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Introduction

Cannabis could legally be prescribed in the UK by a GP until 1971. The origins of cannabis prohibition can be
traced back to the 1930’s when a vigorous campaign was launched by the US Federal Bureau of Narcotics (head-
ed by H. Anslinger), which portrayed cannabis as a potent narcotic inextricably linked to deviant behaviour. The
use of cannabis or to use the term of the time “Reefer Madness˜ led to violent crime, heroin addiction, social
menace and death. 

'The World Health Organisation's cannabis report of 1955 said: "under the influence of cannabis, the danger of
committing unpremeditated murder is very great; it can happen in cold blood, without any reason or motive,
unexpectedly,  without  any  preceding quarrel,  often the murderer does not 
even know the victim, and simply kills for pleasure". Six years later cannabis was prohibited internationally
under the first United Nations Drug Convention'.

Today these views are generally considered extreme, however there is a major schism in the perception of
cannabis. Proponents of cannabis use argue that it is a natural, relatively harmless drug with many beneficial
properties and they claim that the image of cannabis has been tarnished by untruths, propaganda and myths [e.g.
1 & 2]. Prohibitionists and others claim that it is a toxic drug causing widespread harm for the individual and
society. [e.g. 3 & 4].

Current reliable data suggests that cannabis use is typically experimental or intermittent in teenagers and ado-
lescents, its use is generally discontinued by most in their mid to late 20’s [5 & 6]. 

Worldwide cannabis is the most widely consumed illicit drug, with an estimated 146 million users.  These fig-
ures have remained unchanged since the first World Drug Report in 1997 [7].

In the UK approximately 8.5 million people [8] have tried cannabis and over 3 million have used it in the past
year. Among 11-15 year olds cannabis was the most frequently reported illicit drug used in 2002, used by 13%,
among 16-24 year olds cannabis had been used by 27%, the same survey also reported that cannabis use
increased sharply with age: 1 per cent of 11 year olds had used the drug in the last year compared with 31 per
cent of 15 year olds; [9] According to the British Crime Survey 2000, cannabis was the most commonly used of
all illegal drugs. Amongst 16 to 29 year olds, 44% had used it in their life, 22% in the last year and 14% in the
last month.

Since the reclassification of cannabis in the UK in January 2004 some people have claimed that its use has
increased, others claim that since reclassification use is less stigmatised and therefore people are more willing
to admit using it. Whichever is correct the fact is that GP’s and health professionals are now more likely to be
asked for information regarding cannabis and its use.

Lenton & Single [10], made a distinction between Harm Reduction (HR) as a broad policy goal and HR as a
strategy. They provided the following practical criteria for assessing whether a policy or program practices HR.
First, the central defining characteristic of HR is a focus on the reduction of harm as a primary goal rather than
the reduction of use per se; it must include strategies for those that continue to use as well as those aimed at
reduction of use or abstinence; and there should be some attempt to evaluate whether these strategies will prob-
ably result in a net reduction in drug-related harm [10, p.213]. It is important to note that HR is not antithetical
to abstinence-orientated program and supply reduction strategies. This paper will, accordingly, cast a fairly wide
net and cover issues related to reduction/cessation of use and reduction of harms.

‘Harm Reduction is a term that covers activities and services that acknowledge the continuing drug misuse of
individuals, but seek to minimise the harm that such behaviour causes’ (HM Government, 1998).

 



Cannabis and harm reduction

This paper has to have a fairly broad approach to HR issues for the following reasons. 

The ability to make causal inferences about the harms associated with chronic use in particular is hampered by
a lack of longitudinal research and delays in the manifestation of some adverse health and other effects.

To some people even the discussion of a HR strategy for cannabis is controversial, some MP’s in particular may
consider HR tacit approval of illicit cannabis use. 

