accessing services, and increased risk of overdose.

Given this context, the implementation of a cumula-
tive possession threshold of 2.5 g could potentially influ-
ence drug use practices and associated risks among this 
population. As such, this aspect of the policy has been 
widely contested. For instance, prior to the implemen-
tation of decriminalization, researchers, government 
officials, policymakers, as well as people with lived expe-
rience of drug use, and drug advocacy groups (e.g., The 
Vancouver Area Network of Drug Users [VANDU]) were 
consulted on the optimal possession threshold. During 

these consultations, several thresholds were proposed 
based on factors such as cost-effectiveness, convenience, 
risk of receiving a contaminated supply, etc., all of which 
were above the 2.5  g [11]. Regardless, citing feedback 
from law enforcement officials across BC, the final pos-
session threshold approved by the government was 2.5 g. 
For many people who use drugs, this amount was con-
sidered too low and not reflective of their use or pur-
chasing patterns, suggesting that the policy may not fully 
consider the realities of people’s drug consumption and 
purchasing practices [11, 12]. In contrast, other coun-
tries that have implemented similar decriminalization 
initiatives have taken a different approach to drug pos-
session thresholds [13]. For instance, in 2001 Portugal, 
which implemented what is largely considered to be a 
successful decriminalization policy, established different 
threshold amounts for each of the substances included in 
their policy, based on estimations of the average quantity 
required for an individual for ten days. Thus, possession 
thresholds play a pivotal role in the outcome of decrimi-
nalization policies, including in regards to whether they 
are adhered to or affect drug use patterns.

Thorough evaluations of the policy’s impact on drug 
use patterns and adherence to the possession threshold 
are crucial to understand whether the policy is meet-
ing its intended goals, and to inform potential policy 
adjustments. To this end, several evaluations are cur-
rently being undertaken by independent researchers, and 
provincial and federal governments, examining differ-
ent aspects of the policy and the impacts it has on dif-
ferent systems and populations [14]. The introduction of 
the policy, and particularly the establishment of the 2.5 g 
threshold, presents an opportunity to explore its impact 
on drug use among people in BC. As such, we conducted 
the current qualitative study to explore the initial impact 
of decriminalization on people who use drugs’ use expe-
riences and patterns within the first year of the policy. 
Specifically, this paper examines people who use drugs’ 
awareness and knowledge of the decriminalization policy, 
as well as its impact on their drug use patterns and over-
dose risk. Understanding the knowledge people who use 
drugs have about the decriminalization policy, including 
its specific details, can provide valuable insights into how 
their behaviors and drug use decision-making may have 
changed following the policy’s implementation [15].These 
findings can inform potential policy amendments in BC 
and offer guidance for future decriminalization efforts in 
other regions.

Methods
Study design and recruitment
We conducted a cross-sectional qualitative study by 
recruiting people who use drugs from cities located 
across BC, representing each of the province’s five health 



Page 3 of 13Ali et al. Harm Reduction Journal          (2024) 21:190 

regions: Interior, Fraser, Vancouver Coastal, Vancouver 
Island, and Northern [16–18]. By including participants 
from within all health regions, we aimed to capture the 
unique experiences, challenges, and perspectives of 
people who use drugs, as well as ensure a diverse and 
representative sample. This approach was underpinned 
by a multifaceted recruitment plan that involved purpo-
sive and snowball sampling to ensure participants were 
recruited from a wide spectrum of geographic locations, 
experiences, and backgrounds. Specifically, the purposive 
sampling approach leveraged established networks of 
people who use drugs from the Canadian Research Ini-
tiative in Substance Matters (CRISM), community-based 
healthcare and harm reduction providers, and research-
ers to recruit eligible participants.

Additionally, we collaborated with several drug use 
advocacy groups, such as VANDU and the Canadian 
Association of People Who Use Drugs (CAPUD), among 
others who helped circulate our study flyers throughout 
their networks and online through social media plat-
forms (e.g., Facebook & Instagram). Study participants 
were asked to share the study details with their peers who 
met our inclusion criteria as a snowball sampling tech-
nique, which was pivotal for reaching participants from 
smaller and more rural/remote communities who were 
less connected to formal health and harm reduction ser-
vices. We also undertook additional targeted recruitment 
efforts to elicit information from underrepresented com-
munities. Study recruitment continued until the research 
team had recruited participants from each of the five 
health authorities and met our target sample size of 100 
participants. The sample size was determined a priori to 
strike a balance between capturing the depth and diver-
sity of participant experiences and perspectives, while 
ensuring the ability to conduct thorough, meaningful 
analyses. This approach also aimed to provide a level of 
generalizability within the context of the study.

This study is funded by the Canadian Institutes for 
Health Research (CIHR; grant # EVD-184698), under-
taken by the Ontario CRISM Node [19]. The study was 
approved by the Centre for Addiction and Mental Health 
(CAMH) Research Ethics Board (#2023/088).

Eligibility criteria
Prospective participants contacted the research team 
via a toll-free telephone number or by email and were 
screened for study inclusion using the following eligibil-
ity criteria: (1) resident of BC since before January 31, 
2023, (2) aged 18 years or older, (3) access to a telephone 
or internet, (4) spoke English, and (5) consumed unregu-
lated drugs at least three times a week, to indicate regular 
drug use. Eligibility screening was interviewer-admin-
istered using Research Electronic Data Capture (RED-
Cap) online survey software (a secure web application 

for building and managing online surveys and databases) 
[20, 21].

Data collection
Participants provided informed verbal consent, and all 
interviews were conducted over the telephone.