The emotive and often irrational policy debate (on both sides of the argument) is a major obstacle to the evalu-
ation and realistic reduction of cannabis related harm, particularly when the type and extent of harms are disput-
ed. As Jonas [11] asserts, ‘a harm reduction strategy must be based on epidemiologic data about the actual inci-
dence of real negative consequences of taking various drugs. Only once this is known, can we focus our efforts
on reducing the actual negative consequences and on truthfully educating the public about those consequences
which are irreducible. Unfortunately, there is very little such epidemiologic data available at present.

The exaggeration and minimalisation of harms by opposing camps in this debate compromises the provision of
a consistent, believable message, measurement of the costs and benefits of HR initiatives and the evaluation of
policy impact.

However, there is no doubt that health professionals require an awareness of the concerns regarding the proba-
ble harms that some people may encounter when using cannabis. 

Research indicates that when used in particular ways, or by certain people, cannabis may be associated with a
variety of health and other (e.g. social, employment) outcomes. These harms may be caused more directly by
cannabis itself (e.g. health) or stem from current policies on cannabis use (e.g. legal). 

For the sake of brevity only some of these harms, and associated HR strategies, are outlined below and issues
considered to be of particular interest are highlighted. It should be stressed that the following discussion is not
an argument for a particular legislative or policy position.

Health related harm

Cannabis has a very low acute toxicity [12] and is only a minor contributor to drug related mortality [13-14]. Dr
Leslie Iversen respected member of the Royal College states ‘cannabis is a safer drug than aspirin and can be
used long-term without serious side effects’ [15] GW Pharmaceuticals, the only company in the UK licensed to
test medicinal cannabis states: "Hundreds of years of cannabis use provide for compelling evidence of safety.
There is no reported death from cannabis use. Indeed, the therapeutic index for cannabis (the ratio between a
normal and lethal dose) is estimated to be 40,000 to 1. The equivalent ratio for Aspirin is 23 to 1 and for
Morphine is 50 to 1” [16]

On the basis of current use patterns, it has been estimated that cannabis produces only small to moderate public
health risks and makes only a small contribution to the global burden of disease, compared with the most preva-
lent drugs, alcohol and tobacco [18 & 19].

The Advisory Council on the Misuse of Drugs report; (4.4.1) In general cannabis users smoke fewer cigarettes
per day than tobacco smokers and most give up in their 30s, so limiting the long-term exposure that we now
know is the critical factor in cigarette-induced lung cancer [19] 
Cannabis use can increase the heart rate by 20-100 per cent above baseline. This increase is greatest in the first
10 to 20 minutes then decreases rapidly thereafter. The rate of decrease depends on whether smoked or oral
cannabis is used, lasting three hours in the former and five hours in the latter (Graham 1986; Hall et al. 1994;
Joy et al. 1999). Blood pressure is increased while the person is sitting and decreased while standing. The change
from sitting to standing can cause faintness and dizziness due to the change in blood pressure. These cardiovas-
cular effects are of negligible clinical significance because most cannabis users are young and healthy and devel-
op tolerance to these effects (Hall 1994; 1998: Joy etal.)

Advisory Council on the Misuse of Drugs report (4.3.3) The cardiovascular actions of cannabis are similar to

 



the effects of exercise, and probably do not constitute a significant risk in healthy adolescents and young adults.
[19]

Summary

Cannabis is not a totally harm free drug [19]. The primary concerns with using cannabis focus mainly on the
possibility of respiratory disorders similar to those experienced by tobacco smokers and the risk of exacerbating
existing mental health problems in some individuals. Many of the other possible risks from using cannabis
remain unproven or inconclusive. 
A summary of the available scientific literature and studies regarding health related harm concerning the use of
cannabis indicates that the route of administration and type of cannabis used are the most important factors in a
HR strategy. 

Probable acute harms

The most probable adverse health effects of acute use are: negative psychological effects such as anxiety, panic
and paranoia. These effects may be particularly pronounced in first time or inexperienced users. People may also
experience disruption of cognitive function (e.g. memory, learning and temporal processing) panic attacks and
psychomotor impairment. These effects do not generally persist beyond the period of intoxication. [20 & 21]. 

Cannabis use could be viewed as potentially disruptive of everyday behaviours reliant on complex cognitive pro-
cessing. Psychomotor impairment may also increase the risk of accidents while driving or operating machinery.

Cannabis and alcohol, which are frequently used together, may be additive in their effects on psychomotor
impairment and driving performance [22]. Thus, cannabis may amplify alcohol induced impairments.

There may be an increased risk of experiencing psychotic symptoms among some vulnerable individuals [23].

Probable chronic harms

The most probable effects of regular (daily or near daily), sustained use (over several years) are: a psychologi-
cal cannabis dependence syndrome, characterized by a variety of cognitive, physical and behavioural symptoms,
such as an inability to control use and continued use despite problems, [24]. 

Adverse respiratory effects (especially if tobacco is being used in conjunction with cannabis), such as chronic
bronchitis and histopathological changes which may be precursors to cancer [25]. 

The method of administration is obviously a major mediator of this risk, however due to the emotive nature of
a cannabis HR strategy alternatives to the conventional method of mixing cannabis with tobacco in a joint have
not been widely explored within the context of HR. Cannabis and tobacco smoke contain many carcinogenic
compounds and respiratory irritants [26 & 27].  In addition, many smokers who mix cannabis with tobacco are
regular tobacco smokers. There is evidence that some of the negative respiratory effects of cannabis and tobac-
co may be additive [28]. Research conducted by Bud Buddies suggests that in some cases people are mixing
tobacco with cannabis in a joint as they mistakenly believe it is necessary in order to use cannabis.

High-risk groups

Certain groups may be at a higher risk of developing the adverse acute and chronic effects of cannabis [see
17,27,28]. These include (but are not exclusive to):  adolescents, pregnant women, those with respiratory or car-
diovascular disease whose conditions may be aggravated by use, those with a co-morbid disorder, the co-occur-
rence of two or more substance use disorders (e.g. cannabis and alcohol use disorders), or substance use and
other mental health disorders (e.g. substance use disorders and anxiety or depression) is relatively common [40].
In general, those with co-morbid disorders have been shown to experience greater disability and poorer out-
comes than those with a single disorder [29 & 30]. 

Those with schizophrenia may be particularly susceptible to the effects of cannabis. There is some evidence that
use may exacerbate psychotic symptoms in those with the disorder, and long-term, heavy use may precipitate
schizophrenia in vulnerable individuals [31]. 



A recent Australian publication reported on a study which modelled the effects on the prevalence of schizophre-
nia over the lifespan of cannabis in eight birth cohorts: It derived predictions as to the number of cases of schiz-
ophrenia that would be observed in these birth cohorts, given the following four hypotheses: 

That there is a causal relationship between cannabis use and schizophrenia
That cannabis use precipitates schizophrenia in vulnerable persons
That cannabis use exacerbates schizophrenia 
That persons with schizophrenia are more liable to become regular cannabis users.

The results indicated that there was a steep rise in the prevalence of cannabis use in Australia over
the past 30 years and a corresponding decrease in the age of initiation of cannabis use. There was no evidence
of a significant increase in the incidence of schizophrenia over the past 30 years. Data on trends re the age of
onset of schizophrenia did not show a clear pattern. Cannabis use among persons with schizophrenia has con-
sistently been found to be more common than in the general population.

The report concluded that: ‘Cannabis use does not appear to be causally related to the incidence of
Schizophrenia, but its use may precipitate disorders in persons who are vulnerable to developing psychosis and
worsen the course of the disorder among those who have already developed it’. [16]

However it is interesting to note that some schizophrenia sufferers have reported that cannabis use ‘silences the
voices’ and the higher incidence of cannabis use amongst sufferers may not be indicative of a direct link between
use and the onset of the illness [16a]. GW Pharmaceuticals are currently conducting stage III trials regarding the
use of a cannabis medication as a treatment for schizophrenia [16b]. More research is required in this field.