The interview contained two components. The first 
part captured participant socio-demographic and drug 
use profiles (also recorded in REDCap) in order to 
describe our sample. Variables included the participant’s 
age, gender, ethnicity, sexual orientation, housing and 
employment status, highest level of education, as well as 
drug use and overdose history.

The second part of the interview was a semi-struc-
tured, open-ended qualitative component. All interviews 
were conducted by a trained member of the research 
team, lasted on average 45 min in length and were audio-
recorded for transcription purposes. Interview questions 
focused on various aspects in relation to participants’ 
drug use patterns, including changes to frequency of use, 
and related risks. The interview guide was developed col-
laboratively with the study’s working group, including 
researchers and people who use drugs, which ensured 
questions were relevant, respectful, and designed to elicit 
meaningful insights.

All participants were compensated with $50.00 cash 
honoraria, adhering to standard remuneration policies 
[22–24]. This honorarium was sent via an online banking 
e-transfer to an email address the participant provided or 
via MoneyGram.

Data analysis and synthesis
Quantitative data analysis
All quantitative socio-demographic and treatment data 
collected in REDCap were exported to a Microsoft Excel 
file and basic frequency counts for all data were subse-
quently analyzed using IBM SPSS Statistics (Version 27) 
[25].

Qualitative data analysis
Our study adopted a qualitative deductive and induc-
tive content analysis approach to analyze the interview 
data [16–18, 26]. The process began by importing all 
interview transcripts into NVivo (Version 12), a spe-
cialized software for qualitative data analysis [27]. Ini-
tially, FA and CR developed a comprehensive codebook 
that outlined broad content categories derived from our 
research objectives, interview questions, and preliminary 
insights gleaned from interviews, note-taking/memoing, 
discussions, and debrief meetings after each interview. 
Subsequently, the initial codebook underwent iterative 
refinement through feedback from the working group.

We utilized a hierarchical coding structure consisting 
of parent, child, grandchild, and great-grandchild codes 
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to capture larger, broader categories, as well as smaller, 
more specific categories and sub-categories [28] This 
allowed for a structured approach to data analysis that 
supported the ability to categorize a large amount of data 
and manage the complexity of the analysis. Once the 
coding began, new codes were developed and integrated 
within the codebook when new insights were identified 
within the interview data. This iterative process of cod-
ing allowed for the systematic organization of the data, 
ensuring that all information was categorized into clear 
and definitive groups. An independent coder, ML, coded 
all interviews, and to bolster the credibility and integrity 
of our content analysis, we enlisted the expertise of a sec-
ond coder, MB, to conduct a ‘member checking’ exercise. 
MB coded a subset of interviews and met with the team 
to discuss similarities and discrepancies. Any discrep-
ancies were made note of, discussed, and subsequently 
resolved.

Further, given the evaluative nature of this study, 
we were particularly interested in examining poten-
tial changes to participants’ drug use patterns and 
drug-related risks post-decriminalization. As such, it 
was important to draw on methodological diversity to 
understand both the breadth and depth of participants’ 
experiences [29–33]. After completing the content 
analysis of all interviews, we sought to quantify partici-
pants’ changes in experiences, based on their qualita-
tive responses [34]. Specifically, we utilized our parent 
nodes as the denominator, representing the number of 
participants who responded to a particular code (e.g., 
drug purchasing patterns). Once we had identified the 
denominator, numerators were determined by calculat-
ing the number of participants who discussed experienc-
ing specific changes in relation to this code (e.g. such as 
purchasing or carrying either more or less drugs since 
decriminalization). This method provided a quantita-
tive representation of our qualitative data, enhancing the 
understanding of the impact of decriminalization on par-
ticipants’ experiences.

Results
Quantitative findings
Study participants’ location of residence
A total of n = 100 people who use drugs participated in 
our study. Participants were located throughout BC, 
encompassing representation from all five health authori-
ties. Specifically, there were 37 participants located in 
the Interior Health Authority, 31 from the Island Health 
Authority, 14 from Vancouver Coastal Health Author-
ity,12 from the Fraser Health Authority, and 6 from the 
Northern Health Authority.

Study participants’ socio-demographic characteristics
The average age of participants was 44 years old 
(SD ± 10.65). The majority were straight/heterosexual 
(87%), White (70%) men (56%). Most participants were 
unemployed (82%), with only a minority engaged in part-
time (13%) and full-time employment (5%). A third of 
participants (33%) had completed secondary/high school, 
with 26% having some secondary/high school education. 
Most participants (32%) resided in a private residence 
with others; however, 28% were currently experiencing 
homelessness or were unhoused. Of the 100 participants 
that were interviewed, 9% had experienced an over-
dose within the past 30 days. See Additional File 1 for 
a breakdown of study participants’ socio-demographic 
characteristics.

Study participants’ drug use profiles
Participants had a diverse range of drug use profiles, 
engaging in various patterns such as using multiple 
drugs, utilizing different routes of administration, and 
engaging in both daily and occasional use (see Additional 
File 2 for a detailed breakdown of participants’ drug use 
patterns). In terms of the types of drugs used, metham-
phetamine (59%) was the most commonly reported, fol-
lowed by illegal/street opioids (54%), and crack cocaine 
(41%); nearly a quarter of participants (24%) engaged in 
powder cocaine use as well as stimulant and opioid com-
binations. Participants also noted the consumption of 
hallucinogens (12%), non-prescribed opioids (9%), non-
prescribed benzodiazepines (8%), ecstasy/MDMA (5%), 
and non-prescribed stimulants (4%). A substantial pro-
portion (57%) also endorsed polydrug use, where they 
indicated using more than one category of drug. The pri-
mary route of administration among all drugs was inhala-
tion (88%), followed by injection (17%).