The world-renowned Otago University study which has followed 1,000 Dunedin-born people for over 30 years
has prompted the researchers to recommend "delay onset of use until at least young adulthood" The research
indicates that problems occur for genetically vulnerable adults who use cannabis while their brains are still
developing

The study says a link between cannabis and mental illness depends on a specific genetic disposition. But even
then, only 15 per cent of the people with the gene will develop cannabis-related psychotic behaviour, and only
if they use it as adolescents.

Other studies have identified a connection between cannabis and psychotic behaviour but this research - a com-
bined effort by Otago University, London's King's College and the University of Wisconsin - has taken it a step
further by pinpointing the exact gene.

The study repeatedly questioned 803 participants in the Dunedin Multidisciplinary Health and Development
Study about their cannabis use when aged 13, 15 and 18.

When they were 18, 27 per cent said they used cannabis at least once a month, some every day. By the time they
were 26, 3 per cent overall had developed some recognised psychosis: 1 per cent had schizophrenia and 2 per
cent had milder conditions.

The study defined psychosis as "a period of more than a month in the past year when the individual constantly
experiences hallucinations, delusions, loss of pleasure, low motivation for normal activities and disorganized
behaviour".

Researchers questioned the 803 study members, and their family and closest friends.

Among those in the study who used cannabis as teenagers, the rate of psychosis was 8 per cent. But when bro-
ken down further to those who had the cannabis-vulnerable gene, the rate of psychosis was 15 per cent.

The gene is called COMT and everyone has two copies - one inherited from each parent - which then develop
into one of three different combinations. The cannabis-vulnerable combination occurs in 25 per cent of the pop-
ulation.



One of the researchers, Associate Professor Richie Poulton of Otago, says the findings carried an important mes-
sage for a small part of the population.

"We are talking about a very real increase in risk but it is constrained to the minority of people during a partic-
ular period of their development."

People should not be alarmist about the findings or "interpret this as supporting extreme views either that
cannabis is extremely harmful or the reverse.

"Neither position is supported by the facts and people that promulgate those ideas do the youth of any country
a disservice".

In terms of the total population, he said cannabis-related mental illness was not a major health risk.

Medicinal users of cannabis

Medicinal users will take cannabis in the self-treatment of a wide range of conditions, including: arthritis, can-
cer, epilepsy, glaucoma, HIV, MS, chronic pain and many others. For most people cannabis is seen as a ‘last
resort’ when conventional allopathic treatments have failed [16c]

Many medicinal users would seem to benefit most from ingested cannabis. When ingested a metabolite 11-
Hydroxy-Tetrahydrocannabinol is produced, this metabolite is four times more psychoactive than ?9-
Tetrahydrocanabinol which is the ‘active’ ingredient inhaled from a joint, pipe or vaporizer, 11-Hydroxy-THC
is not produced when cannabis is inhaled.

For HIV sufferers or people suffering from weight loss due to eating disorders inhalation maybe the most effec-
tive method of delivery.

The Medicinal Uses of Cannabis and Cannabinoids list the following absolute contraindications for a cannabis-
based medicine: [32]

There is evidence that cannabis might precipitate a psychotic illness, particularly in those who are at risk of
developing such a disorder in the future. Therefore until there is sufficient evidence, a history of psychosis
should remain an absolute contraindication (Hall, 1999)

There is evidence that there may be an interaction with levodopa and similar anti-parkinsonisim drugs. Therefore
use of this group of drugs is currently considered to be an absolute contraindication

Drugs using cytochrome P450 3A4 enzyme as their exclusive mode of metabolism (theoretically fentanyl could
be a problem), until further experience is gained. 

Health related harm reduction

There are a number of strategies available to reduce the harms associated with the adverse health outcomes list-
ed above. Some target the reduction of specific harms without necessarily entailing major changes in frequency
or quantity of use, others may be more orientated to the reduction or cessation of use. However, encouraging
cannabis abstinence without tackling the underlying causes of stress is likely to result in the emergence of addi-
tional and greater stress-related problems.