Regarding frequency of use, the majority of partici-
pants (84%) reported daily drug use, whereas fewer 
(16%) endorsed less frequent use, indicating they typi-
cally use at least 3 times per week. It should be noted that 
participants endorsed using multiple drugs at varying 
frequencies.

Qualitative findings
To further contextualize changes in drug use and risk 
post-decriminalization, we identified several categories 
from our interviews: (1) People who use drugs’ awareness 
and knowledge of the policy, (2) Impacts of the policy 
on drug use experiences, including frequency of drug 
use, purchasing and carrying patterns, (3) Impacts of the 
policy on overdose risk and risk mitigation strategies, (4) 
Benefits and pitfalls of the policy, and (5) Recommenda-
tions for policy improvement. The categories are narra-
tively outlined and are supported with quotes from the 
interviews to provide further insight, where appropriate. 
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See Additional File 3 for quantifiable changes in partici-
pants’ drug use patterns and risks following the imple-
mentation of decriminalization.

Exploring people who use drug’s awareness and 
knowledge of the decriminalization policy
Participants were asked about their awareness and 
knowledge of the decriminalization policy, and the vast 
majority were aware of the policy’s existence, meaning 
they knew that decriminalization had been implemented 
in BC. Fewer participants, however, were familiar with 
the specific details and features of the policy. Among 
those that were unfamiliar with policy details, there 
was a noticeable lack of awareness regarding the pos-
session threshold. Several participants were unaware 
that the limit was 2.5 g and assumed there was no limit. 
Others were unaware that the threshold was cumula-
tive and assumed that the limit was drug-specific. Other 
features of the policy that participants were unfamiliar 
with included, the time-limited nature of the policy, the 
specific drugs included under the policy, and the poli-
cy’s goals. Misinformation about specific policy details 
and the policy as a whole were also common amongst 
participants:

“There’s confusion when it comes to the [decriminal-
ization] law, you know what I mean? Nobody really 
knows what the law is, where is it legal, where isn’t it 
legal, how much, and a lot of people don’t know, they 
just don’t know… I think if there was more informa-
tion out there revolving around it, that would help.” 
(Interior Health Authority, Age 49, Woman).

Notably, some participants were entirely unaware of the 
policy’s existence.

Participant responses regarding where they acquired 
information about the policy varied. Most participants 
indicated they had heard about it from friends, ‘word of 
mouth’, or ‘on the street’. Some participants had seen seg-
ments about it on the news, had learned about it directly 
from drug-related advocacy groups they participated in, 
or harm reduction sites they had visited where they had 
seen infographics with policy specifics. In some commu-
nities (e.g., Vancouver) participants described that they 
received pamphlets from outreach workers.

Despite a general awareness of the policy, several par-
ticipants suggested an overall lack of available policy 
information. For example, even among those who were 
well integrated within harm reduction and drug advocacy 
spheres, many lamented a lack of policy promotion:

“Between working [at two different harm reduc-
tion sites], I didn’t even get any of the information 
[about decriminalization] that was passed around. 

And I didn’t see any [pamphlets] that [were] laying 
about for people. And I got one through a friend, I 
got one copy of it. That’s how much it was passed 
around.” (Vancouver Coastal Health Authority, Age 
42, Woman).

Overall, while the majority of participants were gener-
ally aware of the policy, responses revealed instances of 
misinformation and inaccuracies in participants’ com-
prehension of the policy specifics, as well as a lack of dis-
semination of policy information.

Policy impact on drug use experiences
Drug use patterns
The majority of participants indicated that there had been 
no change in their drug use patterns since the implemen-
tation of decriminalization. Many participants described 
their drug use as longstanding and habitual, stating that 
they were continuing to use drugs in the same ways as 
before decriminalization due to dependency, financial 
reasons, and drug use habits. However, a few participants 
indicated the frequency of their drug use had changed, 
with several reporting an increase in use, half of whom 
attributed this directly to decriminalization. Justifications 
for increased use were primarily due to a reduced fear 
of criminalization and feeling more comfortable to use 
drugs in public since the implementation of the policy. 
For example, the following participant reflected on how 
decriminalization may have contributed to an increase in 
their drug use:

“I think I feel a bit safer I guess to [use drugs] in 
more public areas. So just in a back alley or in a 
park, away from people of course, but I don’t feel 
like I have to hide it as much. Like if my bowl is out, 
I don’t feel like I have to really hide it as much as 
I used to feel I did, even though maybe that’s just a 
kind of placebo effect, really. I don’t know. [So I find 
I’m using more because of that on some days].” (Inte-
rior Health Authority, Age 48, Woman).

The participants who indicated their use patterns had 
changed since decriminalization suggested that these 
changes were primarily unrelated to decriminalization. 
Instead, changes were attributed to various factors such 
as financial constraints, external incentives such as the 
desire to regain custody of their children, coping with 
loss, personal choice, or becoming more conscious of 
their drug use since the policy had been implemented, 
leading them to reassess their patterns and contemplate 
the legal consequences of their actions.
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Purchasing and carrying patterns
Similar to patterns of drug use, the majority of partici-
pants indicated that the amount of drugs they typically 
purchased or carried had not changed since the imple-
mentation of the policy. Just over half of participants who 
spoke about their purchasing patterns mentioned pur-
chasing below the 2.5  g threshold, citing financial con-
straints as the primary reason. Their drug purchases were 
typically smaller amounts, such as a few ‘points’ (i.e., 
1/10th of a gram), or a ‘half ball’ (i.e., 1.75 grams), based 
on affordability, with many indicating that they only buy 
as much as they can afford daily. However, several par-
ticipants described strategically purchasing and carrying 
under 2.5  g since decriminalization in order to reduce 
their risk of criminalization, as described by the following 
participant:

“Because I didn’t want to carry big amounts, I would 
only buy like basically two grams at a time some-
times. Well, most of the time. Which can be a real 
hassle, because, you know, I’m always having to 
pick up all the time… I didn’t want to be charged…
Because I work full time and it’s not a job I want to 
be caught with drugs with.” (Interior Health Author-
ity, Age 47, Man).