[Advisory Council on the Misuse of Drugs, Drug Misuse and the environment, 1998] "9.47 Deprivation gives
rise to personal distress and psychological discomfort of a kind which can result in depressive illness as well as
lesser and more amorphous types of mood disturbance. In such circumstances mind-acting drugs (including illic-
it drugs) can be used as self-medication to relieve distress or as a substitute source of excitement and good feel-
ings” 

"Drug abuse continues to emerge as a strategy among youth to cope with the problems of unemployment, neg-
lect, violence and sexual abuse" [United Nations Commission on Narcotic Drugs, Youth and drugs: a global
overview, 1999]

 



Be aware that some users perceive cannabis use to be a form of harm reduction in itself, because they believe
that it creates fewer problems for them than other drugs such as alcohol [33]. Others may be using cannabis for
self-treatment of symptoms caused through illness or disease e.g. MS or chronic pain. As with other drugs, infor-
mation is the first weapon against harm. It is well known that knowledge does not necessarily ensure behavioral
change. However, the provision of accurate and empirically based, non-sensational, timely and acceptable infor-
mation on the probable risks associated with short and long term cannabis use is a vital aid for users making
informed decisions about whether, or how, to use cannabis, and when use might be becoming a problem.

The first step in advising on HR is information gathering, e.g. type of cannabis used, frequency of use, amounts
of cannabis used, method of administration, the reason for use (e.g. maybe recreational or medicinal) the follow-
ing factors also need to be considered, individual health history, age and any possible aggravating factors. 

The most important issue in HR is the type of cannabis being used. One of the most common forms of cannabis
available in the UK is cannabis resin, also known as ‘rocky’ or ‘soapbar’ this form of cannabis only contains 5-
8% actual cannabis, the remainder is made up of plastic (for binding), henna or coffee (for colouring), diesel (to
aid combustion), ketamine and other adulterants. Rocky/soapbar is not to be confused with hash (hashish) which
is a concentrated from of cannabis made by removing trichomes from the female cannabis plant and pressing
into solid blocks. Many cannabis users will not be aware of the type of ‘solid’ cannabis being used, an indica-
tion can be inferred from the cost, e.g. Rocky/soapbar/resin is approximately £40.00 to £50.00 an ounce, the cost
of hash is dependant on quality e.g. Lebanese is in the region of £90.00 and herbal cannabis (again dependent
on the variety and quality) varies from £100.00 to £140.00 per ounce [34]

The most obvious and easiest advice to give in order to reduce harm is not to smoke. However, this is not nec-
essarily acceptable or desirable to many users many of whom may simply wish to minimize the risk associated
with use. It is important not to underestimate the benefits cannabis use is perceived to provide (e.g. relaxation,
‘helps me chill’), which may be powerful motivators for continued use despite the simultaneous recognition of
cannabis related problems.

An alternative to smoking cannabis mixed with tobacco would be to smoke cannabis in a pipe without the addi-
tion of tobacco; this approach would remove the additional factor of nicotine addiction and the obvious risks
associated with tobacco. This course of action does not infer that the smoking of cannabis ‘pure’ in a pipe is
harmless as the very act of combustion produces health damaging hydrocarbons

If inhalation were the preferred method of administration the use of a vaporizer would be preferred within the
context of HR. The main active ingredient in cannabis (THC) is not contained within the structure of the
cannabis plant itself, it is contained in small mushroom like structures (trichomes) which are found predomi-
nately on the flowers of the female cannabis plant. A study has demonstrated that a vaporizer can successfully
generate THC at 185°C, a good quality vaporiser will operate in the temperature range of 180 to 225°C this is
below the flashpoint of cellulose (plant material) and the lack of combustion completely suppresses benzene,
toluene, and naphthalene formation. [35]. Study results indicate that vaporization can deliver doses of cannabi-
noids with a drastic reduction in pyrolytic smoke compounds [36]

When cannabis is smoked in a joint temperatures of 700 to 900°C are reached, this produces noxious pyrolytic
byproducts [36]. As decent vaporizers cost from £100.00 to £400.00 many users will be reluctant to purchase
such an expensive device for the HR benefits alone, it may be worth mentioning that by burning cannabis in a
joint 50% of the THC is destroyed by the act of combustion and as a vaporizer avoids the burning process there
is a cost saving benefit. The initial cost of a vaporizer could be recouped in a matter of months, as the amounts
of cannabis used to achieve the effect desired by the user would be reduced.       