Others suggested they split their total drug purchase with 
their partner or a peer to ensure they carry less than the 
possession threshold at any given time:

“Sometimes [I purchase] like a half-ball or a ball, 
1.75 grams or 3.5 grams… My husband and I will 
split [the drugs] so we’re both carrying half of it, so 
that we’re carrying under [the threshold].” (Interior 
Health Authority, Age 44, Woman).

The remaining participants described typically purchas-
ing and carrying more than the 2.5  g threshold, often 
indicating that they purchase amounts that are more 
commonly sold within the unregulated drug market, such 
as 3.5 g (an ‘8-ball’), 7 g (a ‘quarter’), 14 g (a half-ounce), 
28 g (an ounce), or more. These participants often opted 
for larger purchases above the possession threshold citing 
reasons such as reduced costs, enhanced convenience, 
improved drug quality, and the facilitation of the sharing 
of drugs with others. The primary justification for pur-
chasing above the threshold was for economic reasons, 
as the per-unit cost decreased as the amount purchased 
increased, resulting in participants receiving a significant 
cost saving. Purchasing over the 2.5 g threshold was also 
driven by the desire to reduce the number of trips par-
ticipants needed to make to obtain their drugs, especially 
among those who shared drugs with others. For instance, 
participants described the practice of sending one person 

to obtain drugs for two or more people at a time to mini-
mize the potential exposure to criminalization. This was 
particularly common among participants who lived far 
away from their sellers:

“[I purchase] half an ounce to an ounce [at a time]. 
Because I don’t want to constantly keep going to the 
dealer’s house or whatever, you know, and I pick up 
for myself and my girlfriend…It’s cheaper, it’s more 
convenient, fewer trips. Like I said, I live out of town, 
like I’m a long way out of town. And so the guy that 
I see, he is pretty far away. So it’s hard to get to. So, I 
just purchase big amounts and take a risk, basically.” 
(Interior Health Authority, Age 47, Man).

Several participants also suggested that they purchased 
over the 2.5  g threshold because the further the drugs 
trickled down the supply chain, the more people han-
dled and “cut/stomped/buffed’’ the drugs with unknown 
additives. Participants described how this ultimately 
increased their risk of receiving a contaminated drug 
supply. For this reason, participants would purchase a 
larger quantity to avoid having their supply tampered 
with:

“We’re definitely going to buy as much as [we can] 
– and we get better prices that way. When you get 
it closer to the source or as close to the source, [the 
drugs are] less cut. That’s the other thing too. It’s less 
cut.” (Interior Health Authority, Age 44, Woman).

Overall, participants were nearly evenly split on whether 
they purchased or carried above or below the 2.5 g and 
provided several justifications for these purchasing pat-
terns. In line with drug use patterns, most participants 
indicated their purchasing and carrying patterns had also 
not changed since decriminalization. For many partici-
pants, the risk of being caught with over the 2.5 g thresh-
old was outweighed by the convenience and cost benefit 
of purchasing more at a time.

Overdose risk and risk mitigation strategies
In Canada, the toxicity of the available drug supply largely 
contributes to the overdose crisis, as such, we examined 
any shifts in participants’ perceptions of drug quality 
during decriminalization. Several participants suggested 
that the quality of their drugs significantly fluctuated. 
However, participants often contributed these fluctua-
tions to factors unrelated to decriminalization such as 
legacy impacts from COVID-19-associated changes and 
disruptions, or general supply chain issues. A minor-
ity of participants did however, suggest the policy had 
affected drug quality, with the addition of adulterants and 
increased contamination of the drug supply.
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Participants commonly discussed the toxicity of the 
current drug supply, including its direct association with 
overdose risk, stating: “[I’m] more likely [to overdose] 
because they’re putting stuff in it that never used to be in 
it. [The supply] used to be way better and cleaner. Now, 
apparently, they’re putting different things in it” (Interior 
Health Authority, Age 53, Man). Specifically, conversa-
tions around an increase in the incorporation of benzodi-
azepines or tranquilizers into the opioid drug supply (i.e., 
‘BenzoDope’ or ‘TranqDope), were common, including 
reflections on how these specific adulterants were associ-
ated with greater risk for experiencing an overdose.

Since decriminalization, some participants suggested 
that since more people feel comfortable to purchase and 
carry drugs on them due to a reduced fear of criminal-
ization, there has been an increase in low-level sellers 
who primarily engaged in small drug transactions, which 
they linked to a heightened risk of overdose. Specifically, 
participants described that these sellers often lacked the 
experience to safely and effectively process the drugs and 
provide a supply that was not adulterated, raising con-
cerns about their safety:

“Everybody and their dog thinks that they’re a dealer 
and they know how to cook it. So there’s all these 
people thinking that they know how to mix – or have 
the right recipe for fentanyl. And I think that’s why 
I’ve overdosed so much is because everybody tries 
to cook it a different way and there’s a lot more hot 
spots (pure fentanyl) in it.” (Interior Health Author-
ity, Age 44, Woman).