Many people mistakenly believe that smoking cannabis in a water pipe is HR; the opposite is actually the case,
the assumption that tar is insoluble in water and by therefore drawing smoke through water ‘purifies’ is partly
correct. However THC is also insoluble in water, the net effects of using a water pipe is that more smoke has to
be inhaled to compensate for the THC filtered out via the water. A user of cannabis will effectively inhale up to
30% more tar by using a water pipe than by using cannabis in an unfiltered joint. [35 & 36]

There are no reported long term health effects associated with ingesting cannabis, the World Health Organisation
state “There appears to be little or no human or animal evidence that acute or chronic use of cannabinoids affects

 



liver function. There is reasonable animal evidence that cannabinoids decrease intestinal motility and delay gas-
tric emptying. There is no evidence of significant symptoms of constipation as a consequence, and, as typically
used, cannabis has minimal effects on the absorption of alcohol” [37] 

Adverse psychological effects.

For people who are prone to experiencing anxiety, paranoia and panic when using cannabis, the best advice is
not to use. For those who choose to continue, sensible guidelines such as, setting limits on the amount smoked,
not mixing cannabis with drugs that could heighten such feelings and smoking in a safe environment with trust-
ed friends who can provide reassurance, may limit their occurrence or the severity of their effects. It is impor-
tant for users to be aware that for most, such unpleasant feelings will pass after a few hours. Those who are
schizophrenic or are prone to psychotic symptoms need to be aware of the possibility of exacerbating such
symptoms or precipitating a schizophrenic episode. While limiting use may alleviate minor psychological dis-
comfort in most users, in this group abstinence may be the most advisable HR measure. [17,23,24,32]

Psychomotor impairment.

The extent to which cannabis is implicated in accidents is much debated; any psychomotor impairment may
increase the likelihood of harm in an unexpected situation or emergency placing the user and others at risk.
Cannabis intoxication is not advisable before or whilst driving a vehicle or operating machinery, especially if
the task is unfamiliar or requires sustained attention. In particular, people should be advised against mixing
cannabis and alcohol in this context

Respiratory harm.

Not sharing joints and bongs and cleaning smoking equipment regularly can decrease the risk of spreading infec-
tious disease such as influenza. Ingesting cannabis or vaporizing will eliminate smoking-related harms. There
may be some resistance to this recommendation as it is difficult to titrate the dose when consumed orally, also
when inhaled the effects of cannabis can be felt within 10 to 20 seconds, ingestation will take 1 to 2 hours for
the effects to be felt [3 & 32].

As most users prefer smoking, not mixing with tobacco, smoking joints rather than water pipes and avoiding
deep inhalation, may reduce harm. 

It has also been suggested that smoking higher potency cannabis may reduce the amount of smoke inhaled
because users would become intoxicated more quickly [e.g. 38]. 

"Increased potency may have little or no adverse effect if users are able to titrate their dose to achieve the desired
state of intoxication. If users do titrate their dose, the use of more potent cannabis products would reduce the
amounts of cannabis material that was smoked, thereby marginally reducing the respiratory risks of cannabis
smoking". (6.14) [Cannabis: The Scientific and Medical Evidence Lords Science & Technology Select
Committee 1998]

Cognitive impairment. 

The impairment associated with chronic use may be very subtle and not easily extrapolated into everyday situ-
ations. However, impairments of attention and memory suggest that, if users are concerned about the impact of
regular use on their daily performance and interactions with others, they seek assistance to moderate their use,
or at least limit their consumption.

Dependence

Cannabis dependence has often been trivialized or even dismissed and while many users can control their use
without assistance [e.g. 39], some experience significant problems and seek professional help to reduce or cease
use. HR strategies will vary according to how entrenched use patterns and associated problems have become,
and the goals of the individual concerned.

In an interview study (Robson & Bruce, 1997) in 201 problem and 380 ‘social’ drug users using the well vali-

 



dated Severity of Dependence Scale (SDS). Scores (maximum being 15) in the problem group were 12.9 for
heroin, 6.1 for amphetamine, and 5.5 for crack cocaine. Cannabis SDS score was 2.6 and comparable with those
of LSD 3.1 and Ecstacy 1.3, two drugs which are generally not associated with dependence. [32]

For individuals requiring assistance in combating a possible dependence on cannabis,  some self help materials
using a cognitive behavioural approach have been developed to assist in the treatment of cannabis dependence,
although plausible, none of these materials have been evaluated independently [40]. There is a requirement for
systematic development of more comprehensive interventions designed for cannabis dependence, there are few
current treatments and those limited treatments available are adaptations of alcohol interventions [e.g. 41]. 

Legal and social harm

A range of harms stem from the criminal justice system, which aim to prohibit the use of cannabis. Cannabis
using individuals, their families and friends may experience these harms; the consequences of the application of
the criminal law against cannabis users may be at least as significant as those that flow directly from cannabis
uses itself. General indications are that most people who receive a criminal conviction for a minor cannabis
offence are otherwise law-abiding. While a conviction can have significant adverse impacts on employment, fur-
ther involvement with the criminal justice system, relationships and accommodation, it fails to deter cannabis
use in many of those convicted [8]. 

A controversial strategy aimed at reducing potential harms arising from drug related impairment in the work
place is drug testing, this policy has been criticized by some commentators who argue that it measures drug
exposure rather than actual impairment [e.g. 42]. Cannabis is detectable in body tissue for up to several weeks,
such testing is not an accurate reflection of recent use or impairment. While such program may provide benefits
by acting as a deterrent to drug use for some [42], these must be traded against potential social costs.

Legal issues for cannabis users

Many users may be unaware of the consequences of a cannabis conviction or wrongly believe they are trivial.
Some people believe that cannabis (since reclassification) is legal, whatever the motivation for using cannabis
an awareness of the personal ramifications is essential.

The application of law enforcement and associated penalties in relation to cannabis offences differ greatly
throughout the UK, since the reclassification of cannabis to a class C drug the use of police cautions has
increased, however it should be stressed that even a caution for a cannabis offence may well exclude people from
some forms of employment e.g. working with children.

Tenants in rented accommodation (especially council tenants) should be made aware that a conviction for using
cannabis in the home could result in eviction as a landlord ‘knowingly permitting cannabis to be smoked on the
premises’ is committing an offence under section 8 of the Misuse of Drugs Act. 

Dangers in obtaining cannabis

There are potential harms in obtaining cannabis, due to its illegality the ‘market’ is unregulated and many ‘deal-
ers’ will have other forms of illegal drugs available. Vulnerable people such as medi-users (e.g. MS sufferers)
may be exposing themselves to the additional dangers of assault and robbery by contacting ‘street dealers’ many
of which will be dealing in cannabis (and other drugs) to finance their own habit. 

Some people practice their own for of HR by avoiding criminal associations and the inherent dangers therein by
cultivating for their own personal use, cultivation is despite reclassification an offence which carries a maximum
sentence of 14 years imprisonment and is treated as a more serious matter than mere possession by the courts
and the police.    

Adolescents

There is a great deal of political (and media) pressure for the widespread implementation of school based drug-
testing, the overall objective of random drug testing is a reduction in the number of pupils using illicit drugs.
However, there is a danger that as cannabis is detectable in the body for several weeks rather than abstaining

 



from illicit drug use pupils will merely use a potentially more damaging drug that is not detectable for such a
period. An inquiry funded by the Joseph Rowntree Foundation, the Network of European Foundations and with
help from the charity Drugscope has published the following information on drug detection times, ampheta-
mines can be detected from 1 to 4 days after use, cannabis up to 30 days, cocaine 2 to 5 days, LSD 1 to 4 days,
ecstasy 1 to 4 days and opiates (including heroin) 1 to 4 days [8].