This experience underscores the importance of partici-
pants being able to find and maintain relationships with 
experienced sellers. Participants believed that obtain-
ing drugs from a trusted source minimized their chance 
of receiving harmful or unknown adulterants that could 
lead to overdose. This trust often led them to purchase 
larger quantities at once to maintain a sense of safety 
and obtain what they deemed to be a ‘safe’ supply. Par-
ticipants often described longstanding and trusting rela-
tionships they had developed with their sellers, which 
reduced their concerns about receiving an adulterated 
supply:

“The quality of my drug, I know 100% that there’s no 
fentanyl in there. I know what I’m smoking. And I 
don’t have to worry about [my seller] drugging up. I 
mean, like putting fentanyl or anything in my dope.” 
(Interior Health Authority, Age 54, Man).

Participants were also asked about their perceptions of 
their overall risk of overdose and whether they believed 
decriminalization had any effect. The majority, including 

those with previous overdose experiences, expressed lit-
tle concern about overdosing. They cited factors such as 
their choice of drug (some considered stimulants to carry 
a lower overdose risk), their familiarity with their toler-
ance levels, their utilization of risk reduction strategies 
like drug testing, and their trust in their supplier, as illus-
trated by the following participant:

“I’ve been going to the same [seller] for years. I’ve 
known them for a very long time. I trust them. I trust 
the product. They’ve never given me or any of my 
other friends anything that would hurt us or any-
thing like that. They also use what they sell, so I trust 
them.” (Vancouver Coastal Health Authority, Age 48, 
Non-Binary).

Participants often discussed other strategies they 
employed to reduce their risk of overdose, including 
using drugs in the presence of others. Several partici-
pants acknowledged that they had started using drugs 
with others as a precaution against overdosing, especially 
since the implementation of decriminalization:

“I’m less likely to use alone, just because, like I said, 
there’s been more awareness, there’s been more talk 
about drugs. There’s not as big a stigma on drug 
addicts. We’re not as ashamed, and there’s more 
access to Narcan kits, I feel.” (Vancouver Coastal 
Health Authority, Age 32, Woman).

In general, participants discussed the impact of decrimi-
nalization on overdose risk, with a particular focus on 
drug quality. While some noted fluctuations in drug 
quality over time, attributing this experience to factors 
beyond decriminalization, others observed an increase 
in adulterants in the drug supply and a rise in low-level 
sellers since decriminalization was introduced, which has 
heightened their risk of overdose. To mitigate this risk, 
participants discussed the importance of having trusted 
drug sellers and using drugs with others.

Policy perspectives: highlighting the benefits and pitfalls 
of the decriminalization policy
Given the insights from participants regarding their 
awareness of and experiences with decriminalization and 
its impact on their drug use patterns and overdose risk, 
they were asked about their thoughts and opinions on the 
policy and any suggestions they had for improvement.

The vast majority of participants viewed the policy 
positively and supported its implementation for a vari-
ety of reasons. For instance, some participants drew on 
their knowledge of similar decriminalization initiatives 
or drug policy reforms that have occurred in other juris-
dictions like Portugal, describing the benefits afforded to 
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those jurisdictions with the hope that the same benefits 
would be realized in BC. Some suggested that the policy 
reform was long overdue, stressing that it should have 
been implemented earlier. Others likened the policy to 
other regulated substances such as cannabis, alcohol, and 
tobacco, stating that drug use is a personal choice, and 
adults should have the freedom to use without fearing 
legal repercussions.

Importantly, participants highlighted the decriminal-
ization policy’s effectiveness in reducing criminalization. 
Most notably, the majority emphasized a decreased fear 
of arrest as the primary benefit of the policy, indicating 
that it is likely meeting its main goal. For instance, partic-
ipants emphasized that they feel more comfortable carry-
ing their drugs:

“I don’t have to worry about getting busted and going 
to jail because I have some dope in my pocket to 
smoke. That’s not a thought that I have to be hold-
ing…I just don’t have to be so conscious all the time 
about what I have on me.” (Interior Health Author-
ity, Age 24, Woman).

Participants also discussed the potential impact of the 
decriminalization policy on the broader drug toxicity cri-
sis. The majority expressed optimism, believing the pol-
icy could lead to positive changes to the overdose crisis 
over time. They envisioned the policy gradually reshap-
ing the drug use landscape by potentially reducing stigma 
and improving access to harm reduction and addiction 
treatment services. Participants suggested that if the pol-
icy leads to open discussions and raises awareness about 
drug use and its related risks (e.g., overdose due to a toxic 
drug supply), it could contribute to a long-term decrease 
in overdose incidents.

Although most participants indicated their overall sup-
port for the policy, others suggested they were split on 
the matter. Some recognized benefits and drawbacks, 
with several proposing the policy is a ‘catch-22’ or a ‘dou-
ble-edged sword’, reflecting on both positive and negative 
aspects. One of the primary concerns was the potential 
for decriminalization to enable drug use, specifically 
amongst younger populations, as described by the fol-
lowing participant:

“It’s the younger people, like I say under 25, like 19 
to 25. They’re going to take advantage of [the policy], 
for sure. I’m afraid that they might go into something 
else that’s more harmful. The fentanyl problem out 
here is severe. And if they do pot here, they’re going 
to go onto crack and meth (The use of one drug leads 
to the use of another).” (Island Health Authority, Age 
73, Man).

Participants also expressed concern about the potential 
for the policy to lead to increased public drug consump-
tion, as some cited observations of this occurring in their 
community. Some participants felt that people were tak-
ing advantage of the policy change, leading to more open 
drug consumption due to people being emboldened to 
use in public:

“I think some people kind of take it a little too far. 
They think just because they can’t get charged, it 
means that they can just do [drugs] anywhere, any-
time. It’s not really appropriate.” (Fraser Health 
Authority, Age 57, Man).

As such, participants were often in favour of bylaws 
and legislation that limited public drug use [35]. They 
believed these measures would better protect their com-
munities from witnessing drug use in public spaces, par-
ticularly shielding children from exposure.

A rise in drug use among non-users was also noted as a 
concern among some participants. They mentioned that 
since decriminalization has the potential to increase pub-
lic consumption of drug use, some individuals may then 
feel tempted to experiment with it. For instance, one par-
ticipant described how decriminalization might facilitate 
youth initiation of drug use:

“[Decriminalization] is enabling like young people 
too. Like, you know, and young people are trying 
these heavier drugs without the awareness of [reper-
cussions] — and I don’t even know, they’re pretty 
stupid if they’re going down any street and seeing 
the people on the drugs, you know — but they want 
to try it.” (Island Health Authority, Age 47, Man, 
Housed/Other).

Furthermore, some participants expressed concern that 
the decriminalization policy may inadvertently contrib-
ute to a rise in overdose deaths. They feared that reduc-
ing the fear of legal consequences might encourage 
more people to use drugs, potentially increasing the risk 
of overdoses. Further, participants discussed how the 
potential normalization of drug use under decriminal-
ization could lead to easier access to drugs and associ-
ated repercussions such as a higher frequency of use and 
subsequent overdose risk, as postulated by the following 
participant:

“[People who use drugs] definitely would probably 
tend to carry more [under decriminalization]. And 
then that might possibly mean that they’re going to 
do more [drugs] to the point where they might actu-
ally have an overdose, that they possibly wouldn’t 
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have [otherwise].” (Fraser Health Authority, Age 57, 
Man).

Some participants also expressed skepticism towards 
the government’s intentions. They pointed a disconnect 
between the policy and the realities of people who use 
drugs, such as the threshold not reflecting their actual 
drug use, the policy’s inclusion of only select drugs, and 
the time-limited nature of the policy. Participants argued 
that if the government genuinely wanted to help people 
who use drugs, the policy should better reflect their lived 
experiences:

“I think it’s [the policy] a bit unrealistic. I think it 
reaches an agenda. It reaches an agenda because 
it’s a simple fact that no one’s going to have under 
2.5 grams… It doesn’t make sense, essentially…And 
[if benzodiazepines aren’t included in the policy and 
you] could be [charged], then that whole law makes 
no sense whatsoever. Because 70 per cent of the 
dope around here has benzos in them.” (Vancouver 
Coastal Health Authority, Age 42, Woman).

In general, most participants were supportive of the 
policy and suggested it could result in tangible benefits 
including reducing criminalization and attenuating the 
overdose crisis. However, many participants voiced con-
cerns about the policy, and particularly its potential to 
increase drug use and public drug consumption. Some 
participants also expressed broader apprehensions about 
the policy’s effectiveness within the context of BC, as 
well as skepticism about the government’s intentions in 
designing and implementing the policy.

Refining the framework: recommendations for improving 
the decriminalization policy
With these concerns in mind, participants were 
prompted to offer suggestions they had for improving 
the policy. Approximately one-third of participants pro-
posed increasing the possession threshold from the cur-
rent 2.5 g, expressing the view that “[the threshold] is way 
too low” (Interior Health Authority, Age 47, Man), and 
different thresholds were proposed ranging from 3.5  g 
to unlimited quantities. Participants argued that this 
increase could cater to both casual users and those who 
buy in larger quantities, better aligning with the diverse 
substance use profiles of people who use drugs. Addi-
tionally, participants highlighted that 3.5  g was a more 
commonly purchased and sold amount, as described by 
the following participant:

“Maybe 3.5 would be a better number, because 2.5 
is like an odd number… If people were to buy what 
we call a ball, 3.5 grams, that’s kind of the base-

line minimum of purchase. You get to save a bit of 
money. So buying 2.5 isn’t a standard purchase… 
But maybe upping that to 3.5 for the average street 
user would allow for the fact that maybe they bought 
3.5 because they’re going to save a little money them-
selves.” (Island Health Authority, Age 34, Woman).

Another common suggestion was to remove the cumula-
tive nature of the threshold which presented challenges, 
especially for participants who were polydrug users. 
Participants suggested that the cumulative nature of the 
policy is illogical as some drugs are typically purchased 
in larger amounts compared to others, and if people are 
using multiple drugs, the amount they carried on them at 
a time would be over the possession threshold:

“I think as a side [meth] user, I would say a ball 
(3.5 g) is a fair amount because that’s usually what 
people buy is either a ball, or half-ball, or an ounce. 
But with down (heroin/fentanyl), I think it goes by 
points, right? So most down users that I know, they’re 
going to smoke at least probably five or six points a 
day. So I think that to have that little [threshold], 
I think, again, it’s not a realistic number, the 2.5 g.” 
(Interior Health Authority, Age 48, Woman).

Several participants advocated for drug regulation such 
as legalization and safe supply, suggesting that decrimi-
nalization does not go far enough to address the root 
cause of the overdose crisis. Consequently, participants 
felt that legalization could guarantee people who use 
drugs access to a regulated pharmaceutical-grade drug 
supply through regulation, and that this would be more 
effective in reducing overdose deaths. For instance, one 
participant suggested that decriminalization should be 
complemented with safe supply programs in order to 
reduce drug-related overdoses:

“But I feel like listening to more of like the spirit of 
what we’re asking for…might be helpful. And just 
decriminalizing all drugs and making a regulated 
supply available will really just completely solve the 
problem rather than just taking a little chisel to it.” 
(Vancouver Coastal Health Authority, Age 40, Non-
Binary).