There is also the added harm of a ‘false’ drug test positive, the manufacturers of the test kit Preventx, which is
approved for drug testing in schools claims that their test is 97% accurate. A school randomly testing 10 pupils
a week, will in a year produce in the region of 10 false positive results, the effects of these false positives could
have serious effects on the pupil and their families. There is evidence to support that the consumption of bread
containing poppy seeds can indicate a false positive for opiates.   

In America there have been reports of non-drug taking pupils selling their urine to illicit drug users for the sole
purpose of defeating urine based tests, unless we are going to insist that pupils urinate under supervision then
the overall aim of the tests i.e. a reduction in illicit drug taking is not likely to be achieved.

In fact, some drug testing programs have been shown to increase the likelihood of subsequent substance use
[43]. There is a powerful argument that the subject of drug use in society (and schools) should at least be based
on educational principles rather than drug ideology and be consistent with a range of harm reduction objectives
[44].

Cannabis myth

There is little or no scientific evidence to substantiate claims that the potency of cannabis has increased substan-
tially since the 1960’s, sensational tabloid headlines denouncing genetically modified cannabis actually refer to
small increases in potency brought about through selective breeding to create new strains and improvements in
cultivation techniques. Apparatus for measuring levels of THC in cannabis was not available until the late 1970’s
and as THC degrades when exposed to light and air it is extremely unlikely that a suitable sample of cannabis
from the 1960’s would be available to produce a reliable analysis comparison. So called strong preparations of
cannabis are not a new phenomena, in the Victorian period, pharmacists produced tinctures of cannabis with lev-
els of 25% THC [45]. Samples of cannabis oil which is the end result of an extraction process using alcohol or
butane have measured levels of up to 50% THC [1, 46 & 47].

What more can doctors do?

As previously mentioned, with the increased focus on cannabis use in general, there is an important role for
health professionals in providing accurate information to users (and potential users) on cannabis, the associated
harms and harm reduction. 

However, the most vulnerable group of cannabis users has to be the medicinal user. Health professionals can fur-
ther assist with HR by entering the political debate by calling for a change in the law on compassionate grounds
to allow the legitimate use of cannabis for those with a proven medical need. 

[Cannabis: The Scientific and Medical Evidence Lords Science & Technology Select Committee 1998] states

(7.29) ‘Heroin (diamorphine) may be prescribed (it is a Class A drug under the Misuse of Drugs Act, yet in
Schedule 2 to the 1985 Regulations). Dr Notcutt observes that there is no evidence that heroin abuse is there-
by encouraged, and lists several other drugs of potential abuse which are used unlicensed in chronic pain’ (p
105).  
(8.4) ‘We recommend that research be promoted into alternative modes of administration (e.g. inhalation, sub-
lingual, rectal) which would retain the benefit of rapid absorption offered by smoking, without the adverse
effects’.

8.9 ‘Unlike cannabis itself, the cannabinoid THC (dronabinol) and its analogue nabilone are already accepted
by the Government as having medical value  (paragraphs 5.11-17) producing the anomaly that, while cannabis
itself is banned as a psychoactive drug, THC, the principal substance which makes it psychoactive, is in legiti-
mate medical use’.



(8.6) ‘We therefore recommend that the Government should take steps to transfer cannabis and cannabis resin
from Schedule 1 to the Misuse of Drugs Regulations to Schedule 2, so as to allow doctors to prescribe an
appropriate preparation of cannabis, albeit as an unlicensed medicine and on the named-patient basis and to
allow doctors and pharmacists to supply the drug prescribed’.  

Perhaps it is this role, as promoters of political change that doctors can be most effective.
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