In conclusion, participants recognized the importance of 
the decriminalization policy, but also acknowledged that 
amendments to the policy may be necessary in order to 
better reflect the needs of people who use drugs. This 
includes increasing the 2.5 g threshold to be commensu-
rate with their use and purchasing patterns. Participants 
also proposed other amendments such as removing the 
policy’s cumulative nature to better meet the needs of 
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polydrug users, and the need for access to a regulated 
supply of drugs.

Discussion
This study presented findings demonstrating people who 
use drugs’ awareness and knowledge of the decriminal-
ization policy, and its impact on their drug use patterns 
and overdose risk. Specifically, we sought to understand 
their awareness and perceptions of the policy, as well as 
any changes they made to their drug use and purchasing 
patterns post-policy implementation.

The study’s findings revealed that while the majority of 
participants were aware of the policy’s existence, many 
lacked a clear understanding of its specifics, leading to 
confusion among people who use drugs. Lack of knowl-
edge about the policy, including details on the posses-
sion threshold, the cumulative nature, and the included 
substances left people who use drugs vulnerable to the 
risk of continued criminalization. Participants expressed 
the importance of accessible information sources about 
the policy, as most of their knowledge came from word 
of mouth. With better awareness and understanding of 
policy details, people who use drugs can make informed 
decisions about their drug use and can potentially adapt 
their patterns to reduce their risk for criminalization. For 
instance, knowing the 2.5  g threshold influenced some 
participants to purchase or carry less to avoid the risk 
of criminalization. As such, misconceptions or a lack 
of knowledge about policy details may undermine the 
goals of decriminalization, hindering informed decision-
making regarding substance use practices [36]. Limited 
knowledge and awareness of the policy can also impact 
interactions with police, harm reduction services, and 
addiction treatment services [36]. This underscores the 
important role of education and public health communi-
cation regarding policy details [37]. Providing education 
in a variety of formats, including in plain language, audio 
and visual, and on accessible and commonly utilized plat-
forms is needed and can support equitable understand-
ing of the policy [36].

Notably, people who use drugs identified the 2.5  g 
threshold as a significant feature of the policy. There-
fore, it is essential for the policy to accurately reflect the 
realities of drug use practices and to consider a posses-
sion threshold that aligns with these practices. Interest-
ingly, the findings from this study demonstrate that the 
possession threshold did not appear to have a substantial 
impact on participants’ frequency of drug use, purchas-
ing and carrying patterns, or other drug-related risks. 
Participants reported high drug use frequencies and 
tolerances, with nearly a third indicating polydrug use, 
and nearly two thirds indicating daily use. Accordingly, 
the minimal impact of the decriminalization policy on 
these patterns may suggest that the 2.5 g threshold may 

not be appropriate, particularly for high frequency and 
polydrug use patterns [11]. Moreover, the threshold was 
considered inadequate, as about half of the participants 
indicated they commonly purchase drugs in amounts 
exceeding it for several reasons, which were largely unre-
lated to the decriminalization policy. Some people who 
use drugs bought above the threshold to reduce their 
frequency of seller interactions, to reduce costs, to split 
or share with others, or to guarantee a ‘safer’ supply that 
has not been exposed to additional handlers who may 
have potentially cut or ‘stomped on’ the drugs. Addition-
ally, while many people who use drugs indicated that 
they purchased less than the 2.5 g, this was related to an 
inability to afford and purchase more at a time, which was 
also unrelated and unaffected by the decriminalization 
policy. The disconnect between the possession threshold 
and people who use drugs’ use patterns was substanti-
ated by participant’s suggestions to increase the thresh-
old amount to 3.5 g, and to amend the policy so that it is 
no longer cumulative. However, it was noted that some 
participants strategically carried less than the threshold 
to reduce the risk of criminalization, which was a direct 
impact of the decriminalization policy. This finding dem-
onstrates a slight adaptation in behaviour due to the pol-
icy and reflects an evolving understanding among some 
people who use drugs of the legal landscape. This under-
standing is important as it sheds light on how people who 
use drugs may navigate the specifics of the decriminaliza-
tion policy, particularly regarding the inclusion of a legal 
threshold. These considerations underscore the impor-
tance of setting a threshold that aligns with the realities 
of people who use drugs.

In addition to understanding whether the posses-
sion threshold impacted drug use patterns, we sought to 
understand participants’ perceptions of overdose risk as 
another critical component of our study. Since one of the 
policy’s primary goals is to reduce overdose deaths, it is 
important to understand participants’ perceived level of 
overdose risk and assess whether, and to what extent, the 
policy has influenced this perception. Participants shared 
observations and experiences regarding the increase in 
toxicity of the drug supply, with some participants liken-
ing this to the emergence of new low-level sellers in the 
market since decriminalization, which they felt increased 
their overdose risk. Consequently, participants recom-
mended that decriminalization incorporate some form of 
drug regulation. Participants felt that regulation, whether 
that was in the form of drug legalization or the provision 
of safe supply, would be beneficial in reducing overdose 
risks.

While participants discussed concerns regarding 
the drug quality and the emergence of low-level sell-
ers, most participants suggested that their concerns 
related to personal overdose risk had not changed since 
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decriminalization. This was in part due to participants 
continuing to obtain their drugs from a trusted source 
to minimize the likelihood of encountering a tainted 
drug supply [38]. Many participants explained that by 
acquiring their drugs from a trusted seller, they felt more 
confident about the safety of the drugs they purchased. 
However, due to the current possession threshold limit, 
sellers who carry above this threshold may be at greater 
risk of criminalization. Although the policy targets sim-
ple drug possession, leaving sellers who carry more than 
the 2.5 g at risk of continued criminalization has impli-
cations for people who use drugs. If an individual’s seller 
is arrested due to carrying above the threshold, people 
who use drugs may have trouble accessing the supply 
they need from a source that they trust. This may force 
people who use drugs to resort to accessing drugs from 
low-level sellers, or from individuals they do not have a 
relationship with, potentially exposing them to a contam-
inated supply, and increasing their risk of overdose [39]. 
As such, the risk mitigation strategy of purchasing from 
a trusted source may no longer be feasible, ultimately 
countering the goals of decriminalization aimed at reduc-
ing overdose deaths [39, 40]. Therefore, it is crucial to 
monitor the impact of the policy on sellers, as any impact 
on these individuals can affect people who use drugs’ 
access to a safe, unadulterated, and trusted drug supply.

Notably, some participants indicated that the policy 
shift might have also led to an increase in the visibility 
of public drug use, raising concerns about its societal 
impacts. Participants suggested that decriminalization 
might have fostered an environment where people who 
use drugs feel more comfortable to use drugs openly. This 
observation may suggest a shift in social norms and atti-
tudes towards drug use, whereby people who use drugs 
may no longer feel stigmatized for using drugs openly 
[41]. This feeling may mitigate risks associated with use, 
as it may prompt people who use drugs who typically 
use alone or in private settings to engage in use practices 
with others [42]. However, increased public consumption 
can counter the policy’s goals of reducing stigma against 
people who use drugs as some community members may 
feel as though their safety is compromised. This has con-
sequently led the BC government to expand laws prohib-
iting public drug consumption, which carries significant 
implications for people who use drugs [35]. While it may 
increase feelings of public safety and reduce the visibil-
ity of drug use, potentially reducing stigma, it also raises 
concerns. These laws could add confusion among people 
who use drugs regarding the legal landscape and their 
rights under the policy [35]. Moreover, they may rein-
force stigmatizing views, suggesting drug use is a crimi-
nal act and not a public health issue. Criminalizing public 
drug use, even when under the threshold, undermines 
the goals of decriminalization and leaves people who use 

drugs at risk for arrest and overdose, especially when 
these laws are not paired with increased access to harm 
reduction and housing services, where people who use 
drugs have safe places to consume their drugs [36].

Overall, participants expressed support for the policy, 
acknowledging both benefits and drawbacks. Partici-
pants recognized the potential for decriminalization to 
reduce criminalization and the associated risks of over-
dose, as evidenced by a minority of participants’ strategic 
changes in drug use patterns. Furthermore, participants 
acknowledged feeling safer under decriminalization, 
with a substantial reduction in fear of arrest. However, 
they also raised concerns about the policy’s unintended 
consequences such as increased public consumption and 
potential drug use initiation, as well the rise of low-level 
dealers. These concerns warrant the need for decision 
makers to consider the policy implications and sugges-
tions from people who use drugs’ on how to improve the 
policy.

Strengths and limitations
This study explores the real-world impacts of the decrim-
inalization policy in BC, focusing on the knowledge, 
perspectives, and experiences of people with lived experi-
ence of drug. While we made concerted efforts to include 
participants from diverse backgrounds, locations, and 
drug use experiences, we acknowledge that people who 
use drugs are a heterogeneous and diverse population. To 
reach those less connected to drug advocacy and harm 
reduction services, we employed snowball sampling, rec-
ognizing that many participants were already well-9nte-
grated into these networks. However, the results of this 
study are not generalizable beyond the specific context 
and populations from which they were drawn. Specifi-
cally, our study was also limited in capturing the experi-
ences of more marginalized, non-White groups within 
the population, particularly Indigenous and Black popu-
lations. In addition, we did not examine participants’ 
experiences with the criminal justice system, limiting our 
ability to fully analyze how decriminalization impacts 
populations at higher risk of criminalization (e.g. Indig-
enous people, people experiencing homelessness). Other 
limitations of the current study include the potential for 
sampling, recall, and response bias. For instance, not all 
participants were asked the exact same questions in the 
same ways, and some responses were emphasized over 
others. Further, participants’ responses may have been 
recalled inaccurately, or details may have been omit-
ted, which may impact the conclusions drawn from our 
analyses.
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Conclusion
Overall, the implications of the decriminalization policy 
on drug use and risk perception are multifaceted. On 
the one hand, the policy has resulted in a reduced fear of 
arrest, leading to a perceived sense of safety among peo-
ple who use drugs. Regardless, participants emphasized 
that the policy has had minimal impact on their overdose 
risk. Furthermore, knowledge of the policy appears to be 
directly related to participants’ drug use and purchasing 
patterns as some participants strategically changed their 
behaviour to carry less. However, most people who use 
drugs exhibited no changes to their drug patterns, which 
may stem from personal decisions related to finances, 
substance use habits, convenience, or a lack of awareness 
and education surrounding the policy. These results high-
light the importance of increasing education and aware-
ness efforts surrounding the policy, as well as ongoing 
policy evaluation to better understand changes to drug 
use experiences and their underlying motivations over 
time. By continuously assessing and adapting policies 
based on real-world outcomes and experiences, decision 
makers can better address the complex needs of people 
who use drugs and revise the decriminalization policy to 
better reflect their realities.
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